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Introduction.  

The awake craniotomy technique was introduced for surgical treatment of epilepsy, 
and subsequently has been used in the resection of the brain tumour involving 
functional cortex and supratentorial tumour, regardless of the involvement of the 
cortex 1,2. The main advantage for the awake neurosurgical approach is to facilitate 
intraoperative electrocorticography and cortical mapping for the accurate identification 
of brain areas which control motor function and speech 3. The primary goal of the 
anaesthetist is to make the operation safe and effective while reducing the 
psychophysical distress of the patient 4. Several anaesthetic methods can be used for 
awake craniotomy: monitored anaesthesia cared (MAC), Asleep-awake-asleep 
technique (AAA), and asleep-awake (AA) methods 3-7. Dexmedetomidine appears to 
be of increasing interest because it seems to provide sedation closer to natural sleep, 
it gives anxiolysis and analgesia, decreases the need for opioids and antihypertensive 
drugs and it does not interfere with respiratory function5. Complications of awake 
craniotomies include seizures, swelling of the brain, nausea and vomiting, decreased 
level of consciousness, neurological deficit, pain and loss of patient cooperation 3.  

Case report.  
A woman, 53 years old, 60 kg, with meningioma convexity in left parietal region 
underwent brain tumour resection. The patient complaint about headache. No history 
of seizure and neurologic deficits. The vital sign: BP 120/80 mmHg, RR 16x/mnt, Pulse 
84x/mnt, temp: 36.7oC, GCS score 15. Physical examination within normal limits. 
Laboratory findings: Hb 13.2 g/dL; haematocrit 37.2 %; WBC 7.100/mm3;  Platelets 
344.000  /mm3, PT 10  INR 0.87;  aPTT 21.4; Na 143 mEq/L;  K 4.1 mEq/L; Cl 110 
mEq/L; ALT 19 U/L; AST 20 U/L; ureum 26 mg/dl, creatinine 0.8 mg/dl, blood glucose 
154 mg/dl. ECG: sinus rhtym, HR 80 x/mnt, Chest X-ray : C/P within normal limits, 
head Ct-scan: soliter mass extra axial intracranial with lytic expansion extracranial in 
left calvaria. 
 



 
 
 
Anesthetic Management 

 In premedication room, we were inserted iv line 18G with NaCl 0.9% solution 

in left hand. In the operating room, patient in supine position head up 30o. Pulse 

oxymetri, NIBP and ECG was placement for monitoring during the operation. Head of 

patient tilt to the left with towel in the back of shoulder. We used nasal canule 2 lpm. 

We were performed MAC for awake craniotomy, with dexmedetomidine loading dose 

60 µg (1 µg/kg) for 15 minutes, continuous with dexmedetomidine 0,2-0,7µg/Kg/h with 

syringe pump. Before the neurosurgeon started to injection of local anaesthetic in 

scalp, we were injected fentanyl 50 µg/iv, and propofol 40 mg/iv. Twenty minutes after 

loading dexmedetomidine, the operation was started and patient said feel pain and we 

gave fentanyl 20 µg/iv. Intraoperative monitoring focus especially to make sure that 

airway clear and to handle if there’s any complain from the patient. During the 

operation, patient we asked to open her eyes, rised her hand several times. Vital sign 

relative stable. The operation for evacuated the tumour and the bone then cranioplasty 

took 120 minutes long. Blood loss approximately 300cc. Before we sent patient to 

PACU, we gave Dex-ketoprofen 50 mg/iv bolus. And after Aldrete score more than 8 

was achieved, we sent the patient back to the ward. `  

 
 

 
 
Discussion 

Craniotomy for a cerebral tumour aims to maximize tumour resection with as few side-
effects on motor, sensory, language and cognitive functions as possible. A number of 
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different anaesthetic approaches have been proposed for performing awake brain 
tumour surgery. In this case report, MAC technique being used during the operation. 
After fentanyl bolus intravenously, propofol administration made patient slept when 
the operator started the scalp incision. Dexmedetomidine loading 1 mcg/kg in 15 
minutes, and followed by continuous infusion in range dose 0.2-0.7 mcg/kg/h. 
Dexmedetomidine is a highly selective α2-agonist with dose-dependent sedative, 

anxiolytic, and analgesic effects without ventilation suppression. The primary action of 

α2-agonists is the inhibition of norepinephrine release, causing excitation inhibition in 

the central nervous system. Low dose infusion of dexmedetomidine in healthy 
volunteers provides sedation that can be easily reversed with verbal stimulation.  At 
clinical doses, patients remain somnolent without signs of paradoxical agitation or 
confusion. The analgesic effect of dexmedetomidine consistently reduces opioid 
administration even if it does not have the same efficacy.  Airway remain the problem 
during awake craniotomy procedure, but in this case, the patient had no difficulty in 
airway during the operation. Airway care is a major challenge during surgery in awake 
craniotomy, and respiratory complications are the most feared, especially during an 
unprotected airway sedation technique. The benefits of this procedure because it’s 
very simple procedure, non-invasive and can evaluate directly about the brain function 

during manipulation. 

Conclusion.  

Regardless the aim to do awake craniotomy for epilepsy surgery, in this case awake 
craniotomy can performed for more extensive tumour resection. Dexmedetomidine 
was safe and very useful as choice for anaesthetic drug in awake craniotomy. 
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