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PERIOPERATIVE BETA BLOCKER IN HIGH RISK PATIENTS 
UNDERGOING MAJOR ABDOMINAL SURGERY AND ITS EFFECT 

ON CARDIOVASCULAR MORTALITY AND MORBIDITY 

Gehan Fouad Kamel, Adel Mohamad Alansary, Hoda Shokry Abdelsamie, Rasha 
Mahmoud Hassan, Lydia Edward Aziz Zakhary 

 

ABSTRACT  

Background: Perioperative cardiac complications are an 
important concern for the millions of individuals who undergo surgery 
worldwide every year. After surgery, 2% of these patients suffer major 
cardiac complications.  

Aim of the Work: To study the effects of perioperatively 
administered beta-blockers for prevention of surgery-related mortality 
and morbidity in patients undergoing major abdominal surgery while 
under general anesthesia.  

Patients and Methods: This is an observational prospective 
study, in which 240 patients were divided into 2 groups (120 patients 
each) as follows: Beta blocker group (BB group) 120 patients on beta 
blocker (Bisoprolol 5 mg) started more than 15 days preoperative and 
continued for at least 7 days postoperative. Control group: 120 
patients not receiving any beta blocker.  

Results: In this study, results showed no difference between 2 
groups regarding cerebrovascular events and heart failure.  Equal 
cases of mortality happened to patients in both groups.  As regards 
hypothension with SBP<90 mmHg, we found that it occurred to 32 
patients representing 26.7 % of beta blocker group, compared to 18 
patients representing 15 % of the control group. 

Conclusion: Analysis of the results concluded that Patients on 
beta blocker are at less risk of perioperative arrhythmias and 
myocardial infarction when undergoing high risk surgeries. These 
patients are at higher risk of experiencing episodes of bradycardia 
and hypotension. No significant effect on perioperative heart failure, 
cerebrovascular stroke and mortality. 

Keywords: Ischemic heart disease, Beta blocker, Peri Operative 
ISchemic Evaluation    

 

INTRODUCTION: 

Worldwide it is estimated that around 
200 million people undergo non-cardiac 
surgery annually. Cardiovascular complicat-
ions account for majority of the cause of 
postoperative morbidity and mortality with 
incidence ranging from 0.5% to 30%(1). 

Non-cardiac surgery causes a rise in 
catecholamine concentrations that results in 

an increase in heart rate, blood pressure, and 
free fatty acid concentrations, which in turn 
increases myocardial oxygen demand. The 
cardiovascular effects of general anesthesia 
include changes in the arterial and central 
venous pressures, cardiac output, and 
varying heart rhythms, which occur by the 
following mechanisms: decreased systemic 
vascular resistance, decreased myocardial 
contractility, decreased stroke volume, and 
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increased myocardial irritability. Induction 
of general anesthesia lowers systemic 
arterial pressures by 20-30%, tracheal 
intubation increases the blood pressure by 
20-30 mm Hg, and inhalational agents lower 
cardiac output by 15%(2). 

A previously stable patient may 
decompensate postoperatively, leading to 
significant postoperative morbidity and 
mortality. A substantial number of all deaths 
among patients undergoing non cardiac 
surgery are caused by cardiovascular 
complications(3). 

The high prevalence of cardiac events 
associated with non cardiac surgery reflects 
the high prevalence of underlying Coronary 
artery disease in the general population, 
upon which the additional stresses of surgery 
are overlaid(4). 

The pathophysiology of perioperative 
myocardial infarction is complex, but may 
include myocardial oxygen demand/supply 
mismatch associated with tachycardia, 
hypertension, and pain(5). 

 

AIM OF THE WORK: 

To study the effects of perioperatively 
administered beta-blockers for prevention of 
surgery-related mortality and morbidity in 
patients undergoing major abdominal 
surgery while under general anesthesia. 

 

PATIENTS AND METHODS: 

After approval of the ethical committee 
of Ain Shams University, Patients who were 
enrolled in this study were chosen from 
those attending pre-anesthesia check up 
visits in Ain Shams university hospitals. A 
written, informed and valid consent was 
obtained from every patient after proper 
explanation of the study procedure and the 
expected outcome in a clear language.  

Inclusion Criteria: Adult patients of 
either sex, aged 50-70 years. History of 

ischemic heart disease or having 2 or more 
risk factors for ischemic heart disease 
(hypertension, DM, obesity BMI > 30, 
smoking, hyperlipidemia, family history, 
stress, sedentary life style). Elective major 
abdominal surgery under general anesthesia. 
Expected surgery time more than 1 hour.  

Exclusion Criteria: History of previous 
open heart surgery. Patients with bronchial 
asthma. Patients with heart failure. Patients 
with significant valve lesion (mitral stenosis 
with mitral valve area < 2 cm2, aortic 
stenosis with aortic valve area < 0.9 cm2 or 
severe aortic or mitral regurge) on 
echocardiography. Ejection fraction <40%. 
Patients with previous cerebro- vascular 
stroke. Preoperative hemoglobin level 
<10gm%. Preoperative patient heart rate < 
45 bpm. Preoperative patient systolic blood 
pressure <100 mmHg. Emergency surgery. 
Massive intraoperative blood loss. 
Intraoperative hemodynamic instability. 
Prolonged surgery time >8 hours. Needing 
for re-exploration in the first week 
postoperative period. Needing for inotropic 
support intraoperative or in the post 
operative period. 

This is an observational prospective non 
concurrent study, in which 240 patients were 
divided into 2 groups (120 patients each) as 
follows: Beta blocker group (B group): 
120 patients on beta blocker (Bisoprolol 5 
mg) started more than 15 days preoperative 
and continued for at least 7 days 
postoperative. Control group (C group): 
120 patients not receiving any betablocker.  

All patients were closely monitored for 
the possible cardiovascular mortality and 
morbidity as: Death (either cardiac or non 
cardiac). Non fatal myocardial infarction. 
Acute stroke. Arrhythmia. Heart failure. 
Significant hypotension (SBP < 100). 
Significant bradycardia (HR < 45 bpm) 

Anesthetic Technique: 

Preoperative: Pre-operative assessment 
of the patient was done, full detailed history 
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was taken, pre-operative labs such as CBC, 
full coagulation profile, kidney function 
tests, liver function tests, ECG, 
echocardiography and chest X-ray were 
checked. Demographic data as age, weight, 
and sex were recorded. The basal heart rate 
(HR), noninvasive arterial systolic blood 
pressure (SBP) and diastolic blood pressure 
(DBP), and peripheral oxygen saturation 
(SpO2) were recorded.  The usual daily dose 
of beta blocker was taken till the morning of 
the operation. 

Intraoperative: An 18 G peripheral 
cannula was inserted and conventional 
general anesthesia was induced for all 
patients using: 1-2 mic / kg fentanyl, 1-1.5 
mg/kg propofol, 0.5mg/kg atracurium are 
given, endotracheal intubation and volume 
controlled mechanical ventilation started.  
General anesthesia was maintained by 1 
MAC isoflurane and 0.1 mg / kg atracuruim 
every 20-30 min and adequate intraoperative 
analgesia. After induction,a urinary catheter, 
a central venous catheter and a radial arterial 
cannula were inserted.  Close monitoring of 
heart rate, invasive blood pressure, 
peripheral oxygen saturation and recorded 
every 5 minutes. Central venous pressure, 
urine output and blood loss are monitored 
and recorded every hour. 

Postoperative: After fulfilling criteria of 
complete recovery, all patients were 
extubated and transferred to ICU for close 
monitoring. ensuring that the usual daily 
dose of beta blocker should be restarted the 
next day postoperative and continued for at 
least 1 week postoperative. 

Patients were monitored for 7 days with 
the following: 

1- Vital data: was monitored closely for 
7 days. Any significant hypotension (SBP 
<100 mmHg),and significant bradycardia 
(HR <45 bpm) were recorded. Significant 
hypotension was primarily treated with IV 
fluids resuscitation. Cases not responding to 
IV fluids and necessitating adding IV 

vasopressor (Noradrenaline) were excluded 
from the study. Significant bradycardia were 
closely monitored, if prolonged and 
affecting tissue perfusion, BB needed to be 
discontinued and 0.6-1 mg atropine given. 
On the other hand, tachycardia with 
HR>100bpm was aggressively investigated 
and treated accordingly: Ensuring adequate 
analgesia with IV paracetamol 1gm/6-8 hrs 
and low dose narcotics if needed. Ensuring 
good hydration with IV crystalloids to 
maintain CVP 8-12 cmH2O. Ensuring that 
there is no surgical cause (bleeding or 
leakage) by reassessing surgical wound and 
drains. Hypertension with SBP>150mmHg 
for 3 successive readings after exclusion of 
postoperative pain by providing good 
analgesia was treated by addition of 
antihypertensive dose of calcium channel 
blocker (amlodipine 5 mg daily)  

2- 12-leads ECG: was done 6 hours and 
12 hours postoperative and then every 24 
hours till day 7. Any changes in rate or 
rhythm or signs of ischemia were recorded. 

3- CKtotal, CK-MB, Troponin: Were 
done daily till day 7. when positive, they 
were repeated after 8 hours for confirmation 
of myocardial infarction. When diagnosis of 
acute MI was established, patient was 
treated by antiplatlets (aspirin 150 mg), 
analgesic (morphine 0.1 mg/kg), O2 
administration and good monitoring. 

4- Echocardiography: was done if there 
is any positive event (elevated cardiac 
enzymes or signs and symptoms of heart 
failure) and any new changes different from 
baseline echocardiography will be recorded. 

5- Assessment of heart failure: Clinical 
assessment: Elevated central venous 
pressure, congested neck veins, pulmonary 
congestion, lower limb edema, cold 
extremities, hypotension. 

Laboratory assessment: β-Natriuretic 
peptide (βNP): It is generated by 
cardiomyocytes due to myocardial stretch. 
Its elevated levels indicates heart failure. 
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Troponin: Elevated levels indicates 
myocardial injury.  

Imaging: Chest x-ray to assess heart 
size and pulmonary congestion and to detect 
alternative cardiac, pulmonary, and other 
diseases that may cause or contribute to the 
patient’s symptoms. 2-dimensional echo-
cardiogram with Doppler was performed to 
assess ventricular function, size, wall 
thickness, wall motion, and valve function. 
When diagnosis of heart failure was 
confirmed, antifailure measures started with 
diuretics and low dose ACEIs. 

Assessment of stroke:  

a) Clinical assessment:  

National Institutes of Health Stroke 
Scale (according to AHA/ASA guidelines 
2018)(6). 

Imaging: MRI brain is done if 
suspected stroke. And if diagnosis of stroke 
was confirmed, patient was treated with 

palliative medications and intubation and 
ventilation once indicated (6). 

Need to stop the drug in the post 
operative period for any reason was 
recorded: 

Statistical method: 

Statistical presentation and analysis of 
the present study was conducted, using the 
mean, standard Deviation, unpaired student 
t-test and chi-square tests by (IBM SPSS 
Statistics for Windows, Version 20.0. 
Armonk, NY: IBM Corp.). Unpaired Student 
T-test was used to compare between tow 
groups in quantitative data. 

Chi-square: The hypothesis that the 
row and column variables are independent, 
without indicating strength or direction of 
the relationship. Pearson chi-square and 
likelihood-ratio chi-square. Fisher's exact 
test and Yates' corrected chi-square are 
computed for 2x2 tables. 

 

RESULTS: 

Table (1): Demographic data (Age, sex and weight).  

Demographic data 
BB 

(N=120) 
Control 
(N=120) 

Tests 
t/X2 P-value 

Age (years) 
Range 50-67 52-70 0.837 0.404 
Mean±SD 61.54±4.26 62.05±5.14 

Sex 
Female 58(48.3%) 47(39.2%) 1.693 0.193 
Male 62(51.7%) 73(60.8%) 

Weight (kg) 
Range 25-39 28-37 1.284 0.201 
Mean±SD 34.25±8.52 32.89±7.88 

Table (2): Incidence of bradycardia in beta blocker group and control group. 

Bradycardia 
Groups 

BB Control 
N % N % 

No bradycardia 74 61.7 108 90.0 
Bradycardia 46 38.3 12 10.0 
Total 120 100.0 120 100.0 
Chi-square X2 26.283 

P-value <0.001** 
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Table (3): Incidence of arrythmia in beta blocker group and control group. 

Arrythmia 
Groups 

BB Control 
N % N % 

No arrythmia 104 86.7 72 60.0 
Arrythmia 16 13.3 48 40.0 

Total 120 100.0 120 100.0 
Chi-square X2 21.818 

P-value <0.001** 

Table (4): Incidence of stroke in beta blocker group and control group. 

Stroke 
Groups 

BB Control 
N % N % 

No stroke 118 98.3 118 98.3 
Stroke 2 1.7 2 1.7 
Total 120 100.0 120 100.0 

Chi-square X2 0.000 
P-value 1.000 

Table (5): Incidence of myocardial infarction in beta blocker group and control group. 

MI 
Groups 

BB Control 
N % N % 

No MI 112 93.3 108 90.0 
MI 8 6.7 12 10.0 

Total 120 100.0 120 100.0 
Chi-square X2 0.873 

P-value 0.350 

Table (6): Incidence of heart failure in beta blocker group and control group. 

HF 

Groups

BB Control 

N % N  %

No HF  117 97.5 118  98.3

HF  3 2.5 2  1.7

Total  120 100.0 120  100.0

Chi‐square  X2  0.204

P‐value  0.651

Table (7): Incidence of hypotension in beta blocker group and control group. 

BP<100 

Groups

BB Control 

N % N  %

BP>100  88 73.3 102  85.0

BP<100  32 26.7 18  15.0

Total  120 100.0 120  100.0

Chi‐square  X2  4.952

P‐value  0.026*
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Table (8): Incidence of mortality cases in beta blocker group and control group. 

Mortality 

Groups

BB Control 

N % N %

Died  2 1.7 2 1.7

Alive  118 98.3 118  98.3

Total  120 100.0 120  100.0

Chi‐square  X2  0.000

P‐value  1.000

 

DISCUSSION:  

This study was performed on 240 patients 
undergoing major abdominal surgery. Seven 
outcomes were studied comparing 
perioperative mortality and morbidity 
occurring in patients receiving beta blockers to 
patients not receiving any beta blockers. 

In this study, it was noticed that 
bradycardia with HR less than 45 bpm 
happened in 46 patients (38.3% of patients) 
in beta blocker group compared to 12 
patients (10% of patients) in the control 
group. 

When evaluating trials investigating 
bradycardia, it was noticed that bradycardia 
was defined very differently by study 
authors. Some classified a heart rate below 
60 beats per minute as bradycardia, 

Whereas others detected an episode of 
bradycardia only if heart rate fell below 40 
beats per minute, or if bradycardia required 
treatment. These different thresholds for 
bradycardia are likely to have caused clinical 
and statistical heterogeneity (7). 

In a metaanalysis of 8 studies done by 
Blessberger et al (7) including 660 patients 
undergoing cardiac surgery, they found no 
clear evidence of an effect of beta-blockers 
on episodes of bradycardia in the setting of 
heart surgery (RR1.61, 95%CI 0.97 to 2.66, 
P value 0.06).  

Regarding non cardiac surgery, several 
studies were done to evaluate the effect of 
beta blocker on bradycardia. in the POBBLE 
2005, 103 patients undergoing infrarenal 

vascular surgery among which bradycardia 
occurred to 30 out of 53 patients receiving 
beta blocker (15.9%) compared to 6 out of 
44 patients (2.6%) of the patients in the 
control group(8). 

Also in another study done on a large 
number of patients the POISE study 
(Perioperative ischemic evaluation) 2008., 
8531 patients undergoing non cardiac 
surgery, it was noticed that bradycardia 
occurred in 6.6 % in the betablocker group 
compared to 2 % in the control group and it 
was concluded that beta blocker therapy 
would result in excess of 42 patients 
experiencing clinically significant 
bradycardia for every 1000 treated (9). 

In contrast, the results obtained by a 
study made by Moon et al. (10) showed no 
significant difference between betablocker 
group and control group as regards 
occurence of bradycardia.  

Regarding the occurrence of arrhythmia 
either ventricular or supraventricular. It was 
found in the beta blocker group, that 
arrythmia occurred in 16 out of 120 patients 
representing 13.3% compared to the control 
group in which it occurred to 48 out of 120 
patients representing 40% of the patients in 
the control group.  

Results was found to show significant 
difference favoring beta blocker in reducing 
these arrhythmias.  

These results were concomittent to 
those of a study made by De Azevedo et al. 
on 100 patients undergoing cardiac surgery, 
supraventricular arrythmia occurred to 11% 
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of patients on beta blocker compared to 24 
% of patients in the control group(11). 

Also beta blocker significantly reduces 
ventricular arrythmias and extrasystoles in 
patients undergoing cardiac surgery, as shown 
in a study by Sun et al.(12). 

In the POBBLE study done in 2005, 
which was a double-blind randomized 
placebo-controlled trial, participants were 
103 patients without previous myocardial 
infarction who had infrarenal vascular 
surgery . patients were closely monitored by 
ECG Holter for 72 Hrs postoperatively . and 
the results showed no significant protective 
effect of beta blocker between 2 groups(8). 

The POISE study done in 2008 was 
done on a large number of patients and 
found that arrhythmia occurred to 2.1% of 
patients on beta blocker compared to 2.8% 
of the control group (9). 

Another study done in 2006 by Lai et al 
shows more significant difference between 
the 2 groups of patients diagnosed with 
oesophageal cancer. The esophageal cancer 
patients, no less than 65 years old, scheduled 
for elective esophagectomy were enrolled, 
and randomized into metoprolol group and 
control group. The patients of metoprolol 
group received metoprolol to control heart 
rate from anesthesia induction to 72 h after 
operation. The results showed that patients 
enrolled in the beta blocker did not 
experience arrhythmias compared to 4 out of 
30 cases in the control group(13). 

In this study, results showed no 
difference between 2 groups regarding 
cerebrovascular events. When comparing 
this results to previous studies, we found that 
Five studies evaluated cerebrovascular 
events in non-cardiac surgery (9150 
participants). Only the largest of the five 
trials found a significant increase in 
cerebrovascular events in the beta-blocker 
group compared with the control group at an 
alpha level of 0.05, in contrast to the results 

concluded by the present study which 
showed no significant difference. 

In contrast, the other four trials yielded 
non-significant results. Overall, we found no 
clear evidence of an effect of beta-blockers 
on cerebrovascular events in non-cardiac 
surgery(14,15). 

Regarding myocardial infarction, it was 
found that the protective effect of beta 
blocker was statistically insignificant. when 
comparing our results to previous studies, 
we found no AMI occurred in the beta-
blocker group nor in the control group in a 
study done by Lai et al.(6) in 2006 this study 
included small number of oesophageal 
cancer patients. Other trials found no 
statistically significant difference between 
the beta-blocker group and the control group 
at an alpha level of 0.05.  

Only the large POISE trial Devereaux et 
al.(16) could identify a protective effect of 
beta-blockers. This single trial had a weight 
of 80%in a meta-analysis done by 
Blessberger et al.(7). Overall, beta-blockers 
statistically significantly reduced 
perioperative AMI by 27% in non-cardiac 
surgery(7). 

The results of this study show no 
significant effect of beta blocker on the 
occurrence of heart failure in the 
perioperative period in non cardiac surgery. 
comparing the obtained results to many 
studies included in the meta analysis done 
by Blessberger et al.(7) who also found no 
evidence of an effect of beta-blockers on the 
occurrence of congestive heart failure (RR 
1.18, 95% CI 0.94 to 1.48, P value 0.16) The 
effect of beta blocker treatment remained 
non-significant throughout all subgroup 
analyses in that study. 

The findings obtained from the present 
study are also consistent with results of the 
meta-analysis by Bangalore and colleagues. 
Likewise, the review authors could not find 
an interaction between beta-blocker intake 
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and development of perioperative congestive 
heart failure(17). 

A meta-analysis of 22 trials (10,947 
participants) in non-cardiac surgery 
indicated that beta-blockers significantly 
increased hypotensive episodes (RR 1.50, 
95% CI 1.38 to 1.64, P value < 0.00001). 
This effect remained unchanged and 
consistent throughout all subgroup 
analyses(7). 

These results are similar to the results 
obtained by the present study. It was also 
concluded a significant increase in episodes 
of hypotension in patients. 

These results were different than those 
obtained by a study made by Moon et al and 
another study by shukla et al which showed 
no significant difference between beta 
blocker and control group as regards 
occurrence of hypotensio(10,18). 

Results from two other meta-analyses 
were within the same range compared with 
the present estimate: Bangalore and 
colleagues found a 62% increase in hypo-
tensive episodes (OR 1.62, 95% CI 1.44 to 
1.82, P value < 0.0001; Bangalore(17), and 
meta-analysis of ’secure’ RCTs by Bouri 
and colleagues revealed a 51%rise in 
hypotension in the beta-blocker group (RR 
1.51, 95% CI 1.37 to 1.67, P value < 
0.00001)(19). 

In the POISE trial, hypotension was the 
risk factor with the highest population 
attributable risk that caused stroke and 
ultimately increased mortality in patients 
taking beta-blockers(16). 

Also In this study, equal cases of 
mortality happened in both groups showing 
no effect of beta blocker on mortality. 
comparing our results to Blessberger et al.(7) 
metaanalysis, which studied all cause 
mortality in 13 trials, in 3 studies no deaths 
occurred in the beta-blocker group nor in the 
control group(13,20).  

In the POISE trial Devereaux et al. (16), a 
significant increase in mortality was 
observed, whereas in the remaining of the 13 
trials, no significant difference was found 
between the beta-blocker group and the 
control group at an alpha level of 0.05. 
Overall, it was found that beta-blockers 
increased perioperative mortality(7). 

Conclusion: 

Patients on beta blocker are at less risk 
of perioperative arrhythmias and myocardial 
infarction when undergoing high risk 
surgeries.  These patients are at higher risk 
of experiencing episodes of bradycardia and 
hypotension. No significant effect on 
perioperative heart failure, cerebrovascular 
stroke and mortality. 
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استخدام حاصرات بيتا فى الفترة المحيطة بالعملية الجراحية في المرضى ذوي المخاطر المرتفعة 
 المجتازين جراحة باطنية عظمى وأثرھا على العواقب المرضية والوفا ئية للجھاز القلبي الوعائي

 مود حسن، رشا محوھدى شكري عبد السميع، وعادل محمد الأنصاري، وجيھان فؤاد كامل،
  ليديا ادوارد عزيز زخاريو

  جامعة عين شمس –قسم التخدير و الرعاية المركزة، كلية الطب 

  

تعد مضاعفات القلب المحيطة بالجراحة مصدر قلѧق كبيѧر للملايѧين مѧن الأفѧراد الѧذين يخضѧعون للجراحѧة فѧي  :مقدمه
 .من مضاعفات قلبية كبيرة ٪ من ھؤلاء المرضى٢بعد الجراحة، يعاني . جميع أنحاء العالم كل عام

غير القلبية إلѧى زيѧادة فѧي تركيѧزات الكѧاتيكولامين التѧي تѧؤدي بѧدورھا إلѧى زيѧادة فѧي معѧدل  يةتؤدي العمليات الجراح
 .ضربات القلب وضغط الدم وتركيزات الأحماض الدھنية، مما يؤدي بدوره إلى زيادة احتياج عضله القلب الي الاوكسجين

للتخدير العام تغيرات في ضغط الѧدم الوريѧدي المركѧزي والشѧرياني، والإخѧراج القلبѧي، وإيقاعѧات تشمل الآثار القلبية 
 .القلب المختلفة

تبѧѧدأ ھѧѧذه الاسѧѧتجابة بإصѧѧابة الأنسѧѧجة وتوسѧѧطھا عوامѧѧل الغѧѧدد الصѧѧم . اسѧѧتجابة للتѧѧوتر كѧѧل العمليѧѧات الجراحيѧѧهتثيѧѧر 
سوائل الجسѧم فѧي الفتѧرة المحيطѧة في تضيف الاضطرابات . لدمالعصبية، وقد تحفز عدم انتظام دقات القلب وارتفاع ضغط ا

  .يزيد ھذا الإجھاد الجراحي من الطلب على احتياج الأوكسجين لعضلة القلب. بالجراحة إلى الإجھاد الجراحي

قد تتدھور حاله المريض الذي كان مستقرًا في السѧابق بعѧد العمليѧة الجراحيѧة، ممѧا يѧؤدي إلѧى مضѧاغفات ووفيѧات فѧي 
وھناك عدد كبير من الوفيات بين المرضى الذين يخضعون للجراحة سببھا مضاعفات القلب والأوعيѧة . ره ما بعد الجراحهفت

  . الدموية

العرض على / تعتبر الفسيولوجيا المرضيةللازمه القلبيه المحيطة بالجراحة معقدة، ولكنھا قد تشمل عدم تطابق الطلب 
 .نتظام دقات القلب وارتفاع ضغط الدم والألمالأكسجين في عضلة القلب بسبب عدم ا

المحيطѧة بالعمليѧات الجراحيѧة ھѧو تقليѧل اسѧتھلاك  في الفتѧره يعتبر الأساس المنطقي الرئيسي لاستخدام حاصرات بيتا 
الأوكسجين لعضلة القلب عن طريق خفض معدل ضربات القلب، مما يؤدي إلى فترة أطول في الملء الانبساطي وانخفѧاض 

 .انقباض عضلة القلب

بالجراحѧة فѧي  لدراسة آثار حاصرات بيتا حول الجراحة للوقاية من الوفيات والمضاعفات المرتبطة: الھدف من العمل
  المرضى الذين يخضعون لجراحة البطن الكبرى تحت التخدير العام 

لقد وجد أن الدراسة الاستطلاعية المراقبة ھي أنسب تصѧميم مѧن أجѧل تحقيѧق  :المرضي و الطرق المتبعة في الدراسة
  :عتين متساويتينمريض مقسمين إلى مجمو ٢٤٠ أھداف الدراسة، و قد تم تقدير العينة المطلوبة احصائيا بعدد

 ٧يѧوم قبѧل العمليѧة و ايضѧا علѧى الأقѧل  ١٥مريض يتعاطون حاصرات بيتا على الأقل  ١٢٠ :مجموعة حاصرات بيتا
  .ايام بعد العملية

  .مريض لا يتعاطون اي نوع من حاصرات بيتا ١٢٠ :مجموعة مرجعية

  :لقلبي الوعائي منھاتم المتابعة الدقيقة لجميع المرضى للعوقب المرضية و الوفائية للجھاز ا

ھبѧوط ضѧغط .قصѧور القلѧب .اضѧطراب نظѧم القلѧب .جلطة دماغيѧة حѧادة .ذبحة قلبية ).اسباب قلبية و غير قلبية(الوفاة 
  . انخفاض ضربات القلب .الدم

٪ مѧن  ٣٨.٣(مريضѧا  ٤٦نبضѧة فѧي الدقيقѧة حѧدث فѧي  ٤٥نبضѧات القلѧب أقѧل مѧن  فѧي ھѧذه الدراسѧة، لѧوحظ أن بѧطء
  . في المجموعة الضابطة) ٪ من المرضى ١٠(مريضا  ١٢وعة حاصرات بيتا مقارنة مع في مجم) المرضى

لقد وجد فѧي مجموعѧة حاصѧرات بيتѧا أن . فيما يتعلق بحدوث عدم انتظام ضربات القلب سواء البطيني أو فوق البطيني
الضبط التي حدثت فيھا إلѧى  ٪ مقارنةً بمجموعة١٣.٣مريضًا يمثلون  ١٢٠من أصل  ١٦إيقاع القلب غير المنتظم حدث في 

  .٪ من المرضى في المجموعة الضابطة٤٠مريضًا يمثلون  ١٢٠من كل  ٤٨

  .في ھذه الدراسة، أظھرت النتائج عدم وجود فرق بين المجموعتين فيما يتعلق بالأحداث الدماغية وفشل القلب
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  .حدثت حالات متساوية من الوفيات للمرضى في كلتا المجموعتين

٪ ٢٦.٧مريضًا يمثلون  ٣٢مم زئبق، وجدنا أنه حدث لـ  ٩٠<خفض ضغط الدم مع ضغظ الدم الانقباضي فيما يتعلق ب
 .٪ من المجموعة الضابطة١٥مريضًا يمثلون  ١٨من مجموعة حاصرات بيتا، مقارنة بـ 

 استنتاج

ѧدم انتظѧر عѧة لخطѧل عرضѧم أقѧا ھѧرات بيتѧاولون حاصѧب بعد تحليل النتائج تبين أن المرضى الذين يتنѧربات القلѧام ض
 .المحيطة بالجراحة واحتشاء عضلة القلب عند إجراء عمليات جراحية عالية الخطورة

  .ھؤلاء المرضى ھم أكثر عرضة لخطر الإصابة بنوبات بطء القلب وانخفاض ضغط الدم

  .لا يوجد تأثير كبير على قصور القلب المحيطة بالجراحة والسكتة الدماغية والوفيات


