
INTRODUCTION 

Obstructive sleep apnea (OSA) in children is 

most commonly associated with tonsillar and 

adenoid hypertrophy. Use of opioids and 

residual amounts of inhaled agents can cause 

severe respiratory depression and thus 

represent an added risk to patients with OSA in 

the immediate postoperative period.  

Dexmedetomidine, a specific alpha 2-adrenergic 

receptor agonist, is known for its hypnotic, 

sedative, analgesic and sympatholytic 

properties. It potentiates analgesia with the 

advantages of minimal respiratory compromise, 

rapid onset and clearance.  Because 

dexmedetomidine has been shown to be 

effective as an analgesic and sedative agent 

while minimizing respiratory compromise, it 

offers a safer alternative as an adjuvant for the 

anesthetic management of obese pediatric 

patients with OSA undergoing tonsillectomy 

and adenoidectomy (T&A). 

DISCUSSION 
Tonsillar and adenoid hypertrophy is the most 

common cause of OSA in children. Within the 

group presenting for T&A, the overall prevalence of 

overweight and obese adolescents has recently 

been described as approximately 20%. It has also 

been documented that overweight and obese 

children presenting for T&A have a higher 

incidence of perioperative complications and are 

more likely to be admitted. Of great concern when 

managing these patients in the perioperative 

period is upper airway obstruction. In order to 

avoid the potential complications of opioids, we 

utilized dexmedetomidine as an adjuvant to general 

anesthesia. The analgesic properties of 

dexmedetomidine as well as the advantage of 

minimal respiratory compromise have been 

previously described. We took advantage of these 

unique properties and were able to avoid opioids 

during the intraoperative period.  

Dexmedetomidine facilitated a smooth extubation 

and provided adequate analgesia for our obese 

pediatric patient with OSA undergoing T&A. This 

appears to be a safer alternative in the 

management of this patient population. We may 

realize further including lower hospital admission 

rates for these obese adolescents following routine 

procedures such as T&A. 
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CASE  REPORT 
A 54-kg seven-year-old African American female 

presented in our operating room for T&A. Her 

medical history was significant for obesity (height 

125 cm, BMI 34.6), severe obstructive sleep apnea, 

reactive airway disease, no past surgical history 

and no known drug allergies. Her medications 

included albuterol, fluticasone nasal spray and 

fluticasone/salmeterol inhaler. Physical exam was 

unremarkable with the exception of obesity. 

After the Bispectral Index System (BIS) and 

standard ASA monitors were placed, an IV was 

secured. Induction with propofol 200 mg and 

succinylcholine 1.5 mg·kg-1 was unremarkable and 

the airway was secured with a 5.5 mm cuffed 

endotracheal tube. After the airway was secured, a 

dexmedetomidine bolus of 1 mcg·kg-1 was given 

over ten minutes. Anesthesia was maintained with 

a dexmedetomidine infusion of 0.5 mcg·kg-1·hr-1, 

sevoflurane 2% in oxygen (30%) and air using a 

circle system. The OR table was turned 90˚ and 

surgery performed without complications. The 

patient remained hemodynamically stable for the 

duration of the 60-minute procedure, her BIS 

values were maintained below 60, and no narcotics 

were administered. The dexmedetomidine and 

sevoflurane were discontinued approximately 5 

minutes prior to the end of surgery. She was 

extubated after following commands and 

transported to PACU. She expressed mild 

discomfort in the PACU which was adequately 

treated with a 1 mg dose of morphine.  The patient 

was discharged to home following her overnight 

observation period which was without 

complication.  


