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Abstract
Background: Post-operative acute kidney injury (AKI) is one of the most common and serious complications after major surgery
and is significantly associated with increased risks of morbidity and mortality. This meta-analysis was conducted to evaluate the
effects of perioperative dexmedetomidine (Dex) administration on the occurrence of AKI and the outcomes of recovery after non-
cardiac surgery.
Methods: The PubMed, Embase, Web of Science, and Cochrane Library databases were systematically searched for studies
comparing the effects of Dex vs. placebo on kidney function after non-cardiac surgery, and a pooled fixed-effect meta-analysis of
the included studies was performed. The primary outcome was the occurence of post-operative AKI. The secondary outcomes
included the occurence of intra-operative hypotension and bradycardia, intensive care unit (ICU) admission, duration of ICU stay,
and hospital length of stay (LOS).
Results: Six studies, including four randomized controlled trials (RCTs) and two observational studies, with a total of 2586
patients were selected. Compared with placebo, Dex administration could not reduce the odds of post-operative AKI (odds ratio
[OR], 0.44; 95% confidence interval (CI), 0.18–1.06; P= 0.07; I2= 0.00%, P= 0.72) in RCTs, but it showed a significant
renoprotective effect (OR, 0.67; 95% CI, 0.48–0.95; P= 0.02; I2= 0.00%, P= 0.36) in observational studies. Besides, Dex
administration significantly increased the odds of intra-operative bradycardia and shortened the duration of ICU stay. However,
there was no significant difference in the odds of intra-operative hypotension, ICU admission, and hospital LOS.
Conclusions: This meta-analysis suggests that perioperative Dex administration does not reduce the risk of AKI after non-cardiac
surgery. However, the quality of evidence for this result is low due to imprecision and inconsistent types of non-cardiac operations.
Thus, large and high-quality RCTs are needed to verify the real effects of perioperative Dex administration on the occurrence of
AKI and the outcomes of recovery after non-cardiac surgery.
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Introduction

Acute kidney injury (AKI) is a common and serious
complication after major non-cardiac surgery, which is
associated with increased renal replacement therapy (RRT)
requirements, extended hospital length of stay (LOS),
increased medical expenses, and raised in-hospital morbid-
ity and mortality.[1,2] It has been reported that AKI occurs
in20%to70%ofpatients receiving cardiac surgery[3,4] and
6.1% to 22.4% of patients receiving major non-cardiac
surgery.[5] Furthermore, age, comorbidities, pre-existing
renal dysfunction, and types of surgery are known
important risk factors for the occurrence of post-operative
AKI.[6] It is generally believed that underlying mechanisms
of post-operative AKI are multifactorial and are possibly
related to sympathetic nervous system activation, oxidative
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stress, inflammatory responses, and the occurrence of
ischemia/reperfusion injury (IRI).[7] Numerous periopera-
tive interventions, such as remote ischemic precondition-
ing,[8,9] pharmacological treatments,[10] optimized fluid
therapy, and renal perfusion,[11] have been attempted to
prevent or decrease the occurrence of post-operative AKI,
but their clinical effects remain controversial. Along with
the increasing high risk of the surgical population, such as
advanced age, diabetes mellitus (DM), and pre-existing
renal damage, post-operative AKI has become one of the
main problems endangering perioperative safety of surgical
patients. Thus, in 2019, a jointmeeting of theAcuteDisease
Quality Initiative (ADQI-24)and thePeriOperativeQuality
Initiative (POQI-7) was convened to address AKI after
major non-cardiac surgery. In 2021, the Expert Committee
published a consensus that was achieved in this meeting,
that is, the joint consensus report of post-operative AKI in
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adult non-cardiac surgery. In this consensus report, the
graded recommendations forAKI after non-cardiac surgery
are provided and the priorities for future research are
highlighted.[12]

Dexmedetomidine (Dex), a highly selective a2-adrenergic
agonist with sedation, analgesia, and anti-inflammation
effects, has beenwidely used for surgical and intensive care
unit (ICU) patients.[13] A number of basic studies have
indicated the advantage of Dex in alleviating renal damage
by inhibiting apoptosis and inflammation,[14] activating
cell survival signaling phosphatidylinositol 3-kinase, and
inhibiting the toll-like receptor 4 signaling pathway.[15]

Furthermore, many studies have shown the potential
benefits of Dex for cardiac surgery-associated AKI. In a
recent meta-analysis including ten randomized controlled
trials (RCTs) with 1575 patients, perioperative Dex
administration significantly reduced the incidence of
post-operative AKI in adult patients undergoing cardiac
surgery.[16] However, a few studies have assessed the
effects of perioperative Dex administration on the
occurrence of AKI after non-cardiac surgery and incon-
sistent results have been achieved.[17-19] Thus, it remains
unclear whether perioperative Dex administration can
reduce the risk of post-operative AKI in patients
undergoing non-cardiac surgery. To resolve this issue,
this meta-analysis was designed to systematically evaluate
the effects of perioperative Dex administration on the
occurrence of AKI and the outcomes of recovery after non-
cardiac surgery.
Methods

Data source and search strategy

There was no registered protocol for this meta-analysis. A
comprehensive review of the published literature was
conducted and reported according to the Preferred
Reporting Items for Systematic Reviews and Meta-
Analyses.[20] We performed a systematic search in the
PubMed, Embase, Web of Science, and Cochrane library
databases for the evidence of perioperative Dex adminis-
tration to reduce the risk of AKI after non-cardiac surgery
using theMeSH terms “dexmedetomidine,” “acute kidney
injury”, and corresponding entry terms published from the
inception to May 2022 [Supplementary material 1, http://
links.lww.com/CM9/B236]. The language of articles was
restricted to English.
Literature review and inclusion criteria

Two independent investigators (Bin Hu and Tian Tian)
screened the results of literature search to identify and
determine the relevant studies. The eligibility criteria were
as follows: (1) the study design was either RCTs or
observational studies; (2) the patients underwent non-
cardiac surgery; (3) the perioperative interventions
consisted of Dex and were compared with placebo; (4)
the outcome included the incidence of post-operative AKI,
which was defined by Kidney Disease: Improving Global
Outcome (KDIGO), Acute Kidney Injury Network
(AKIN), or other internationally recognized criteria.
The exclusion criteria were as follows: (1) the incidence
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of AKI in the control group was not reported; (2) basic
experimental study; (3) non-English report.
Data extraction

For studies that met the selection criteria, two review
authors (BinHuandTianTian) independently extracted the
following data: first author, publication year, country, age,
gender composition, study design, incidence of AKI, Dex
dose and usage, clinical endpoints, and AKI definition.
Anydiscrepancyat this stepwas resolvedby re-examination
of the data and a consensus with the other review authors.
Post-operative outcomes

The primary outcome was the occurence of post-operative
AKI, definedby theKDIGO,AKIN,orother internationally
recognized criteria. Secondary outcomes included the
occurence of intra-operative hypotension and bradycardia,
ICU admission, duration of ICU stay, and hospital LOS.
Quality assessment

Using the Cochrane risk of bias tool,[21] each RCT was
evaluated in several domains, including selection bias
(random sequence generation and allocation conceal-
ment), performance and detection bias (blinding of
participants, personnel, and outcome assessment), attri-
tion bias (incomplete outcome data), reporting bias
(selective reporting), and any other bias. The quality of
observational study was assessed using the Risk Of Bias In
Non-randomized Studies (ROBINS-I) tool,[22] which
evaluated the possibility of bias due to confounding,
selection, classification, deviation from intended interven-
tion, missing data, measurement, and reporting of the
outcomes. Any potential disagreement was resolved
through consensus of all authors.
Subgroup analysis

Onereviewauthor furtherevaluated thepotential sourcesof
heterogeneity of the primary outcome for RCTs using
subgroup analysis. The results were checked by other two
authors. In the subgroupanalysis, the primaryoutcomewas
stratified by country (China vs. Korea), AKI definitions
(KDIGOvs.other), proportionofmales (≥50%vs.<50%),
proportion of patients with DM (≥ 10% vs.<10%), and
endoscopy surgery (Yes vs. No).
Statistical analysis

For dichotomous outcomes, the odds ratio (OR) with
95% confidence interval (CI) was calculated. For
continuous outcomes reported as mean± standard devia-
tion, median and interquartile range (IQR), or median and
range, mean differences for each study were calculated
according to the statistical method proposed by Wan
et al[23] and the weight (the inverse variance of the
estimate) was used to pool the estimate (weighted mean
difference, WMD) with 95% CI. A fixed-effect model was
used to pool all the data. Heterogeneity was evaluated
using the I2 statistic, and the percentage of I2 indicated the
degree of heterogeneity. I2 percentages of 25%, 50%, and
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75% indicated low, medium, and high heterogeneity,[24]

respectively, and P< 0.1 indicated significant heterogene-
ity. Publication bias was assessed by the Begg’s test and
Egger’s test. Statistical analyses were performed with the
Review Manager software version 5.3 (Nordic Cochrane
Center, The Cochrane Collaboration, 2012, Copenhagen,
Denmark) and STATA version 17.0 (STATA Corpora-
tion, College Station, TX, USA). GraphPad Prism for
Windows (Version 9, GraphPad Software Inc., San Diego,
CA, USA) was used for production of figures. A P value
less than 0.05 was considered statistically significant.
Results

Study selection

Our initial search identified 562 records. After 177
duplicate reports were excluded, a total of 385 reports
underwent title and abstract screening. This resulted in
further exclusion of 376 reports, including 175 irrelevant
studies; 80 pre-clinical studies; 68 reviews, meta-analysis,
and letters;42cardiacsurgeries;1protocoland1conference
abstract; and 9 register records without published results.
The remaining 9 reports were retrieved for evaluation of
detailed full text. As a result, three articles were further
excluded because two articles did not report AKI and one
article did not include placebo. Eventually, six literatures
containing four RCTs and two retrospective cohort studies
met our selection criteria and were included in the
quantitative synthesis. Of the six included studies, four
RCTs were carried out in patients undergoing the
Figure 1: A flow chart of the included and excluded studies for the meta-analysis. AKI: Acu

2800
percutaneous nephrolithotomy lithotripsy,[17] cytoreduc-
tive surgery and hyperthermic intra-peritoneal chemother-
apy,[25] laparoscopic radical prostatectomy,[26] and
laparoscopic colorectal cancer,[18] respectively. One retro-
spective cohort study was performed in patients who
underwent lung cancer surgery[27] and the other study was
performed in patients who underwent major joint replace-
ment.[19] A flow diagram of the included and excluded
studies for themeta-analysis is presented inFigure 1. For the
Dex intervention regimen, all four RCTs included a loading
dose and a subsequent continuous infusiondose, that is, 1.0
mg/kgofDexwas intravenouslyadministeredbeforeorafter
anesthesia induction and was followed by continuous
infusionata rateof0.5mg·kg�1·h�1during theoperation. In
the two retrospective cohort studies, Dexwas continuously
infused at a rate of 0.2 to 0.7 mg·kg�1·h�1 in one study[27]

and was intravenously administered with a loading dose of
0.5 to 1.0 mg/kg within 10 to 15 min or intra-operative
continuous infusion was performed at a rate of 0.2 to 0.7
mg·kg�1·h�1 in another study.[18] The main characteristics
and demographics of the subjects of the included studies are
presented in Table 1.
Meta-analysis of outcomes

Six included studies comprised 2586 participants for
comparisons. The meta-analysis showed that peri-opera-
tive Dex administration could not reduce the odds of AKI
(8/186 vs. 17/187; OR, 0.44; 95%CI, 0.18–1.06;
P= 0.07; I2= 0.00%, P= 0.72) in RCTs [Supplementary
Figure 1, http://links.lww.com/CM9/B233], but it was
te kidney injury; RCTs: Randomized controlled trails; RC: Retrospective cohort.
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associated with decreased odds of AKI [54/761 vs. 138/
1452; OR, 0.67; 95%CI, 0.48–0.95; P= 0.02;
I2= 0.00%, P= 0.36] in observational studies [Supple-
mentary Figure 2, http://links.lww.com/CM9/B234]. Fur-
thermore, there was no evidence of significant publication
bias in RCTs (Begg’s test, P= 1.00; Egger’s test, P= 0.56).

Subgroup analysis of RCTs for the potential sources of
heterogeneity are listed in Supplementary Table 1, http://
links.lww.com/CM9/B237. The study participants were
divided into five groups according to different character-
istics, such as country (China vs. Korea), AKI definitions
(KDIGO vs. other), proportion of males (≥50%
vs.< 50%), proportion of patients with DM (≥10% vs.
<10%), and endoscopy surgery (Yes vs.No).Overall, there
wereno significant between-groupdifferences in theoddsof
AKI [Supplementary Table 1, http://links.lww.com/CM9/
B237].

For secondary outcomes reported in several studies, the
results of RCTs and observational studies were separated
to present. Perioperative Dex administration significantly
increased the odds of intra-operative bradycardia in both
RCTs (OR, 2.82; 95%CI, 1.66 to 4.77, P<0.01) and
observational studies (OR, 1.41; 95%CI, 1.02 to 1.96,
P= 0.04) [Table 2]. However, there was no significant
difference in the odds of intra-operative hypotension
between RCTs (OR, 1.47; 95%CI, 0.73 to 2.96, P= 0.29)
and observational studies (OR, 1.14; 95%CI, 0.83 to
1.57, P= 0.42) [Table 2].

For secondary outcomes only reported in one study,OR or
WMD was calculated to compare the difference between
the two groups in this study. Perioperative Dex adminis-
tration significantly shortened the duration of ICU stay
(WMD, –1.00; 95%CI, –1.51 to –0.49, P< 0.01).
Furthermore, there was a trend towards reduction of
ICU admission with perioperative Dex use (OR, 0.86;
95% CI, 0.58–1.29; P= 0.47), although no statistically
significant difference was achieved [Table 2].

Five studies (four RCTs and one retrospective cohort
study, including five comparisons) reported hospital LOS,
but the raw data of two studies (Wu et al[26] and Sun
et al[18]) could not be obtained or calculated because only
medians and IQR of hospital LOS were provided.[23]

Thus, only three studies (two RCTs and one retrospective
cohort study, including three comparisons) with 1234
participants were included in the analysis of hospital LOS.
In the observational study, perioperative Dex administra-
tion was associated with a significant reduction in hospital
LOS (WMD,�0.40; 95%CI,�0.64 to�0.16, P= 0.001).
However, there was no significant difference in the
hospital LOS in RCTs (WMD, �0.31; 95%CI, �1.28
to 0.66, P= 0.53; I2= 52.1%, P= 0.15) [Table 2].
Risk of bias assessment

Two investigators (Bin Hu and Tian Tian) agreed on every
item of the Cochrane risk of bias tool and the ROBINS-I
tool. RCTs were evaluated with the Cochrane risk of bias
tool [Supplementary Figure 3, http://links.lww.com/CM9/
B235], and the observational studies were evaluated with
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Table 2: Secondary outcomes of studies included in the meta-analysis.

Secondary outcome Study design Study OR or WMD 95% CI P value I2 P value

Hypotension RCT Deng 2018 1.47
∗

0.73, 2.96 0.29 NA NA
RC Zhu 2020 1.14

∗
0.83, 1.57 0.42 NA NA

Bradycardia RCT Deng 2018, Wu 2019 2.82
∗

1.66, 4.77 <0.01 0.0% 0.53
RC Zhu 2020 1.41

∗
1.02, 1.96 0.04 NA NA

ICU admission RC Zhu 2020 0.86
∗

0.58, 1.29 0.47 NA NA
ICU stay RCT Song 2019 –1.00† –1.51, –0.49 <0.01 NA NA
Hospital LOS RCT Deng 2018, Song 2019 –0.31† –1.28, 0.66 0.53 52.1% 0.15

RC Zhu 2020 –0.40† –0.64, –0.16 0.001 NA NA
∗
OR. †WMD. CI: Confidence interval; ICU: Intensive care unit; LOS: Length of stay; NA: Not available; OR: Odds ratio; RC: Retrospective cohort;

RCT: Randomized controlled trial; WMD: Weighted mean difference.
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the ROBINS-I tool [Supplementary Table 2, http://links.
lww.com/CM9/B238].
Discussion

The major purpose of this meta-analysis, including four
RCTs and two observational studies with 2586 patients,
was to evaluate the effect of perioperative Dex adminis-
tration on the risk of AKI after non-cardiac surgery. The
main results of this analysis showed that observational
studies implied a potential benefit of Dex intervention in
decreasing the risk of post-operative AKI after non-
cardiac surgery, but RCTs did not prove this benefit.
Similarly, a shortened hospital LOS with perioperative
Dex use was noted in observational studies, but this result
was not found in RCTs. In addition, perioperative Dex use
was significantly associated with the occurrence of intra-
operative bradycardia in both RCTs and observational
studies.

Post-operative AKI is a common complication, which
accounts for 18% to 47% of all hospital-acquired
AKI.[28,29] To date, a number of research studies have
focused on cardiac surgery-associated AKI. It has been
reported that 15% of patients undergoing cardiac surgery
developAKI,and2%ofpatients requireRRT.[30]However,
the occurrence and related adverse effects of AKI after non-
cardiac surgery may have been underestimated.[4,12] In a
study of 75,952 patients with a normal renal function
undergoing non-cardiac surgery, Kheterpal et al[30] demon-
strated that the incidence of post-operative AKI, defined as
an increase inserumcreatinineofat least2mg/dLorneedfor
RRT, was about 1%, and patients with post-operative AKI
have an eight-fold increase in mortality, independent of the
underlying comorbidities. In fact, the incidence ofAKI after
non-cardiac surgery is comparable to that of other severe
post-operative complications, such as venous thromboem-
bolism and major adverse cardiac events.[30] Due to this
reason, preventing or reducing the occurrence of AKI after
non-cardiac surgery has become an important element of
the initiatives to improve perioperative safety of surgical
patients.[12]

Dex is a a2-adrenoceptor agonist with sedation, analgesia,
and sympathicolysis effects.[31] To date, many animal and
clinical studies have shown the protective effects of Dex
against renal damage. In a mouse model of renal IRI, Dex
2802
provides renoprotection by ameliorating the inflammatory
response[15] and apoptosis.[32] Moreover, in patients
undergoing cardiac surgery, perioperative Dex adminis-
tration has been significantly associated with a reduced
incidence of post-operative AKI.[33,34] A retrospective
study including 1133 patients undergoing cardiac surgery
has also shown that Dex significantly reduces the overall
incidence of post-operative AKI from 33.8% to 26.1%
(OR 0.70; 95%CI 0.54–0.92).[35] However, it remains
unclear whether perioperative Dex administration can
reduce the risk of AKI after non-cardiac surgery.

Most of the studies included in this meta-analysis showed
that perioperative Dex administration resulted in a trend
towards decreasing the risk of AKI after non-cardiac
surgery, but a statistically significant difference was not
achieved.[18,25-27] In fact, of the six included studies, only
one retrospective cohort study showed a significant
renoprotective effect of perioperative Dex administra-
tion.[19] However, in a RCT with 190 patients undergoing
percutaneous nephrolithotomy lithotripsy who were
randomly assigned to receive either Dex or saline, Deng
et al[17] demonstrated that Dex could not reduce the
incidence of post-operative AKI. Although the pooled
meta-analysis result of two observational studies sug-
gested that perioperative Dex intervention was associated
with a significantly decreased risk of post-operative AKI,
all four RCTs did not show this beneficial effect of Dex.
This indicates that the significant renoprotective effect of
perioperative Dex administration in this meta-analysis
was mainly attributable to the results of the retrospective
cohort study reported by Zhu et al[19]. Nevertheless, this
was a single-center retrospective cohort study with many
limitations; for example, some important confounders
associated with the development of post-operative AKI,
details of anesthesia management, and usage and dose of
Dex were not provided. In fact, compared with the RCT,
the observational studies were highly subject to unknown
confounders, such as age, gender, comorbidities, and
others. In such instances when the known or suspected
confounders are ignored, the regression estimates of
treatment effect would be biased, leading to an omitted
variable or residual confounding bias.[36] It must be
emphasized that observational studies can serve as
supplementary evidence in addition to the RCTs.
However, when the results of observational studies and
RCTs are inconsistent, combined results from RCTs
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should be addressed first and regarded as the primary
findings. Thus, combined findings of this meta-analysis are
inadequate to prove the beneficial effect of Dex in reducing
the occurrence of AKI after non-cardiac surgery. As the
gold standard tool to evaluate the safety and efficacy of an
intervention, we believe that well-designed RCTs with
large samples are required to determine the real effects of
perioperative Dex administration on the occurrence of
AKI after non-cardiac surgery. If further studies demon-
strate a consistent beneficial effect of perioperative Dex
administration on the occurrence of AKI after non-cardiac
surgery, as indicated in observational studies, the clinical
implications are immense.

Secondary outcomes of this meta-analysis included the
occurence of intra-operative hypotension and bradycar-
dia, ICU admission, duration of ICU stay, and hospital
LOS. As already known, bradycardia is a common side
effect of Dex. It was not surprising that Dex administra-
tion was found to significantly increase the odds of intra-
operative bradycardia, either in randomized or observa-
tional studies.[17,19,26] Notably, although Dex was
significantly associated with intra-operative bradycardia,
the results showed that Dex did not increase the risk of
intra-operative hypotension.[17,19] This suggests, to some
extent, that the commonly used clinical dose of Dex does
not cause hypotension leading to renal hypoperfusion and
aggravating renal tissue damage. Besides, Yugeesh et al[37]

demonstrated that Dex intervention could reduce norepi-
nephrine requirements and preserve renal oxygenation
and function in ovine septic AKI, and further offer
renoprotection. In a retrospective cohort study with 1006
elderly patients undergoing major joint replacement, Zhu
et al[19] found no significant between-group difference in
ICU admission. However, in a RCT with 38 patients
undergoing cytoreductive surgery and hyperthermic intra-
peritoneal chemotherapy, Song et al[24] demonstrated that
the duration of ICU stay was significantly shortened with
perioperative Dex administration. In addition, similar to
the finding of Dex in post-operative AKI, the results of Dex
reducing hospital LOS were inconsistent between the
RCTs and observational study;[17,19,25] i.e., the observa-
tional study confirmed that Dex could shorten the hospital
LOS, but the RCTs showed a negative finding. Therefore,
available evidence is inadequate to prove that periopera-
tive Dex administration can shorten the hospital LOS after
non-cardiac surgery. This result is similar to the findings of
the meta-analysis by Liu et al,[16] in which perioperative
Dex use could not shorten the duration of ICU stay and
hospital LOS after adult cardiac surgery. Thus, the
potential effects of perioperative Dex administration on
these outcomes of recovery after non-cardiac surgery need
future assessment by performing large RCTs.

Although the number of literature included in this meta-
analysis is limitedand fourRCTsonly includedsmall simple
sizes, our analysis has several strengths. First, it compre-
hensively reviewed the data of available literatures regard-
ing the effect of perioperative Dex administration on the
occurrence ofAKI after non-cardiac surgery and showedno
significance heterogeneity for the primary outcome among
randomized studies (I2= 0.00%, P= 0.72). Second, the
results from theCochrane risk of bias tool forRCTs and the
2803
ROBINS-I tool for observatiobal studies showed that the
methodological quality of studies included in this meta-
analysis had low bias. All of these factors contributed to
reliable interpretation of our findings.

However, this meta-analysis has several limitations that
deserve attention. First, a limited number of studies were
included and the pooled raw data were only derived from
four RCTs and two observational studies. These studies
were performed in patients undergoing six types of
different non-cardiac operations. It is generally believed
that the type of operation is an important factor affecting
the development of AKI after non-cardiac surgery.[12]

Furthermore, all of the included RCTs were single-center
studies, with relatively small sample sizes. These issues can
undoubtedly decrease the level of evidence for the findings
of this analysis. Third, two observational studies were
included. The main limitation of an observational study is
that many potential confounders may inevitably affect the
results. Most importantly, an observational study cannot
determine whether there is a causal relationship between
the intervention and interested outcome because there are
a variety of sources of bias, such as omitted variables,
measurement error, sample selection bias, and various
combinations of these problems. All of these factors can
affect the causal inference of comparative treatment effects
from non-randomized studies using secondary data-
bases.[36] Fourth, other than the primary outcome, this
meta-analysis was underpowered to detect the differences
in other secondary outcomes, such as duration of ICU
stay, ICU admission, and hospital LOS. Fifth, exclusion of
studies published in non-English language may have
resulted in the lack of inclusion of some important studies.
Undoubtedly, all of the above factors can affect the
strength of evidence for our results. Thus, large RCTs are
needed to determine whether perioperative Dex adminis-
tration can decrease the occurrence of AKI after non-
cardiac surgery.

In summary, the available evidence is inadequate to prove
that perioperative Dex administration can reduce the risk
of AKI after non-cardiac surgery. However, the strength of
evidence for our results might have been weakened by the
limited number of included randomized studies, small
simple size, and various study objectives. Thus, large and
high-quality RCTs are needed to verify the benefit of
perioperative Dex administration in decreasing the risk of
AKI after non-cardiac surgery.
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ViswanathanM, et al. ROBINS-I: a tool for assessing risk of bias in
non-randomised studies of interventions. BMJ 2016;355:i4919.
doi: 10.1136/bmj.i4919.

23. Wan X, Wang W, Liu J, Tong T. Estimating the sample mean and
standard deviation from the sample size, median, range and/or
interquartile range. BMC Med Res Methodol 2014;14:135. doi:
10.1186/1471-2288-14-135.

24. Higgins JPT, Thompson SG, Deeks JJ, Altman DG. Measuring
inconsistency in meta-analyses. BMJ 2003;327:557–560. doi.

25. Song Y, Kim D, Kwon T, Han D, Baik S, Jung H, et al. Effect of
intraoperative dexmedetomidine on renal function after cytore-
ductive surgery and hyperthermic intraperitoneal chemotherapy: a
randomized, placebo-controlled trial. Int J Hyperthermia
2019;36:1–8. doi: 10.1080/02656736.2018.1526416.

26. Wu S, Yao H, Cheng N, Guo N, Chen J, Ge M, et al. Determining
whether dexmedetomidine provides a reno-protective effect in
patients receiving laparoscopic radical prostatectomy: a pilot study.
Int Urol Nephrol 2019;51:1553–1561. doi: 10.1007/s11255-019-
02171-9.

27. Moon T, Tsai JY, Vachhani S, Peng S-P, Feng L, Vaporciyan AA,
et al. The use of intraoperative dexmedetomidine is not associated
with a reduction in acute kidney injury after lung cancer surgery.
J Cardiothorac Vasc Anesth 2016;30:51–55. doi: 10.1053/j.
jvca.2015.03.025.

28. Carmichael P, Carmichael A. Acute renal failure in the surgical
setting. ANZ J Surg 2003;73:144–153. doi: 10.1046/j.1445-
2197.2003.02640.x.

29. ShustermanN, Strom B,Murray T,Morrison G,West S,Maislin G.
Risk factors and outcome of hospital-acquired acute renal failure.
Clinical epidemiologic study. Am J Med 1987;83:65–71. doi:
10.1016/0002-9343(87)90498-0.

30. Kheterpal S, Tremper K, Heung M, Rosenberg A, Englesbe M,
Shanks A, et al. Development and validation of an acute kidney
injury risk index for patients undergoing general surgery: results
from a national data set. Anesthesiology 2009;110:505–515. doi:
10.1097/ALN.0b013e3181979440.

31. Li X, Zhang C, Dai D, Liu H, Ge S. Efficacy of dexmedetomidine in
prevention of junctional ectopic tachycardia and acute kidney
injury after pediatric cardiac surgery: a meta-analysis. Congenit
Heart Dis 2018;13:799–807. doi: 10.1111/chd.12674.

32. Luo C, Yuan D, Yao W, Cai J, Zhou S, Zhang Y, et al.
Dexmedetomidine protects against apoptosis induced by hypoxia/
reoxygenation through the inhibition of gap junctions in NRK-52E
cells. Life Sci 2015;122:72–77. doi: 10.1016/j.lfs.2014.12.009.

33. Cho J, Shim J, Soh S, Kim M, Kwak Y. Perioperative
dexmedetomidine reduces the incidence and severity of acute
kidney injury following valvular heart surgery. Kidney Int
2016;89:693–700. doi: 10.1038/ki.2015.306.

34. Kwiatkowski D, Axelrod D, Sutherland S, Tesoro T, Krawczeski C.
Dexmedetomidine is associated with lower incidence of acute
kidney injury after congenital heart surgery. Pediatr Crit Care Med
2016;17:128–134. doi: 10.1097/pcc.0000000000000611.

35. Ji F, Li Z, Young J, Yeranossian A, Liu H. Post-bypass
dexmedetomidine use and postoperative acute kidney injury in
patients undergoing cardiac surgery with cardiopulmonary bypass.
PloS One 2013;8:e77446. doi: 10.1371/journal.pone.0077446.

36. JohnsonML, CrownW,Martin BC, Dormuth CR, Siebert U. Good
research practices for comparative effectiveness research: analytic
methods to improve causal inference from nonrandomized studies
of treatment effects using secondary data sources: the ISPOR Good
Research Practices for Retrospective Database Analysis Task Force
Report–Part III. Value Health 2009;12:1062–1073. doi: 10.1111/
j.1524-4733.2009.00602.x.

37. Lankadeva YR,Ma S, Iguchi N, Evans RG, Hood SG, Farmer DGS,
et al. Dexmedetomidine reduces norepinephrine requirements and
preserves renal oxygenation and function in ovine septic acute
kidney injury. Kidney Int 2019;96:1150–1161. doi: 10.1016/j.
kint.2019.06.013.

How to cite this article:HuB, TianT, LiX, LiuW,ChenY, Jiang T,Chen P,
Xue F. Perioperative dexmedetomidine administration does not reduce the
risk of acute kidney injury after non-cardiac surgery: a meta-analysis. Chin
Med J 2022;135:2798–2804. doi: 10.1097/CM9.0000000000002408

http://www.cmj.org

	<?<?Perioperative dexmedetomidine administration does not reduce the risk of acute kidney injury after non-cardiac surgery: a meta-analysis
	Introduction
	Methods
	Data source and search strategy
	Literature review and inclusion criteria
	Data extraction
	Post-operative outcomes
	Quality assessment
	Subgroup analysis
	Statistical analysis

	Results
	Study selection
	Meta-analysis of outcomes
	Risk of bias assessment

	Discussion
	Funding
	Conflicts of interest
	References


