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‘transformed the landscape of sedation’ such that 
little other pharmacotherapy was needed in the 
management of mechanically ventilated patients 
(‘Precedex® has won overwhelming industry acclaim 
as the preferred agent for  ICU sedation’) 





2 Agonists

Clonidine

• Selectivity: 2:1 200:11

• t1/2  10 hrs1

• PO, patch, epidural2

• Antihypertensive1

• Analgesic adjunct1

• IV formulation not 
available in US

Dexmedetomidine

• Selectivity: 2:1 1620:13

• t1/2  2 hrs3

• Intravenous3

• Sedative-analgesic3

• Primary sedative

• Only IV 2 available for use 
in the US

1. Maze. White paper; 2000. 2. Khan et al. Anaesthesia. 1999;54:150. 3. Kamibayashi, Maze. 

Anesthesiology. 2000;93:1345-1349.



The claims

• Since it is a sedative and analgesic, think 
single agent!

• It doesn’t depress ventilation!

• You can be extubated before you are off 
dexmedetomidine!

• No more delirium!

• No withdrawal syndromes like opiates       
and bzds!
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Patel et al

• 29% of patients scored as delirious had delirium 
absent when reassessed after sedation hold (up to 2 
hrs)

• CAM-ICU 10.5 x more likely to dx delirium if done 
during sedation administration than after hold

• This rapidly reversible delirium showed reduced LOS, 
duration of MV, and improved survival as compared 
to persistent delirium
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The claims

• Since it is a sedative and analgesic, think 
single agent—rarely if ever

• It doesn’t depress ventilation—good news 
and bad news

• You can be extubated before you are off 
dexmedetomidine—but rarely needed

• No more delirium—probably no effect on       
the worrisome types of delirium!

• No withdrawal syndromes like opiates       
and bzds—just wait



Intervention 

(wake-up)

Control P 

N 68 60

MV 

duration, d

4.9 (2.5-8.6) 7.3 (3.4-

16.1)

0.004

ICU LOS, d 6.4 (3.9-

12.0)

9.9 (4.7-

17.9)

0.02

Hosp LOS, 

d

13.3 (7.3-

20.0)

16.9 (8.5-

26.6)

0.19



Days Mechanically Ventilated
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Kaplan-Meier Analysis of the Duration of Mechanical Ventilation.  After adjustment for 

baseline variables:  age, sex, weight, APACHE II score and type of respiratory failure, a 

Cox proportional-hazards analysis showed mechanical ventilation was discontinued more 

quickly in the STOP group compared to the control group (relative risk of extubation 1.88; 

95% confidence interval 1.30 to 2.73; p = 0.0009).



MV Duration--All Patients

Days Mechanically Ventilated
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P = 0.55



In the use of analgesics and 
sedatives in the ICU, methods of 

limiting/stopping/discontinuing all 
agents and proper selection of 

patients for each most often more 
important than selection of a 

particular class or agent


