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Abstract: Objective: To compare the effects of total intravenous anesthesia (TIVA) with midazolam, propofol or dex-
medetomidine on the cytokine production and pulmonary complications following esophagectomy. Methods: Forty-
five patients of ASA I~II grade scheduled for esophagus surgery were randomly divided into three groups with 15 
each: midazolam group (group Midaz), propofol group (group Pro) and dexmedetomidine group (group Dex). All 
patients received the same treatment perioperatively except for the sedative drugs. Venous blood samples were 
taken before anesthesia (T0), 2 h after skin incision (T1), and 24 h after surgery (T2) to determine serum tumor 
necrosis factor (TNF)-α, interleukin (IL)-6, IL-10 by ELISA. Arterial blood sample was extracted at the same time to 
analyze arterial body gas and calculate PaO2/FiO2 ratio. Results: There are no intergroup differences in demograph-
ics, operative, and postoperative pulmonary complications. The circulating TNF-α level in all groups was higher at 
T1 than those at T0, T2, with no significant intergroup differences. The circulating IL-6 and IL-10 showed similar 
trends, but at T2 the IL-6 value in Dex group was lower than the other two groups, while the IL-10 value was higher. 
The PaO2/FiO2 ratio in all groups decreased insignificantly at T1, T2 compared with that at T0, while the PaO2/FiO2 
ratio in Dex group was higher than those in the other two groups. Conclusion: Dexmedetomidine based TIVA was 
associated with significantly lower pro-inflammatory cytokine IL-6 and higher anti-inflammatory cytokine IL-10 levels 
than propofol or midazolam based TIVA, indicating that dexmedetomidine might produce a protective effect on 
postoperative pulmonary function.
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Introduction

Transthoracic esophagectomy, one of the stan-
dard treatments for esophageal cancer [1, 2], 
has been recognized as the most minimal inva-
sive gastrointestinal surgery. Respiratory com-
plications are the most frequent causes for 
morbidity and mortality following esophagecto-
my. Surgical stress induces the release of pro-
inflammatory cytokines, and overproduction 
results a systemic inflammatory response syn-
drome, which may lead to acute lung injury (ALI) 
or even the more severe acute respiratory dis-
tress syndrome (ARDS). Cytokines play a criti-
cal role as signaling molecules that initiate, 
amplify, and perpetuate inflammatory respons-
es on a local and systemic basis. Previous stud-
ies have revealed that elevated plasma cyto-

kine levels correlate with postoperative morbid-
ity and mortality rates [3, 4]. Tsujimoto and his 
colleagues propose that the elevation of pleural 
IL-6 levels immediately after surgery and on 
postoperative day 1 may predict the incidence 
of pneumonia following esophagectomy [5]. 
Moreover, Xavier et al. reported that plasma 
levels of IL-6, IL-10 and TNF-α after esophagec-
tomy were much higher in patients who experi-
enced pulmonary complications than those 
who did not, thus high plasmatic cytokine levels 
predicts the onset of these complications [6]. 

Many studies have demonstrated that sedative 
agents may potently suppress the surgical 
stress-induced inflammatory perturbation [7-9]. 
The modulatory effect of sedatives may be clini-
cally important if they attenuate the early pro-
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inflammatory or stimulate the anti-inflammato-
ry responses associated with ALI and ARDS. 
However, the impact of administration of mid-
azolam, propofol and dexmedetomidine during 
surgery procedure on cytokine production and 
postoperative complications remains unclear. 
Therefore, the present study was designed pro-
spectively to investigate the differences among 
the three sedative drugs during transthoracic 
esophagectomy by measuring concomitant lev-
els of IL-6, IL-10 and TNF-α production, and the 
prognosis.

Materials and methods

The study protocol was approved by the hospi-
tal ethics committee and written informed con-
sent was obtained from each of the partici-
pants. Forty-five patients, 53-77 years of age, 
ASA physical status of I~II, scheduled for trans-
thoracic esophagectomy under TIVA were aver-
agely divided into three groups by a computer-
generated randomization scheme: midazolam 
group (group Midaz), propofol group (group Pro) 
and dexmedetomidine group (group Dex). 
Patients with neurologic or psychiatric disor-
ders, cardiac disease classified as NYHA class-
es II-IV, liver or renal dysfunction, hemostatic 
disorders, immunodeficiency syndromes, or 
perioperative use of immunosuppressive medi-
cation were excluded. Preoperative routine pul-
monary function tests were performed and 
patients with severe pulmonary dysfunction 
were also excluded. Subjects were removed if 
they exhibited systemic or local active infec-
tions (elevated C-reactive protein (CRP) levels, 
leukocytosis or body temperature of >38°C).

Intramuscular atropine 0.5 mg was pre-medi-
cated 30 minutes before surgery. Every patient 
received noninvasive blood pressure monitor-
ing, electrocardiography using lead II and pulse 
oximetry monitor on arriving in the operating 
room. A central venous catheter was placed for 
fluid administration, and a radial arterial can-
nula was placed for continuous arterial blood 
pressure monitoring and blood gas analysis. 
Bispectral index (BIS) electrodes were used to 
monitor the anesthesia depth. In the Midaz 
group, anesthesia induction was performed 
through the intravenous injection of midazolam 
(0.3 mg/kg), fentanyl (5 μg/kg) and vecuroni-
um bromide (0.15 mg/kg), and maintained by 
intravenous infusion of midazolam (0.5-1.5 μg/

kg/min) and fentanyl (0.05 μg/kg/min). In the 
Pro group, anesthesia was induced by intrave-
nous injection of propofol (2 mg/kg), fentanyl 
(5 µg/kg) and vecuronium bromide (0.15 mg/
kg), then maintained by intravenous infusion of 
propofol (100~200 µg/kg/min) and fentanyl 
(0.05 µg/kg/min). In the Dex group, anesthesia 
was induced by intravenous injection of dexme-
detomidine (1 µg/kg), fentanyl (5 µg/kg) and 
vecuronium bromide (0.15 mg/kg), and main-
tained by intravenous infusion of dexmedetomi-
dine (0.04~0.08 µg/kg/min) and fentanyl (0.05 
µg/kg/min). All patients underwent tracheal 
intubation and mechanical ventilation with 
100% oxygen, VT 8-10 mL/kg, frequency 
10-14/min, with an end-tidal CO2 of 30-40 
mmHg during surgery procedure in the three 
groups. Operation would not start until the BIS 
value achieved at 50, keeping BIS value 50±5 
intraoperatively by adjusting the dose of anes-
thetics agents. Intra-operative mean arterial 
pressure was maintained within 20% of base-
line and hypotension or hypertension lasting >5 
min was treated with bolus injection of phenyl-
ephrine (20 µg/mL) or nicardipine (500 µg/mL), 
respectively.

After the operation, all of the patients were 
transferred to the intensive care unit ICU or the 
post anesthesia care unit PACU overnight. 
Special group physicians were in charge of 
postoperative treatment. The parameters of 
the postoperative period include length of stay 
at the PACU/ICU, the duration of supported ven-
tilation and the total length of stay in hospital 
were collected and analyzed. 

Postoperative pulmonary complications were 
defined as dysfunction or identifiable diseases 
of the respiratory system that were clinically rel-
evant and affected the clinical course and that 
occurred within the hospital stay. The diagnosis 
of postoperative pulmonary complications was 
based on the clinical manifestations, radiologi-
cal examination and laboratory tests. Postope- 
rative pulmonary complications included pneu-
monia, atelectasis, pleural effusions, pulmo-
nary embolism, pulmonary edema, pneumotho-
rax, ALI and ARDS. Additional, prolonged me- 
chanical ventilation (more than 15 h postopera-
tively) and re-intubation were also defined as 
postoperative pulmonary complications exclud-
ing other indications (e.g. need for redo 
surgery).
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Peripheral venous blood were collected before 
the administration of anesthetics (T0), 2 h after 
skin incision (T1), and 24 h after surgery (T2), 
then centrifuged at 1,000 g for 15 minutes and 
the serum samples were stored at -80°C until 
analysis. The cytokine (TNF-α, IL-6, IL-10) con-
centrations were measured by using the com-
mercially available ELISA kits (Jiancheng 
Bioengineering Research Institute, Nanjing, 
China) according to the manufacturer’s proto-
col. Arterial blood sample was extracted at the 
same three time points to analyze blood gas by 
using a GEM Premier 3000 (Instrumentation 
Laboratory, Lexington, MA), then calculate 
PaO2/FiO2 ratio (Figure 1). 

Statistical analysis 

Data were analyzed using the SPSS 12.0 pack-
age (SPSS Inc., Chicago, IL, USA). Results were 
expressed as the mean ± standard deviation or 
median (range) for continuous variables and as 
percentage for categorical variables. Chi-squ- 

postoperative pulmonary complications, mor-
tality, length of stay at the PACU/ICU, the dura-
tion of supported ventilation and total length of 
stay in hospital (Table 2).

Serum cytokine level

The circulating TNF-α at T1 was significantly 
increased compared with at T0 (p<0.05), and 
decreased thereafter at T2. However, we 
observed no significant differences at the three 
time-points (Figure 2A).

The circulating IL-6 was significantly ascending 
with the time. The IL-6 value at T2 in all groups 
was significantly higher than that at T1, while T1 
higher than T0 (p<0.05). There were no signifi-
cant intergroup differences at T0, T1, but the 
IL-6 value in D group was lower than that in the 
other two groups at T2 (p<0.05) (Figure 2B).

The circulating IL-10 showed similar trends as 
IL-6. The IL-10 value at T2 in all groups was sig-
nificantly higher than that at T1, while T1 higher 

Figure 1. Schematic Chart.

are and Mann-Whitney U tests 
were performed for categori-
cal and continuous variable 
analyses. Differences betwe- 
en groups in different period 
were assessed using one way 
ANOVA. A two tailed P<0.05 
was considered statistical 
significantly.

Results

Demographic and clinic data

The demographic and opera-
tive data are presenting in 
Table 1. There was no differ-
ences in age, gender, body 
mass index, smoking, preop-
erative co-morbidities, local-
ization of the main tumor, 
stage of disease, preoperative 
pulmonary function, operation 
time, blood loss, fentanyl con-
sumption, fluid administra-
tion, and blood transfusion 
(Supplementary Data).

Likewise, we observed no sig-
nificant difference among the 
three groups in relation to 
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than T0 (p<0.05). We also observed no signifi-
cant intergroup differences at T0, T1, but the 
IL-10 value in D group was higher than that in 
the other two groups at T2 (Figure 2C).

Oxygenation index

The PaO2/FiO2 ratio decreased insignificantly at 
T1, T2. However, we found that the PaO2/FiO2 

Table 1. Demographic and operative data of patients
Characteristics Group Midaz Group Pro Group Dex χ2/F P
N 15 15 15
Gender (male/female) 12 (80%)/3 (20%) 11 (73.3%)/4 (26.7%) 12 (80%)/3 (20%) 0.25 0.87
Age (years) 63±5.2 65±6.3 66±5.9 1.03 0.36
Body mass index (kg/m2) 24.1±1.0 24.2±1.2 24.3±0.9 0.13 0.87
Smoking (+/-) 8 (53.3%)/7 (46.7%) 9 (60%)/6 (40%) 10 (66.7%)/5 (33.3%) 0.55 0.75
Hypertension 4 (26.7%) 4 (26.7%) 5 (33.3%) 0.51 0.77
Diabetes mellitus 2 (13.3%) 1 (6.7%) 1 (6.7%) 1.67 0.44
Hyperlipidaemia 3 (20%) 2 (13.3%) 4 (26.7%) 0.83 0.65
Tumor stage 
    I 2 (13.3%) 1 (6.7%) 2 (13.3%) 3.05 0.80
    II 8 (53.3%) 9 (60%) 7 (46.7%)
    III 5 (33.3%) 4 (26.7%) 6 (40%)
    IV 0 1 (6.7%) 0
Vital capacity (mL) 367.4±45.3 355.1±48.8 386.3±42.4 1.70 0.18
Forced expiratory volume in 1 sec (mL) 253.2±32.7 248.7±35.5 274.2±41.1 2.07 0.13
Squamous cell carcinoma 6 (40%) 4 (26.7%) 7 (46.7%) 2.22 0.32
Adenocarcinoma 9 (60%) 11 (73.3%) 8 (53.3%)
Localization of the main tumor
    Mid esophagus (22-32 cm) 3 (20%) 2 (13.3%) 4 (26.7%) 0.08 0.65
    Lower esophagus (33-39 cm) 9 (60%) 9 (60%) 8 (53.3%)
Cardia ventriculi 3 (20%) 4 (26.7%) 3 (20%) 0.25 0.87
Operation time (min) 173±25 162±28 166±28 0.63 0.53
Blood loss (mL) 549±145 591±182 586±166 0.28 0.74
Fentanyl consumption (mg) 0.63±0.08 0.63±0.09 0.64±0.05 0.08 0.91
Fluid administration (mL) 1,387±187 1,417±226 1,437±193 0.23 0.79
Blood transfusion (mL) 253±252 250±203 270±210 0.03 0.96

Table 2. Postoperative data of patients
Characteristics Group Midaz Group Pro Group Dex χ2/F P
Pneumonia 5 (33.3%) 6 (40%) 5 (33.3%) 0.19 0.91
Atelectasis 2 (13.3%) 2 (13.3%) 1 (6.7%) 0.45 0.79
Pleural effusions 2 (13.3%) 4 (26.7%) 3 (20%) 0.83 0.65
Pulmonary embolism 0 0 0 NA NA
Pulmonary oedema 4 (26.7%) 3 (20%) 3 (20%) 0.25 0.87
Pneumothorax 1 (6.7%) 0 0 2.04 0.35
Acute lung injury (ali) 3 (20%) 2 (13.3%) 1 (6.7%) 1.15 0.56
Acute respiratory distress syndrome (ards) 0 1 (6.7%) 0 2.04 0.35
Prolonged mechanical ventilation 3 (20%) 3 (20%) 2 (13.3%) 0.30 0.85
Reintubation 1 (6.7%) 1 (6.7%) 0 1.04 0.59
Mortality 0 1 (6.7%) 0 2.04 0.35
Length of stay at the pacu/icu (d) 2.9±2.3 3.8±3.4 2.6±2.5 0.75 0.47
Duration of supported ventilation (h) 35.8±68.4 48.4±84.3 35.9±65.3 0.14 0.86
Total length of stay in hospital (d) 21.3±3.4 21.9±5.1 20.5±3.7 0.43 0.65
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ratio in D group was higher than that in the 
other two groups at T1, T2 (Figure 2D).

Discussion

Pro-inflammatory cytokine and anti-inflamma-
tory cytokine, maintaining a certain balance in 
healthy population, and the major surgery, in 
particular esophagectomy, induced traumatic 
inflammation could aggravate their imbalance 
and disorder. The body attempts to reestablish 
homeostasis. However, cytokine is overproduc-
tion, resulting in an exaggerated systemic 
response (clinically known as SIRS) and can 
subsequently develop into multiple organ dys-
function syndromes (MODS). In our study, we 
analyzed the serum cytokines levels of circulat-
ing TNF-α, IL-6, and IL-10 at different time 
points in patients who underwent transthoracic 
esophagectomy with different sedative drugs, 
and assessed the impact on postoperative pul-
monary complications. 

TNF-α and IL-6, function as pro-inflammatory 
molecules, were involved in the early phase of 
inflammatory response. There was strong evi-
dence that TNF-α and IL6 were useful circulat-

ing markers of the severity of the inflammatory 
response and the prognosis of patients at the 
onset of lung injury [10, 11]. Various literatures 
concerning effects of intravenous anesthetics 
on TNF-α and IL6 production had been pub-
lished. In vitro, midazolam and propofol both 
increased TNF-α and IL-6 production from 
human monocytes [12], while dexmedetomi-
dine suppressed TNF-α and IL-6 production in 
human whole blood [13]. In ICU sedation, pro-
pofol caused a significant increase in cytokine 
IL-6 and TNF-α serum concentrations in criti-
cally ill patients, whereas midazolam caused 
their significant decrease [9, 14]. In another 
pilot study on the effects of propofol and dex-
medetomidine on inflammatory responses, de- 
xmedetomidine infusion decreased TNF-α, IL-1, 
and IL-6 levels and IAP more than propofol infu-
sion [9]. Furthermore, several studies reported 
that dexmedetomidine had similar effect on 
IL-6 production compared with propofol during 
ICU 8 h postoperative sedation [15, 16]. In our 
study, we found that TNF-α and IL-6 levels 
increased due to surgery stimulation, and insig-
nificant differ among three groups except for 
lower IL-6 concentration in Dex group at post-

Figure 2. Comparison of TNF-α, IL-6, IL-10 and PaO2/FiO2 in different time point during esophagectomy. A. The cir-
culating TNF-α levels of 3 groups at T0, T1 and T2. B. The circulating IL-6 levels of 3 groups at T0, T1 and T2. C. The 
circulating IL-10 levels of 3 groups at T0, T1 and T2. D. The PaO2/FiO2 ratio of 3 groups at T0, T1 and T2.
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operative 24 h. Our results differ from previous 
studies, for our study was designed in periop-
eration not during postoperative sedation. 
Surgical injury induces a systemic endocrine-
metabolic response, leading to activation of 
monocytes and endothelial cells, characterized 
with the release of TNF-α and IL-6. Dexmed- 
etomidine had been reported superior stress-
inhabiting ability to propofol [17], then probably 
explains the lower TNF-α and IL-6 levels at post-
operative 24 h.

IL-10 is an anti-inflammatory cytokine that has 
immune-regulating function in cellular immuni-
ty, which can inhibit monocytes from secreting 
pro-inflammatory cytokines such as TNF-α, IL-1, 
IL-6 and IL-8, and reduce major histocompati-
bility complex II (MHCII) on antigen-presenting 
cells. Evidence suggested that the anti-inflam-
matory response with the production of IL-10 is 
an important factor for reducing the complica-
tions of major abdominal surgery [18]. In vitro, 
propofol appeared to inhibit IL-10 production 
while midazolam do not alter IL-10 concentra-
tion in LPS-stimulated PBMCs [19]. A meta-
analysis demonstrated that dexmedetomidine 
treatment increases significantly IL-10 levels a 
day after surgery [20]. Similarly, the present 
study results revealed that dexmedetomidine 
increase the level of IL-10 more significantly 
than propofol and midazolam at postoperative 
24 h, indicating dexmedetomidine had a supe-
rior anti-inflammatory effect.

However, in our study, we did not find significant 
differences in postoperative pulmonary compli-
cations, length of hospital stay and mortality 
among three groups. We speculated that it 
might be attributed to our insufficient sample 
size. On the other hand, PaO2/FiO2 ratio was 
significant higher in Dex group than in Midaz 
and Pro group. PaO2/FiO2 ratio, easy to calcu-
late, was widely used as an indicator of oxygen-
ation status. An intraoperative PaO2/FiO2 ratio 
<300, which reflect mild hypoxemia, is corre-
lated with increased incidences of postopera-
tive pulmonary complications [21, 22]. Our 
results suggest that dexmedetomidine might 
produce protective effect on pulmonary 
function.

In conclusion, our study showed that dexme-
detomidine based TIVA was associated with 
significantly lower pro-inflammatory cytokine 
IL-6 and higher anti-inflammatory cytokine IL-10 

levels than propofol or midazolam based TIVA, 
indicating that dexmedetomidine might pro-
duce protective effects on pulmonary function 
despite comparable postoperative respiratory 
complications, length of hospital stay of all 
three groups. More prospective researches 
with larger sample size were needed to confirm 
our conclusion.

Acknowledgements

The authors alone are responsible for the con-
tent and writing of the paper. It is approved by 
Institutional Review Board (IRB) of the Affiliated 
Yixing Hospital of Jiangsu University. This work 
was supported by Fund of Six Best Talent of 
Jiangsu, 2016 (WSW-113) and Fund of Science 
and Technology of Wuxi (CSE31N1522).

Disclosure of conflict of interest

None.

Address correspondence to: Shengnan Li, Depart- 
ment of Pharmacology, Jiangsu Provincial Lab of 
Cardiovascular Diseases and Molecular Intervention, 
Nanjing Medical University, Nanjing 210029, China. 
E-mail: 2806716433@qq.com; Shitong Li, Depart- 
ment of Anesthesiology, Shanghai First People’s 
Hospital, Shanghai, China. Tel: 86-21-63240090-
3023; Fax: 86-21-63240090-3021; E-mail: braves-
pirit.li@qq.com

References

[1]	 El Nakadi I, Van Laethem JL, Houben JJ, Gay F, 
Closset J, Van Houtte P, Danhier S, Limbosch 
JM, Lambilliotte JP and Gelin M. Squamous 
cell carcinoma of the esophagus: multimodal 
therapy in locally advanced disease. World J 
Surg 2002; 26: 72-78.

[2]	 Kitagawa Y. Therapeutic strategies for ad-
vanced respectable esophageal cancer. Nihon 
Geka Gakkai Zasshi 2008; 109: 333-337.

[3]	 Damas P, Ledoux D, Nys M, Vrindts Y, De 
Groote D, Franchimont P and Lamy M. Cyto-
kine serum level during severe sepsis in hu-
man IL-6 as a marker of severity. Ann Surg 
1992; 215: 356-362.

[4]	 Frick VO, Justinger C, Rubie C, Graeber S, Schil-
ling MK and Lindemann W. Thoracotomy pro-
cedures effect cytokine levels after thoracoab-
dominal esophagectomy. Oncol Rep 2012; 27: 
258-264.

[5]	 Tsujimoto H, Takahata R, Nomura S, Kumano I, 
Matsumoto Y, Yoshida K, Hiraki S, Aosasa S, 
Ono S, Yamamoto J and Hase K. Predictive 

mailto:bravespirit.li@qq.com
mailto:bravespirit.li@qq.com


Dex decreases IL-6 and promotes IL-10

15761	 Int J Clin Exp Med 2017;10(11):15755-15761

value of pleural and serum interleukin-6 levels 
for pneumonia and hypo-oxygenations after 
esophagectomy. J Surg Res 2013; 182: e61-
67.

[6]	 D’Journo XB, Michelet P, Marin V, Diesnis I, 
Blayac D, Doddoli C, Bongrand P and Thomas 
PA. An early inflammatory response to oesoph-
agectomy predicts the occurrence of pulmo-
nary complications. Eur J Cardiothorac Surg 
2010; 37: 1144-1151.

[7]	 Wakabayashi S, Yamaguchi K, Kumakura S, 
Murakami T, Someya A, Kajiyama Y, Nagaoka I 
and Inada E. Effects of anesthesia with sevo-
flurane and propofol on the cytokine/chemo-
kine production at the airway epithelium dur-
ing esophagectomy. Int J Mol Med 2014; 34: 
137-144.

[8]	 Kang SH, Kim YS, Hong TH, Chae MS, Cho ML, 
Her YM and Lee J. Effects of dexmedetomidine 
on inflammatory responses in patients under-
going laparoscopic cholecystectomy. Acta An-
aesthesiol Scand 2013; 57: 480-487.

[9]	 Xia WF, Liu Y, Zhou QS, Tang QZ and Zou HD. 
Comparison of the effects of propofol and mid-
azolam on inflammation and oxidase stress in 
children with congenital heart disease under-
going cardiac surgery. Yonsei Med J 2011; 52: 
326-332.

[10]	 Morita M, Yoshida R, Ikeda K, Egashira A, Oki 
E, Sadanaga N, Kakeji Y, Ichiki Y, Sugio K, Yasu-
moto K and Maehara Y. Acute lung injury fol-
lowing an esophagectomy for esophageal can-
cer, with special reference to the clinical 
factors and cytokine levels of peripheral blood 
and pleural drainage fluid. Dis Esophagus 
2008; 21: 30-36.

[11]	 Katsuta T, Saito T, Shigemitsu Y, Kinoshita T, 
Shiraishi N and Kitano S. Relation between tu-
mour necrosis factor alpha and interleukin 
1beta producing capacity of peripheral mono-
cytes and pulmonary complications following 
oesophagectomy. Br J Surg 1998; 85: 548-
553.

[12]	 Rossano F, Tufano R, Cipollaro de L’Ero G, Ser-
villo G, Baroni A and Tufano MA. Anesthetic 
agents induce human mononuclear leucocytes 
to release cytokines. Immunopharmacol Im-
munotoxicol 1992; 14: 439-450.

[13]	 Kawasaki T, Kawasaki C, Ueki M, Hamada K, 
Habe K and Sata T. Dexmedetomidine sup-
presses proinflammatory mediator production 
in human whole blood in vitro. J Trauma Acute 
Care Surg 2013; 74: 1370-1375.

[14]	 Helmy SA and Al-Attiyah RJ. The immunomodu-
latory effects of prolonged intravenous infu-
sion of propofol versus midazolam in critically 
ill surgical patients. Anaesthesia 2001; 56: 
4-8.

[15]	 Venn RM, Bryant A, Hall GM and Grounds RM. 
Effects of dexmedetomidine on adrenocortical 
function, and the cardiovascular, endocrine 
and inflammatory responses in post-operative 
patients needing sedation in the intensive care 
unit. Br J Anaesth 2001; 86: 650-656.

[16]	 Elbaradie S, El Mahalawy FH and Solyman AH. 
Dexmedetomidine vs. propofol for short-term 
sedation of postoperative mechanically venti-
lated patients. J Egypt Natl Canc Inst 2004; 
16: 153-158.

[17]	 Jiang W, Han C, Jiang W, Ding W, Gu D, Tan Y, 
Ma T and Ge Z. A comparion of the effects of 
dexmedetomedine and propofol on stress re-
sponse in patients undergoing open esopha-
gectomy under total intravenous anesthesia: a 
randomized controlled trail. Int J Clin Exp Med 
2016; 9: 6545-6550.

[18]	 Dimopoulou I, Armaganidis A, Douka E, Mav-
rou I, Augustatou C, Kopterides P, Lyberopou-
los P, Tzanela M, Orfanos SE, Pelekanou E, 
Kostopanagiotou G, Macheras A and Giamarel-
los-Bourboulis EJ. Tumour necrosis factor-al-
pha (TNFalpha) and interleukin-10 are crucial 
mediators in post-operative systemic inflam-
matory response and determine the occur-
rence of complications after major abdominal 
surgery. Cytokine 2007; 37: 55-61.

[19]	 Takaono M, Yogosawa T, Okawa-Takatsuji M 
and Aotsuka S. Effects of intravenous anes-
thetics on interleukin (IL)-6 and IL-10 produc-
tion by lipopolysaccharide-stimulated mono-
nuclear cells from healthy volunteers. Acta 
Anaesthesiol Scand 2002; 46: 176-179.

[20]	 Li B, Li Y, Tian S, Wang H, Wu H, Zhang A and 
Gao C. Anti-inflammatory effects of periopera-
tive dexmedetomidine administered as an ad-
junct to general anesthesia: a meta-analysis. 
Sci Rep 2015; 5: 12342.

[21]	 Loeffelbein DJ, Julinek A, Wolff KD, Kochs E, 
Haller B and Haseneder R. Perioperative risk 
factors for postoperative pulmonary complica-
tions after major oral and maxillofacial surgery 
with microvascular reconstruction: a retro-
spective analysis of 648 cases. J Craniomaxil-
lofac Surg 2016; 44: 952-957.

[22]	 ARDS Definition Task Force, Ranieri VM, Ru-
benfeld GD, Thompson BT, Ferguson ND, 
Caldwell E, Fan E, Camporota L and Slutsky AS. 
Acute respiratory distress syndrome: the berlin 
definition. JAMA 2012; 307: 2526-2533.


