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Effects of dexmedetomidine on stress response
during tracheal intubation under general an-esthesia
in patients with poorly controlled hypertension

Yuanxin Sun, Chao Li

Xingwen County Hospital of Traditional Chinese Medicine, Department of Anesthesiology, Yibin, Sichuan,
China

SUMMARY

Introduction/Objective The aim was to investigate the effects of dexmedetomidine (DEX) on hemody-
namics and stress responses during tracheal intubation under general anesthesia in patients with poorly
controlled hypertension.

Methods This study is a prospective, randomized, controlled clinical study, it included 43 patients divided
into an experimental group (n = 28) and a control group (n = 15). The experimental group received an
intravenous infusion of 0.5 pg/kg DEX before anesthesia induction, while the control group was given
an equal volume of normal saline. Heart rate (HR) and arterial blood pressure were recorded at multiple
time points after induction and intubation, and the rate—pressure product (RPP) was calculated. Statistical
analysis was performed using independent sample t-test, Mann-Whitney U test or x* test.

Results At first and third minute after intubation, significant increases in HR, systolic blood pressure, dia-
stolic blood pressure and mean arterial pressure were observed in the control group (p < 0.01), whereas
the experimental group showed no significant changes. All post-intubation hemodynamic parameters
were significantly lower in the experimental group (p < 0.001), with no difference in RPP. No adverse
events or serious complications within seven days post-surgery occurred in either group.

Conclusion DEX effectively inhibits the sympathetic activation response induced by tracheal intubation,

maintains hemodynamic stability, and demonstrates a favorable safety profile.
Keywords: dexmedetomidine; hypertension; intratracheal intubations; hemodynamics

INTRODUCTION

During the induction of general anesthesia,
tracheal intubation - including laryngoscopy
and endotracheal tube placement - induces
intense mechanical and nociceptive stimula-
tion, triggering a stress response in the central
nervous system and leading to pronounced
sympathetic activation [1, 2]. In patients with
poorly controlled hypertension, this stress re-
sponse manifests not only as tachycardia and
abrupt elevation in blood pressure, but also as
increased catecholamine release, which may
precipitate myocardial ischemia, arrhythmias,
or even heart failure, significantly compromis-
ing intraoperative safety and postoperative re-
covery [3].

Commonly used general anesthetics such
as propofol and remifentanil offer advantages
including rapid onset, stable anesthesia, quick
recovery, and effective analgesia. However, their
use in hypertensive patients has notable limi-
tations [4, 5, 6]. High doses or rapid infusion
of propofol can cause respiratory and circu-
latory depression [7]. Although remifentanil
provides strong analgesia and rapid recovery;,
it is associated with postoperative hyperalge-
sia and agitation [8]. Additionally, other an-
tisympathetic agents such as B-blockers have
restricted indications and may not fully meet

the individualized perioperative needs of all
hypertensive patients.

Dexmedetomidine (DEX) is a highly selec-
tive a2-adrenergic receptor agonist with no-
table sedative, analgesic, and sympatholytic
properties [9, 10]. By reducing central sympa-
thetic outflow and catecholamine release, it ef-
fectively attenuates hemodynamic fluctuations
during intense stimuli such as tracheal intu-
bation [11]. The efficacy of DEX in reducing
stress responses during anesthesia induction
and emergence; however, systematic evidence
regarding its efficacy and safety throughout the
intubation process in patients with poorly con-
trolled hypertension remains scarce.

Based on the a2-adrenergic agonist proper-
ties of DEX, we hypothesize that its administra-
tion in patients with poorly controlled essential
hypertension can effectively attenuate sympa-
thetic activation during tracheal intubation
under general anesthesia, thereby improving
intraoperative stability of blood pressure and
heart rate (HR). This study aims to provide a
new pharmacological strategy for perioperative
management in hypertensive patients, poten-
tially reducing the risk of cardiovascular and
cerebrovascular complications.
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METHODS
Study Design

This was a prospective, randomized, controlled clinical
study designed to evaluate the effects of DEX on hemo-
dynamic and stress responses during tracheal intubation
in patients with poorly controlled hypertension.

Subjects

Patients [American Society of Anesthesiologists (ASA class
II)] who underwent general anesthesia with tracheal intu-
bation at Xingwen County Traditional Chinese Medicine
Hospital, Yibin, Sichuan Province, were enrolled in this
study between March 2022 and March 2025. The inclusion
criteria were as follows:

(1) diagnosis of essential hypertension according to
the Chinese Medical Association Hypertension
Prevention and Treatment Guidelines [12], with
a history of standard antihypertensive therapy but
poor blood pressure control (systolic blood pressure
[SBP] 140-180 mmHg or diastolic blood pressure
[DBP] 90-110 mmHg);

(2) age > 18 years, body weight 50-80 kg;

(3) ASA physical status II (mild to moderate systemic
diseases, but these conditions have not resulted in
significant functional limitations);

(4) scheduled for elective surgery under general anes-
thesia with tracheal intubation;

(5) no acute conditions such as myocardial infarction,
stroke, or severe infection based on preoperative ex-
aminations (complete blood count, biochemistry,
electrocardiogram (ECG), chest X-ray, etc.);

(7) provision of written informed consent and ability to
cooperate with research-related assessments.

Exclusion criteria included:

(1) secondary hypertension;

(2) severe cardiac, hepatic, or renal dysfunction (New
York heart association class III-IV heart failure;
Child-Pugh class B-C liver function; glomerular
filtration rate [GFR] < 30 mL/min);

(3) significant arrhythmia (e.g., sinus bradycardia with
HR < 50 bpm, second- or third-degree atrioven-
tricular block), severe tachycardia, or evidence of
myocardial ischemia;

(4) history of allergy to DEX, propofol, remifentanil, or
related anesthetics;

(5) pregnancy or lactation;

(6) neuropsychiatric disorders, severe cognitive im-
pairment, or inability to accurately report adverse
reactions;

(7) active endocrine or metabolic diseases (e.g., hyper-
thyroidism, diabetic ketoacidosis);

(8) other conditions deemed inappropriate for inclusion
by the investigators.
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Randomization and blinding

Eligible patients were randomly assigned in a 1:1 ratio to
either the DEX group or the control (saline) group using a
computer-generated randomization sequence. The alloca-
tion was concealed in sealed, opaque envelopes opened
by an independent research nurse just prior to anesthesia
induction.

To maintain blinding, the study drugs (0.5 ug/kg DEX
or an equal volume of normal saline, both diluted to 20
mL) were prepared by the hospital pharmacy in identical
syringes labeled only with the patient study number. The
anesthesiologist performing the intubation and data col-
lection was blinded to group assignment.

Briefly, a total of 60 patients were initially randomized.
After randomization, 17 patients were excluded from the
final analysis.

Although this study included all eligible patients dur-
ing the study period (n = 43), a post-hoc power analysis
confirmed that this sample size provided adequate power
(> 80%) to detect clinically significant differences in he-
modynamic parameters.

Surgical procedure

Hypertensive patients took their usual morning antihy-
pertensive medications on the day of surgery (excluding
angiotensin-converting enzyme inhibitors or angiotensin
II receptor blockers). All patients followed a preoperative
fasting protocol of 12 hours for solids and eight hours
for clear fluids, which was the institutional standard at
the time of the study. To mitigate potential intravascu-
lar volume depletion, upon arrival in the operating room
and prior to any study drug administration or anesthesia
induction, all patients received a standardized preload
infusion of 5 ml/kg of lactated Ringer’s solution via an
upper limb venous access. Subsequently, all patients re-
ceived pure oxygen via face mask (flow rate 6 L/min).
Under local anesthesia, radial artery catheterization was
performed and connected to a monitor for continuous
ECG, pulse oxygen saturation (SpO,), and invasive blood
pressure (IBP) monitoring. Patients in the experimental
group received an intravenous infusion of 0.5 ug/kg DEX
(Jiangsu Hengrui Pharmaceuticals Co., Ltd., Lianyungang,
Jiangsu Province, China) diluted to 20 mL, administered
via an upper limb vein pump over 10 minutes before in-
duction of general anesthesia. The control group received
an equal volume of normal saline over the same duration.
Immediately after infusion, anesthesia induction was ini-
tiated with the following protocol: intravenous injection
of sufentanil (Humanwell Healthcare Group Co., Ltd.,
Wuhan, Hubei, China) at 0.3 pug/kg over 10 seconds, fol-
lowed by target-controlled infusion of propofol (Jiangsu
Nhwa Pharmaceutical Co., Ltd., Xuzhou, Jiangsu Province,
China) using the Marsh pharmacokinetic model, with
a plasma target concentration set at 3.5 mcg/mL. After
loss of consciousness, vecuronium bromide (Hubei Keyi
Pharmaceutical Co., Ltd., Wuhan, Hubei, China) at 0.1 mg/
kg was administered intravenously, and face-mask-assisted
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ventilation was provided. Tracheal intubation was per-
formed when train-of-four stimulation showed disap-
pearance of T1-T4. If HR decreased to < 50 bpm, 0.4 mg
atropine was administered intravenously; if SBP fell to <
10.6 kPa (=80 mmHg), 1 mg dopamine was administered.

Standardized operating procedure for
endotracheal intubation

To minimize the interference of procedural factors with
the study results, a standardized operating procedure was
implemented for the endotracheal intubation of all en-
rolled patients:

Assessment of intubation difficulty and operator quali-
fications: All endotracheal intubation procedures were per-
formed by two anesthesiologists with more than 15 years
of clinical experience in endotracheal intubation under
general anesthesia. Prior to intubation, airway assessment
was conducted using the Mallampati classification system.
All patients were classified as grade II, indicating favorable
airway conditions and a predicted low intubation difficulty.

Intubation equipment: The same model of video laryn-
goscope was used for laryngoscopic exposure and endotra-
cheal intubation in all patients, ensuring a clear visual field,
gentle manipulation, and technical consistency throughout
the procedure.

Procedure duration: The target time for the entire in-
tubation process - from laryngoscope insertion to confir-
mation of correct endotracheal tube placement — was set
at within one minute. Actual recorded data demonstrated
that intubation was successfully completed within this
timeframe for all patients, with no cases of significantly
difficult intubation or multiple intubation attempts re-
quired. Statistical comparison of the specific intubation
duration between the two groups was not conducted in
this study, as all procedures were performed in accordance
with the same principles of rapidity and gentleness and
completed within a narrow time window.

Procedural consistency: Prior to the study, the two
principal operators engaged in thorough discussions to
standardize intubation techniques, manipulation force, and
the emphasis on minimizing hemodynamic fluctuations.
This step was designed to reduce variability arising from
individual operator habits.

Through the implementation of the aforementioned
standardized measures, we aimed to minimize the impact
of technical variables - other than the study drug inter-
vention (DEX / normal saline) - on the stress response to
endotracheal intubation, thereby enabling a clearer delin-
eation of the effects of the drug intervention itself.

Data collection

Patient demographics, including age, sex, body mass in-
dex (BMI), disease type, duration of hypertension, and
surgical type were collected using a standardized form.
Hemodynamic parameters were recorded, including HR,
SBP, DBP, mean arterial pressure (MAP), and the rate—
pressure product (RPP; HR x SBP) before intubation and
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within 10 minutes after general anesthesia induction.
Adverse events were monitored intraoperatively, including
hypotension (SBP < 90 mmHg), hypertensive crisis (SBP
> 180 mmHg), arrhythmia, and hypoxia (SpO, < 90%).

The specific time points for hemodynamic recording
were defined as follows: TO (0 minutes): immediately after
confirmation of correct endotracheal tube placement; T1,
T3, T5, and T10: one, three, five, and 10 minutes after TO,
respectively. Measurements labeled “pre-intubation” were
taken after anesthesia induction but before the commence-
ment of laryngoscopy.

Selection of hemodynamic baseline: To isolate the
cardiovascular stress response specifically attributable
to tracheal intubation from the effects of anesthetic in-
duction agents, the hemodynamic values measured im-
mediately after anesthesia induction but before laryngos-
copy were designated as the baseline (time 0 min) for all
subsequent comparisons. Although preoperative baseline
values (before anesthesia induction) were also recorded,
the induction agents (propofol and sufentanil) uniformly
caused significant hemodynamic alterations in all patients.
Therefore, using the post-induction, pre-intubation state
as the reference point allows for a clearer assessment of the
additive stress induced by the intubation procedure itself.
This analytical approach was applied identically to both
the experimental and control groups.

Postoperative follow-up at 24 hours, 48 hours, and seven
days included monitoring for infection, bleeding, respirato-
ry/cardiovascular complications, and mortality. Data were
entered via an electronic case report form. Hemodynamic
parameters were automatically recorded by a multi-param-
eter monitor to ensure accuracy and traceability.

Statistical analysis

Statistical analysis was performed using IBM SPSS
Statistics for Windows, Version 19.0. (IBM Corp., Armonk,
NY, USA). Continuous variables (e.g., age, BMI, hemo-
dynamic parameters) were described as mean + standard
deviation or median (interquartile range) based on nor-
mality. Categorical variables were expressed as frequency
(percentage). Intergroup comparisons were conducted
using independent samples t-test, Mann-Whitney U test,
or X* test, as appropriate. A two-sided o level of 0.05 was
defined for statistical significance.

Ethics: This study was approved by the Medical Ethics
Committee of Xingwen County Traditional Chinese
Medicine Hospital, Yibin, Sichuan Province, and strictly
adhered to the ethical principles of the Declaration of
Helsinki.

RESULTS

Baseline characteristics

Between March 2022 and March 2025, 60 patients were
enrolled and randomized. Following the exclusion of 17

patients for protocol violations or data incompleteness, 15
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Table 1. General characteristics of patients
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DEX improves intraoperative stability of

' Statistical blood pressure and HR
Experimental |  Control
Parameters measure P
group group (x* or t value) . . .
This study systematically evaluated changes in car-
Gender 0.720 0.396 . . . .
diovascular parameters at different time points after
Male 15 6 . Lo .. .
induction in anesthesia in the experimental and con-
Female 13 9 . P
trol groups (Figure 1). In the control group, signifi-
Age (years) 57.75+7.80 | 59.07 = 8.38 0.514 0.610 ! N
, cant increases in HR, SBP, DBP, and MAP were ob-
Body mass index (kg/m?) | 24.95 + 1.36 | 25.03 £ 1.65 0.171 0.865 . K K X
History of hypertension served at the first and third minute after intubation
(years) 453+£262 | 293+£243 1.958 0.057 (p <0.01). Subsequently, at the fifth and tenth minute

Table 2. Type of surgery performed on the patient

after intubation, these parameters returned to levels
not significantly different from those at 0 minute

Types of surgery Number Perc%ntage (p > 0.05). In contrast, when compared to their own
(n) (%) pre-intubation baseline (0 minute), the experimental
Laparoscopic cholecystectomy 28 65.12% . L. NS .
U ithotr . 9,300, group showed no statistically significant changes in
o °t””syt ; Zoe | HR,SBR.DBR or MAP atany of the post-intubation
n r men rger 3 . . . .
L cerep ac.e - = ,Su Ighe Y - - 5 s 650/0 time points (p > 0.05). Throughout intubation, HR,
aparoscopic inguinal nernia repair 3 . .
> P pal . k SBP, DBP, and MAP in the experimental group were
Right femoral fracture open reduction and internal o . 3
fixation 2 4.65% significantly lower than those in the control group (p
Knee arthroscopy 5 4.65% < 0.001). No significant differences in the RPP were
Rotator cuff repair 1 2.33% detected between the two groups at any time point,
Right humeral fracture open reduction and internal ] 233% suggesting that myocardial load was not significantly
fixation i affected under the experimental conditions. These

from the control group (six due to protocol deviation in
anesthetic management, seven due to incomplete hemo-
dynamic data recording, two due to cancellation of surgery
after induction), and two from the DEX group (due to
incomplete data recording). Consequently, the final per-
protocol analysis set comprised 28 patients (15 males, 13
females) in the DEX group and 15 patients (six males, nine
females) in the control group.

As shown in Table 1, no significant difference was
observed in gender distribution between the two groups
(x> = 0.720, p = 0.396). The mean age was 57.75 + 7.80
years in the experimental group and 59.07 + 8.38 years in
the control group, with no statistically significant inter-
group difference (t = 0.514, p = 0.610). BMI values were
comparable between the two groups (experimental group:
24.95 + 1.36 vs. control group: 25.03 £ 1.65, t = 0.171,
p = 0.865). Additionally, there was no significant differ-
ence in the duration of hypertension history between the
experimental group (4.53 + 2.62 years) and the control
group (2.93 + 2.43 years) (t = 1.958, p = 0.057). These re-
sults indicate that the study population was comparable in
terms of demographic and basic metabolic characteristics.

The types of surgery performed on the included patients
are summarized in Table 2. The procedures consisted of
laparoscopic cholecystectomy (28 cases, 65.12%), uretero-
scopic lithotripsy (four cases, 9.30%), knee replacement
(three cases, 6.98%), laparoscopic inguinal hernia repair
and open reduction and internal fixation of right femoral
fracture (two cases each, 4.65%), knee arthroscopy (two
cases, 4.65%), as well as rotator cuff repair and open reduc-
tion and internal fixation of right humeral fracture (one
case each, 2.33%).

DOI: https://doi.org/10.2298/SARH250926017S

results indicate that the intervention in the experi-
mental group may influencing the early cardiovas-
cular response following intubation.

Safety of DEX

A systematic safety assessment was conducted for both the
experimental and control groups. Intraoperative real-time
monitoring showed that no acute adverse events — such
as hypotension (SBP < 90 mmHg), hypertensive crisis
(SBP > 180 mmHg), arrhythmia, or hypoxia (SpO. < 90%)
- occurred in either group. During postoperative follow-up
(24 hours, 48 hours, and seven days), no cases of infection,
bleeding, respiratory complications (e.g., hypoxemia, atel-
ectasis), cardiovascular events (e.g., myocardial ischemia,
heart failure), or mortality were observed in either group.

DISCUSSION

The findings of this study demonstrate that preoperative
administration of DEX in patients with poorly controlled
hypertension undergoing elective surgery significantly re-
duces HR and blood pressure levels during tracheal intuba-
tion compared with the non-intervention control group,
indicating a clear clinical benefit in maintaining hemody-
namic stability. Notably, during the first- to third-minute
post-intubation window — when the stress response is most
intense — patients in the experimental group maintained
relatively stable HR, SBP, DBP, and M AP, whereas the con-
trol group exhibited marked elevations. These results sup-
port the efficacy of DEX in attenuating the stress response
associated with tracheal intubation.

DEX is a highly selective central a,-adrenergic receptor
agonist, and its primary mechanism of action is closely
associated with the inhibition of the central sympathetic
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and anxiolytic effects [17, 18]. Its early ad-
ministration during anesthesia induction
allows for the modulation of preoperative
psychological stress, thereby creating favor-
able conditions for smooth intubation and
subsequent anesthetic maintenance. With
its rapid onset and controllable duration of
action, DEX is suitable for both bolus and
continuous infusion, facilitating individu-
alized hemodynamic management during
surgery. It is particularly noteworthy that
DEX offers distinct advantages in patients
with reduced autonomic regulatory function
or states of sympathetic dominance, such
as those with hypertension, cardiac insuf-
ficiency, or advanced age [17]. Through
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during surgery. This multi-mechanistic
and synergistic profile makes DEX an ideal
agent for managing perioperative circula-
tory instability and reducing the risk of
intraoperative complications, especially in
patient populations characterized by sym-
pathetic overactivation.

Patients with poorly controlled hyper-
tension face significant cardiovascular risks
during tracheal intubation, primarily due
to intense sympathetic activation triggered
by the procedure [19]. As a potent noxious
stimulus, tracheal intubation rapidly elicits
central and peripheral sympathetic excita-
tion, prompting the adrenal medulla to re-

Figure 1. Hemodynamic and other stress responses in surgical patients after anesthesia
and intuba-tion; A — heart rate; B - systolic blood pressure; C - diastolic blood pressure;
D - mean arterial pressure; E — heart rate-blood pressure product; data points labeled
“Pre-intubation (Baseline)” were recorded after anesthesia induction but prior to laryn-
goscopy; TO (0 min) denotes the time point immediately after intubation; *** indicates
a statistical p-value less than 0.001 between the experimental group and the control
group; ## indicates a statistical p-value less than 0.01 between the corresponding time
point in the control group and the control group at 0 minutes; ### indicates a statistical
p-value less than 0.001 between the corresponding time point in the control group and

the control group at 0 minutes

nervous system [13]. By selectively activating a2 recep-
tors in regions such as the locus coeruleus of the brain-
stem, DEX significantly reduces sympathetic tone, thereby
decreasing the release of norepinephrine and other cat-
echolamines [13, 14]. This mechanism plays a key role
in maintaining hemodynamic stability during surgery by
effectively suppressing sympathetic-mediated increases
in HR and blood pressure, particularly during high-stress
events such as tracheal intubation [15, 16]. Moreover,
DEX exhibits a multifaceted pharmacological profile. It
not only provides effective sedation that closely resembles
non-rapid eye movement sleep but also has minimal im-
pact on respiratory drive while offering mild analgesic
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lease large amounts of catecholamines (e.g.,
epinephrine and norepinephrine). This
leads to marked peripheral vasoconstric-
tion, tachycardia, and increased myocardial
contractility. Consequently, blood pressure
rises sharply within a short period, often
reaching or exceeding critical thresholds.
Although these hemodynamic changes are
generally transient and reversible in normo-
tensive individuals, they can result in severe
or even fatal outcomes in patients with poorly controlled
hypertension, whose vascular structure and function are
chronically impaired [20, 21, 22]. Under chronic hyper-
tension, pathological alterations such as arterial stiffness,
reduced vascular compliance, and endothelial dysfunction
are common, significantly diminishing the capacity to reg-
ulate and tolerate acute hemodynamic fluctuations. In this
context, the transient hypertensive peaks induced by intu-
bation - superimposed on already elevated baseline blood
pressure — can readily exceed the autoregulatory thresholds
of vital organs (e.g., heart, brain, and kidneys), thereby
precipitating acute myocardial ischemia, arrhythmias, left
ventricular failure, or even cerebral hemorrhage and aortic
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dissection [23, 24]. This risk is particularly pronounced
in patients with underlying coronary or cerebrovascular
diseases, where intubation-related sympathetic surge may
directly trigger life-threatening events. Furthermore, the
pronounced increase in HR during intubation augments
myocardial oxygen consumption and shortens coronary
perfusion time, elevating the risk of myocardial ischemia
[25]. In hypertensive patients with left ventricular hyper-
trophy or diastolic dysfunction, abrupt elevation in blood
pressure acutely increases left ventricular afterload, po-
tentially inducing pulmonary congestion or acute heart
failure [26]. Therefore, effective suppression of sympathetic
excitation and achievement of hemodynamic stability
throughout all phases of tracheal intubation have become
central challenges in the perioperative management of
patients with uncontrolled hypertension. The findings of
this study underscore the importance of meticulous he-
modynamic control in these patients, particularly during
anesthesia induction and intubation. In clinical practice,
preoperative evaluation of blood pressure control should
be thoroughly conducted, and individualized anesthetic
strategies — such as selecting antisympathetic agents like
DEX, optimizing induction protocols, minimizing intuba-
tion duration, and considering prophylactic pharmacologi-
cal intervention when necessary — should be implemented
based on patient-specific risks [27]. These measures are
essential for reducing intubation-related complications and
enhancing perioperative safety. Personalized and precise
hemodynamic management in high-risk patients repre-
sents a cornerstone of modern anesthetic practice and a
fundamental safeguard for intraoperative patient safety.

In addition to DEX, multiple pharmacological and non-
pharmacological interventions are currently available to
maintain perioperative circulatory stability in hyperten-
sive patients. For instance, short-acting p-blockers such
as esmolol can rapidly control intraoperative tachycardia,
while vasodilators including nitroprusside and nitroglyc-
erin may be used for acute blood pressure management.
Adjunctive agents such as midazolam and fentanyl ana-
logues also contribute to attenuating the stress response
during intubation [28, 29, 30]. Furthermore, refining the
anesthesia induction process, prolonging pre-intubation
oxygenation, and avoiding repeated laryngoscopic attempts
can help reduce the intensity of intubation-induced stress.
However, compared with these conventional approaches,
DEX offers a unique combination of sedative, analgesic,
and antisympathetic properties. Its multi-mechanistic ac-
tion aligns more comprehensively with the perioperative
requirements of hypertensive patients, particularly under
conditions of autonomic hyperactivity.

Despite the promising findings, this study has several
limitations. First, as a single-center prospective observa-
tional study, it may be subject to selection bias, which lim-
its the generalizability of the results. Second, the relatively

DOI: https://doi.org/10.2298/SARH250926017S
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small sample size resulted in insufficient statistical power
for certain subgroup analyses (e.g., patients of differ-
ent age groups or varying durations of hypertension).
Furthermore, the study primarily focused on immediate
intraoperative hemodynamic changes and did not include
outcome measures such as postoperative complication
rates, patient satisfaction, or long-term prognosis. Future
multi-center, large-sample, randomized controlled trials
are warranted to further validate the safety and efficacy
of DEX in high-risk populations. Additionally, the lack
of plasma concentration monitoring of the drug and the
absence of more sensitive indicators such as HR variabil-
ity preclude a deeper understanding of its specific effects
on autonomic nervous function. Further investigation is
needed to elucidate these mechanisms.

CONCLUSION

As a multi-mechanistic and low-risk perioperative adjunct,
DEX represents a valuable intervention for maintaining
hemodynamic stability in patients with poorly controlled
hypertension during high-stress procedures such as tra-
cheal intubation, and its broader clinical application is
warranted.
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EdekTn gekcmegeTommuamHa Ha CTpeCHU OAroBOP TOKOM TpaxeanHe UHTybauuje y
OMNLITOj aHeCcTe3uju Koa 60necHMKa ca noLe peryincaHom XunepTeHsujom

Jyancun CyH, Yao Jin

Okpy»xHa 60HMLa TPAAMLIMOHaNHe KnHecke MeauumnHe ,CuHreer’, Onerbetbe 3a aHectesuonorujy, Jubux, CeuyaH, KnHa

CAXETAK

YBop/Lwmb Linms paga 6uo je ucnutrsake edekata fekcmepe-
TOMMANHA Ha XeMOANHAMUKY 1 CTPECHU OArOBOP TOKOM Tpa-
XearsiHe NHTy6aLmje NoA ONWTOM aHecTe3rjoM Kog 6onecHKa
Ca JioLle KOHTPONCAaHOM XVMEePTEH3jOM.

MeTtope OBo je NpocneKkTVBHA, paHAOMM30BaHa, KOHTPOCaHa
KNVHUYKa CTyAVja Koja je obyxBaTuna 43 6onecHvKa nopesbeHa
y ekcnepvmeHTanHy rpyny (n = 15) n KoHTponHy rpyny (n = 28).
EkcnepumeHTanHa rpyna je npumana MHTPaBeHCKY MHOY3ujy of
0,5 ug/kg nexcvmenetomuariHa npe HAyKLKje aHecTesuje, AOK
je KOHTpOMHa rpyna npumana UCTy 3anpemuHy ¢pr3noNoLIKor
pactBopa. CpyaHa GpeKBeHLMja 1 apTEPUJCKI KPBHU MPUTMCAK
3abenexeHu cy y BuLLe BPEMEHCKUX Tayaka HakoH MHAYKLje
1 MHTybaLmje, N n3padyHar je nponssog GpeKBeHLumje 1 Npu-
Tncka. CTaTucTuKa aHanmsa je ypaheHa Kopuwherbem t-Tecta
3a He3aBlICHe y30pke, MaH-ButHujesor U Tecta nnm x* TecTa.
Pesynrartu lNoka3aHo je fga je cpuaHa pekBeHUMja HAKOH
VHAYKUMje 61na 3HauajHO HIKa Y eKCrieprMeHTaHoj rpynm
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y O[HOCY Ha KOHTPOJHY (p < 0,001), 6e3 mehyrpynHe pasnuke
Y KpBHOM NpUTKCKY. HakoH npBor 1 Tpeher MuHyTa of UHTY-
6aLmje, youeHo je 3HauajHo noBehare cpuaHe dpeKkBeHLmje,
CUCTOSHOT, INjacTONHOT 1 CpeAHEr apTePUjCKOTr NPUTHCKA Y
KOHTPONHOj rpynu (p < 0,01), BOK eKcnepuMeHTanHa rpyna Huje
rokasana 3HayajHe npomeHe. CBI XeMOAMHAMCKM MapameTpu
HaKOH UHTY6aLuje 61 Cy 3HaUYajHO HUXKM Y eKCneprMeHTa-
Hoj rpynu (p < 0,001), 6e3 pa3nuke y BpeAHOCTMA NPOK3BOa
dpeKkBeHLMje 1 NpuTtrcka. Huje 6uno HexxerbeHyx gorahaja unm
030U/bHUX KOMMIKaLMja YHyTap cejaM AiaHa HakoH onepavyje
HW'Y jefiHOj rpynu.

3aksbyuak [lekcmegeToMuanH edUKacHO MHXMOMpPa ofroBop
CUMMATMYKe aKTMBaLMje 3a3BaH TPaxeasHOM UHTY6aLnjoM,
ofipXaBa XeMOANHAMCKY CTabUIHOCT U NOKa3yje NoBO/baH
6e36ejHOCHM Npodw.

KmbyuHe peun: fekcMeieTOMUAVH; X1nepTeH3uja; TpaxeanHa
UHTYbaLyja; XeMoguHaMyIKa
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