
4223 

 International Journal of Medicine and Public Health, Vol 16, Issue 3, July-September 2026 (www.ijmedph.org) 

 

 
 

 

 
 
 

 
 
 

Original Research Article 

 

A COMPARATIVE STUDY TO ASSESS 
POSTOPERATIVE ANALGESIC EFFICACY OF 

DEXMEDETOMIDINE AS AN ADJUVANT TO 
ROPIVACAINE IN ULTRASOUND GUIDED BILATERAL 

SUPERFICIAL CERVICAL PLEXUS BLOCK FOR 
THYROIDECTOMY 
 

Pratima Polampally1, Sarita Fernandes2, Liya Biju3, Pramod P 4 

1,3,4Senior Resident, Department of Anaesthesiology, Topiwala National Medical College & BYL Nair Hospital, Mumbai- 400008, 

Maharashtra, India 
2Additional Professor, Department of Anaesthesiology, Topiwala National Medical College & BYL Nair Hospital, Mumbai- 400008, 

Maharashtra, India 

 

Background: In this era of day care surgery and opioid free anaesthesia, 

regional blocks play a significant role. Dexmedetomidine has been widely 

used as adjuvant to local anaesthetics in central as well as peripheral nerve 

blocks. This study was designed to evaluate efficiency of dexmedetomidine 

when combined with ropivacaine for superficial cervical plexus block (SCPB). 

Materials and Methods: 60 patients scheduled for total thyroidectomy were 

given Ultrasound guided bilateral superficial cervical plexus block (BSCPB) 

after general anaesthesia. Group R received 8ml of 0.25% ropivacaine and 

Group RD received 8ml of 0.25% ropivacaine with 0.25mcg/kg 

dexmedetomidine on each side. The main objective was to determine if adding 

dexmedetomidine prolonged pain free period postoperatively. Other 

parameters assessed were Visual Analogue Scale (VAS) at 1, 2, 4, 6, 12 and 

24 hours, post-operative analgesic consumption, hemodynamic profile and 

nausea-vomiting. 

Results: Duration of analgesia was more in Group RD as compared to Group 

R (10.4 ± 2.29 hr vs 5.55 ± 2.52 hr). The VAS scores at 1, 2, 4, 6,12 hr were 

lower in group RD (p value <0.001) . No difference was observed at 24 hours. 

Total tramadol consumption in 24hours post-surgery was lower in Group RD 

(52.3 ± 28.1mg) as compared to Group R (93.3 ± 27.8mg). 

Conclusion: Combining dexmedetomidine with ropivacaine increased the 

analgesic duration and decreased consumption of analgesics in the post-

operative period. 

Keywords: Thyroidectomy, Ropivacaine, Dexmedetomidine, Superficial 

Cervical Plexus Block 
 

 

INTRODUCTION 
 

Thyroidectomy is a day care surgery at many 

centres and good analgesia is one of the criteria for 

discharge.  Tissue dissection, endotracheal tube 

movement during surgical manipulation and 

hyperextension of the neck are some of the factors 

that contribute to postoperative pain.[1] Nonsteroidal 

anti-inflammatory agents are known to predispose to 

postoperative oozing from the surgical site.[2] With 

an intent to minimise use of opioids, multimodal 

analgesia is widely practised.  Regional nerve 

blocks are popular since they not only provide 

postoperative analgesia but also reduce the 

intraoperative requirement of maintenance agents. 

The SCPB has long been used to provide analgesia 

for procedures involving the neck region.   Blockade 

of superficial cervical plexus results in anaesthesia 
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of only cutaneous branches.[3] Conventionally the 

landmark technique was used. However the advent 

of ultrasound has further reduced risk of 

complications. The amount of local anaesthetic used 

can also be reduced with USG, thus making the 

procedure safe.  Ropivacaine although less 

cardiotoxic does not provide long duration of 

analgesia.  A significant prolongation of duration of 

analgesia has been reported when dexmedetomidine 

is added to local anaesthetics for epidural, 

subarachnoid, caudal, paravertebral block and 

peripheral nerve blocks.[4] Dexmedetomidine with 

local anaesthetic drugs has been reported to be well 

tolerated without signs of neurotoxicity.[5] Amongst 

the other advantages is its antiemetic effect which 

may be induced through inhibition of 

catecholamines.[6] 

The primary aim of this study was to evaluate and 

compare the duration of postoperative analgesia in 

patients who received SCPB with ropivacaine alone 

versus those who received ropivacaine in 

combination with dexmedetomidine. The secondary 

objectives were to compare the intraoperative 

hemodynamic parameters and Visual Analogue 

Scale (VAS), analgesic consumption along with the 

incidence of nausea-vomiting in the post-operative 

period. 

 

MATERIALS AND METHODS 
 

Institutional Ethics Committee approval was sought 

before initiating this prospective randomised trial 

(RegNo.ECR/465/Inst./MH/2013/RR-19, 

ECARP/2023/233). The conduct of the study was in 

alignment with the requirements of ethical principles 

of the Declaration of Helsinki. All ethical principles 

were strictly followed and patients were informed of 

all aspects of the study before acquiring consent.  A 

total of 60 patients aged 25-60yr, ASA Class I/II, 

undergoing elective thyroidectomy and euthyroid at 

the time of surgery were included in the study. 

Patients excluded were those either hyper or 

hypothyroid at the time of surgery, history of 

hypersensitivity to the study drugs, pregnancy, 

coagulopathy, infection at the site of injection, large 

thyroid size preventing block administration, 

chronic analgesic use and psychiatric illness. All 

patients went through pre-anaesthetic evaluation, 

airway assessment, routine investigations and 

indirect laryngoscopy to confirm vocal cord 

mobility. The patients were explained in detail 

regarding the study procedure and the use of visual 

analogue scale for pain assessment. In the operating 

room standard ASA monitors were attached and 

baseline values of heart rate, non-invasive blood 

pressure and arterial oxygen saturation noted.  

Patients were administered midazolam 0.03mg/kg 

and fentanyl 2mcg/kg. After preoxygenation, 

propofol 1-2mg/kg iv was used as the induction 

agent and endotracheal tube passed after giving 

vecuronium 0.08mg/kg. Anaesthesia was maintained 

with sevoflurane in a mixture of oxygen: air in a 

ratio 50:50 and intermittent boluses of vecuronium 

guided by the nerve stimulator. With the patient’s 

head turned in the opposite direction, the high 

frequency linear transducer (4-12 MHz; Samsung 

Medison, SONOACE R7) was placed transversely 

over sternocleidomastoid muscle (SCM) at its 

midpoint (roughly at the cricoid cartilage level). 

Upon identifying the SCM, the transducer was 

moved until the tapering posterior edge was centred 

in the middle of the screen. The cervical plexus was 

identified as a cluster of hypoechoic nodules. The 

needle was advanced in-plane through the skin and 

platysma just under the tapering posterolateral edge 

of the SCM and above the levator scapulae muscle 

until the tip was visualised adjacent to the plexus. 

The spread of the injected local anaesthetic was 

observed on USG. 

Patients were divided into two groups by means of a 

computer-derived random number table. 

Group R- 8ml of 0.5% ropivacaine + 8ml of NS - 

total 16 ml of 0.25% solution (8ml on each side) 

Group RD- 8ml of 0.5% ropivacaine + 

dexmedetomidine 0.25mcg/kg + NS to make total 

16ml of 0.25% solution (8ml on each side) 

Drug solution was prepared by an anaesthesiologist 

not involved in conducting the case.  The 

anaesthesiologists who performed the block and 

monitored the patient in the postoperative period 

were blinded to the group allocation. 

The parameters recorded during surgery were Heart 

rate (HR), Systolic, Diastolic, Mean Arterial 

Pressure (MAP), SpO2, End tidal CO2, Train of four 

count (TOF) and Minimum alveolar concentration 

(MAC).  At the completion of surgery when the 

patient showed signs of recovery from 

neuromuscular blockade, neostigmine with 

glycopyrrolate was given to reverse residual effect 

of vecuronium. Extubation was carried out once the 

patient was fully awake and a train-of-four (TOF) 

ratio of 1 was confirmed. All patients in both groups 

were administered intravenous paracetamol 1g and 

ondansetron towards the end of the surgery. 

Patients were transferred to the post anaesthesia care 

unit where pain was assessed at 1, 2, 4, 6, 12 and 24 

hr using the VAS score.  Rescue analgesia in the 

form of Tramadol (2mg/kg) iv was administered 

when VAS score was more than 3. The time from 

when the block was given until demand for rescue 

analgesia was recorded as the duration of analgesia. 

An Unpaired T-Test was used for comparing VAS 

scores and Analgesic consumption.  

Nausea and vomiting were assessed using the PONV 

score, graded as follows: 1 indicating no nausea, 2 

mild nausea, 3 severe nausea, and 4 retching and/or 

vomiting. Patients with a score of 3 or 4 were given 

metoclopramide iv as the rescue anti-emetic. 

Sample size: Study by Kr Raiger L et al,[7] a power 

analysis based on the difference in the total post-

operative analgesic consumption over 24 hr between 

two groups given SCPB with ropivacaine (416.33 

mg)] versus ropivacaine with dexmedetomidine 

(370.00 mg) with an error of 0.05, power of study of 
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80%, and confidence limit of 95%, expressed that 27 

patients in each group would be sufficient to detect a 

difference in total consumption of analgesics. 

Accounting for potential patient dropouts, the total 

sample size was set at 60, with 30 participants 

allocated to each group. 

Categorical variables were presented in numbers and 

percentages and continuous variables as mean ± 

standard deviation (SD). To compare the change in 

the parameter at two different time intervals an 

unpaired t-test (for parametric data) and Mann-

Whitney U-test (for non- parametric data) was used. 

The normal distribution of data was assessed by 

using the Shapiro-Wilk test.  Qualitative variables 

were correlated using the Chi- square test. A p value 

of less than 0.05 was considered statistically 

significant. All statistical analyses were performed 

using IBM SPSS Statistics software, version 21 

(IBM, New York, USA). 

 

RESULTS 

 

60 patients participated in this study [Figure 1] Both 

groups were well matched with respect to their 

demographic characteristics with no statistically 

significant difference in age, gender, ASA physical 

status [Table 1] While the baseline heart rate was 

comparable, patients in Group RD had lower values 

at the measured time intervals [Table 2] However, 

systolic, diastolic, and mean arterial pressures 

remained comparable between the two groups across 

all measured time intervals [Figure 2-4] The time to 

first rescue analgesia and total analgesic 

consumption over the first 24 hours were both 

statistically significant between the groups [Table 3] 

The number of patients needing rescue antiemetics 

was not significant. VAS scores were significantly 

lower in Group RD at 1, 2, 4, 6, and 12 hours 

postoperatively, with no significant difference 

observed between the groups at 24 hours [Table 4]  

 

 
Figure 1: Consort flow chart of patient progress 

through the randomised trial 

 

Table 1: Demographic profile and ASA Physical Status 

Parameter Group R Group RD 

Age(years) 

(Mean ± SD)  

p value 

 

41.9 ± 9.2 

0.93 

 

41±7.72 

0.44 

Gender 
● Female 

● Male 

 
27 (45%) 

3 (5.0%) 

 
24 (40%) 

6(10%) 

ASA PS 

 I 
II 

 

14(23.3%) 
13(21.7%) 

 

16(26.7%) 
17(28.3%) 

ASA PS- American Society of Anaesthesiologists Physical Status, SD-Standard deviation 

 

Table 2: Comparison of intraoperative heart rate at different time intervals between the groups 

Time (minutes)  Group R (Mean ± SD) Group RD (Mean ± SD) p value 

0 86.90 ± 7.53 87.60 ± 7.84 0.726 

30  85.70 ± 6.01 74.60 ± 7.10 <.001 

60 85.40 ± 4.95 76.10 ± 9.63 <.001 

90  84.30 ± 7.32 73.50 ± 7.19 <.001 

120 85.30 ± 7.66 73.80 ± 7.49 <.001 

 

Table 3: Post-operative outcomes 

Parameter Group R (Mean ± SD) Group RD (Mean ± SD) p value 

Time to rescue analgesia(hours) 5.55 ± 2.52 10.4 ± 2.29 <.001 

Amount of tramadol consumed in 24 hours (mg)  93.3 ± 27.8 52.3 ± 28.1 <.001 

Number of patients who needed additional antiemetic medication  6 2 0.129 

 

Table 4: Comparison of postoperative VAS scores at different time intervals between the groups 

Time (hours) Postoperative Group R VAS score (Mean ± SD) Group RD VAS score (Mean ± SD) p value 

1 1.77 + 0.728 1.3 + 0.535 0.006 

2 3.43 + 1.1 1.97 + 0.964 <.001 

4 4.47 + 0.9 2.9 + 0.803 <.001 

6 5.6 + 0.932 3.17 + 0.874 <.001 
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12 5.53 + 0.629 4.73 + 0.868 <.001 

24 5.7 + 0.794 5.3 + 0.837 0.063 

 

 
Figure 2: Comparison of systolic blood pressure 

between the two study groups at different time 

intervals. 

 

 
Figure 3: Comparison of diastolic blood pressure 

between the two study groups at different time 

intervals. 

 

 
Figure 4: Comparison of mean arterial pressure 

between the two study groups at different time 

intervals. 

 

DISCUSSION 

 

This study found that dexmedetomidine when used 

as an adjunct to ropivacaine in SCPB for 

thyroidectomy, prolonged the duration of analgesia, 

reduced postoperative pain severity and analgesic 

consumption. Patients who received 

dexmedetomidine had lesser heart rates  

 

intraoperatively. The systolic, diastolic and mean 

arterial pressures were comparable to those who 

received only ropivacaine. Fewer patients in the 

dexmedetomidine group required antiemetics 

postoperatively.  

Besides thyroid surgery, cervical plexus blocks have 

been found useful in transcatheter aortic valve 

implantation, clavicular fracture fixation, pacemaker 

and chemoport inversion, carotid endarterectomy 

and chest surgery with spontaneous breathing 

preservation.[8,9] 

While the landmark technique was previously used, 

most centres use ultrasound when available to 

perform this block. With USG guidance it is 

possible to administer superficial, intermediate or 

deep cervical plexus block.[10] Senapathi et al,[11] 

found the Ultrasound superior to the landmark 

technique.  

In this study the cervical plexus block was given 

with the help of ultrasound. Dexmedetomidine is 

one of the adjuvants that have been used along with 

local anaesthetics. It is advantageous as it provides 

opioid sparing analgesia, diminished sympathetic 

activity and sedation without causing respiratory 

depression. When used in peripheral nerve blocks, 

the sensory and motor inhibition is prolonged.[12] 

The adverse effects like bradycardia, hypotension 

and excessive sedation are mostly dose related.[13,14] 

This study used a low dose of 0.25mcg/kg of 

dexmedetomidine. Wang et al while studying the 

impact of its toxicity on nerves found that higher 

doses of 3μg/ml were associated with damage but 1 

and 2 μg/ml were not neurotoxic in rabbits.[15] 

Dexmedetomidine contributes to the effect of local 

anaesthetics by inhibiting the potassium and sodium 

channel to maintain the hyperpolarized state of the 

cells.[16,17] Dexmedetomidine’s effect on sensory 

block is more obvious than motor. This is probably 

because it blocks unmyelinated C fibres carrying 

pain and small A-δ myelinated fibres responsible for 

temperature and pain sensation than the large 

myelinated motor fibres.[18] 

Santosh et al,[19] administered 20 mL of 0.5% 

ropivacaine along with dexmedetomidine at a dose 

of 0.5 μg/kg SCPB, which extended the duration of 

postoperative pain relief and greater levels of patient 

satisfaction. However, it did not alleviate the pain of 

swallowing. Lin administered 0.375% ropivacaine 

with 1μg/kg dexmedetomidine in SCPB for 

thyroidectomy.   The patients remained sedated but 

arousable, however the heart rate and mean arterial 

pressure decreased after the procedure.  

Lin et al reported that the time taken to achieve 

sensory block onset was significantly reduced (4.72 

±1.1 min vs 6.64 ±1.2 min) with 1mcg/kg 

dexmedetomidine combined with 0.375% 

ropivacaine (30 ml).20 We could not assess onset of 

block since it was performed after administering 

general anaesthesia. They further observed that the 
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Ramsay sedation scores recorded at 5, 10, 20, 40, 

60, 90, and 120 minutes following local anaesthetic 

injection were notably elevated in the 

dexmedetomidine group. We did not compare 

sedation scores. Santosh et al,[19] reported no 

statistically or clinically meaningful alterations in 

intraoperative mean arterial blood pressure or heart 

rate when 20 mL of 0.5% ropivacaine was combined 

with dexmedetomidine at a dose of 0.5 mcg/kg. The 

current study used 0.25mcg/kg dexmedetomidine 

and found significant reduction in heart rate at 30, 

60, 90 and 120min after block. It did not however 

need any intervention. When dexmedetomidine was 

used in a dose of,[1] mcg /kg, significant reduction in 

haemodynamic parameters has been reported by 

Swami et al.[2] This study did not find significant 

differences in either systolic, diastolic or mean 

arterial pressures in group RD. Mostafa et al 

observed a greater number of hypotensive episodes 

among patients in the dexmedetomidine group; 

however, this difference did not reach statistical 

significance.[22] 

Elshayeb M et al found significantly lower heart 

rates up to 8 hours postoperatively who underwent 

superficial combined with intermediate cervical 

plexus block using 20 ml of  bupivacaine 0.25% 

along with 50 μg of dexmedetomidine on each 

side.[23] They also found that patients first needed 

rescue analgesia between 12 and 20 hours (median 

score of 16 hr) when 100mcg dexmedetomidine was 

added to bupivacaine versus  4 to 12 hr (median 

score of 8 h in the control group.  

The present study similarly found that the time to 

first analgesic dose was extended from 5.55 ± 

2.52hr in the control group to 10.4 ± 2.29hr when 

dexmedetomidine was added to ropivacaine.  

Santosh et al reported that the addition of 

dexmedetomidine to ropivacaine almost doubled the 

duration of analgesia.19 However, they used 0.5% 

ropivacaine as compared to the current study where 

0.25% ropivacaine was used. The RD group 

demonstrated significantly reduced VAS scores at 2, 

4, 6, and 12 hours postoperatively. They were 

comparable at 1hr and 24 hr postoperatively.  

Santosh et al observed that VAS pain scores were 

comparable between groups up to 6 hours, but were 

notably lower at 12 and 24 hours in the 

dexmedetomidine group. The total amount of 

tramadol(mg) consumed over 24hr postoperatively 

was significantly less in group RD (52.3 ± 28.1) 

versus (93.3 ± 27.8) in group R. These findings are 

comparable with those of Santosh et al who used 

0.5µg/kg of dexmedetomidine as well as Elshayeb et 

al who used 100 µg of dexmedetomidine. Our study 

achieved similar prolongation of analgesia with a 

lower dose of dexmedetomidine (0.25mcg/Kg). 

Santosh and Mehendale,[19] documented pain on 

deglutition after thyroidectomy which was not taken 

care of by the SCPB. However, it lasted only 3-5 hr 

post-extubation and patients did not demand 

additional analgesics. Some studies have reported 

that BSCPB failed to reduce analgesic consumption 

following thyroid surgery.[24,25] This study would 

probably have been more conclusive with a third 

group that did not receive SCPB. Shih et al,[26] 

demonstrated that the addition of BSCPB to general 

anaesthesia led to a reduction in the incidence of 

postoperative nausea and vomiting following 

parathyroid and thyroid surgery. Elshayeb et al 

found no statistically significant difference between 

the two groups with regard to postoperative 

complications, including nausea, vomiting, 

hoarseness of voice, and hematoma formation. In 

the present study, 2 patients in the RD group and 6 

patients in the R group required antiemetics, though 

this difference did not reach statistical significance. 

In a meta-analysis, Liang X et al reported that a 

bolus dose of 0.5 μg/kg dexmedetomidine was 

adequate in preventing nausea, while a higher dose 

of 1.0 μg/kg was required to reduce the occurrence 

of vomiting.[27] The mechanism by which 

dexmedetomidine has an antiemetic effect is not 

clear. This may be attributed to reduced 

noradrenergic activity resulting from binding to α2 

presynaptic inhibitory adrenoceptors in the locus 

coeruleus.[28] It is known that intraoperative opioids 

affect the degree and frequency of nausea and 

vomiting. Consumption of opioids is reduced when 

dexmedetomidine is used.[29,30]  

The limitations of this study are non-inclusion of a 

control group in whom SCPB was not given. We did 

not study sedation scores and block related 

complications. 

 

CONCLUSION 

 

The addition of dexmedetomidine to ropivacaine in 

bilateral superficial cervical plexus blocks 

prolonged the duration of analgesia and led to a 

significant reduction in analgesic consumption in 

post-operative period. Thus, adding 

dexmedetomidine to ropivacaine enhances the 

effectiveness of bilateral superficial cervical plexus 

block compared to using ropivacaine alone. The use 

of ultrasound guidance further allows for lower 

volumes of local anesthetic and dexmedetomidine, 

while enhancing safety by reducing complications. 

 

REFERENCES 
 
1. Jain N, Rathee R, Jain K, Garg DK, Patodi V, Khare A. 

Postoperative analgesic efficacy of 0.25% ropivacaine with 

dexmedetomidine versus dexamethasone as an adjuvant in 
bilateral superficial cervical plexus block for thyroidectomy 

under general anaesthesia-A comparative randomized 

clinical study. Indian Journal of Anaesthesia. 2023 
Mar;67(3):269 

2. Ozgun M, Hosten T, Solak M. Effect of bilateral superficial 

cervical plexus block on postoperative analgesic 
consumption in patients undergoing thyroid surgery. Cureus. 

2022 Jan 13;14(1) 

3. Moore KL, Dalley AF. Clinically oriented anatomy. Wolters 
Kluwer india Pvt Ltd; 2018 Jul 12. 

4. Abdelzaam EM, Abd Alazeem ES. Efficacy of 

dexmedetomidine as an adjuvant to bupivacaine in the 
ultrasound-guided serratus anterior plane block for 



4228 

 International Journal of Medicine and Public Health, Vol 16, Issue 3, July-September 2026 (www.ijmedph.org) 

postmastectomy analgesia. Egyptian Journal of Anaesthesia. 

2020 Jan 1;36(1):319-23. 

5. Gu XY, Liu BL, Zang KK, Yang L, Xu H, Pan HL, Zhao 
ZQ, Zhang YQ Dexmedetomidine inhibits Tetrodotoxin-

resistant Na v 1.8sodium channel activity through G i/o-

dependent pathway in rat dorsal root ganglion neurons. 
Molecular Brain. 2015 Dec; 8:1-1. 

6. Jin S, Liang DD, Chen C, Zhang M, Wang J. 

Dexmedetomidine prevent postoperative nausea and 
vomiting on patients during general anesthesia: A PRISMA-

compliant meta-analysis of randomized controlled trials. 

Medicine. 2017 Jan 1;96(1): e5770. 
7. kr Raiger L, Aseri A, kr Gehlot R, Dave T. Comparision of  

ropivacaine alone and with dexmedetomidine in bilateral 

superficial cervical plexus block (BSCPB) for postoperative 
analgesia in thyroid surgeries: A prospective double-blind 

study. 

8. Colegrave N, Mascitti P, Zannis K, Miceli P, Veugeois A, 
Caussin C, Philip I. Ultrasound-guided intermediate cervical 

plexus block for transcarotid transcatheter aortic valve 

replacement. Journal of Cardiothoracic and Vascular 
Anesthesia. 2021 Jun 1;35(6):1747-50. 

9. Mądro P, Dąbrowska A, Jarecki J, Garba P. Anaesthesia for 

carotid endarterectomy. Ultrasound-guided 

superficial/intermediate cervical plexus block combined with 

carotid sheath infiltration. Anaesthesiol Intensive Ther. 

2016;48(4):234–238. 
10. Petrucci E, Cofini V, Pizzi B, et al. Intermediate cervical 

plexus block in the management of persistent postoperative 

pain post carotid endarterectomy: A prospective, 
randomized, controlled, clinical trial. Pain Physician. 2020; 

23:237–240 

11. Senapathi T, Mahaalit M, Sinardja A, Nada K,Jaya A, Putra 
G Ultrasound-guided bilateral superficial cervical plexus 

block is more effective than landmark technique for reducing 

pain from thyroidectomy. 
12. Bilotta F, Pugliese F. The evolving clinical use of 

dexmedetomidine. Lancet. 2020;396(10245):145–147. 

13. Rancourt MP, Albert NT, Côté M, Létourneau DR, Bernard 
PM. Posterior tibial nerve sensory blockade duration 

prolonged by adding dexmedetomidine to ropivacaine. 

Anesth Analg. 2012;115(4):958–962. 
14. Singh N, Gupta S, Kathuria S. Dexmedetomidine vs 

dexamethasone as an adjuvant to 0.5% ropivacaine in 

ultrasound-guided supraclavicular brachial plexus block. J 
Anaesthesiol Clin Pharmacol. 2020;36(2):238–243. 

15. Wang HL, Zhang GY, Dai WX, et al. Dose-dependent 

neurotoxicity caused by the addition of perineural 
dexmedetomidine to ropivacaine for continuous femoral 

nerve block in rabbits. J Int Med Res. 2019;47(6):2562–

2570. 
16. Marhofer P, Brummett CM. Safety and efficiency of 

dexmedetomidine as adjuvant to local anesthetics. Curr Opin 
Anaesthesiol. 2016;29 (5):632–637. 

17. Chen BS, Peng H, Wu SN. Dexmedetomidine, an alpha2-

adrenergic agonist, inhibits neuronal delayed-rectifier 
potassium current and sodium current. Br J Anaesth. 

2009;103(2):244–254. 

18. Han M, Kang F, Yang C, et al. Comparison of adrenaline and 

dexmedetomidine in improving the cutaneous analgesia of 

mexiletine in response to skin pinpricks in rats. 
Pharmacology. 2020;105(11–12):662–668. 

19. Santosh BS, Mehandale SG. Does dexmedetomidine 

improve analgesia of superficial cervical plexus block for 
thyroid surgery? Indian J Anaesth. 2016;60(1):34–38 

20. Addition of dexmedetomidine to ropivacaine improves 

cervical plexus block Yu-Nan Lin, Qiang Li, Rui-Min Yang, 
Zhong-Xuan Mao, Jing-Chen LiuActa Anaesthesiologica 

Taiwanica 2013. 

21. Swami SS, Keniya VM, Ladi SD, Rao R. Comparison of 

dexmedetomidine and clonidine (α2‑ agonist drugs) as an 

adjuvant to local anaesthesia in supraclavicular brachial 

plexus block: A randomized double‑ blind prospective study.  

Indian J Anaesth 2012;56:243‑9. 

22. Mostafa M, Gamal R, Baiomy A, Hassan M, Kamal J et al 
Efficacy of adding dexmedetomidine as adjuvant with 

bupivacaine in ultrasound-guided intermediate cervical 

plexus block for thyroidectomy surgery: randomized 
controlled study BMC Anesthesiology (2025) 25:139 

23. Elshayeb MS, Shafshak WM, Zanati OM, Eldin HM. Effect 

of adding Dexmedetomidine to bupivacaine during 
superficial combined with Ultrasound-Guided intermediate 

cervical plexus block in total thyroidectomy. Research and 
Opinion in Anesthesia & Intensive Care. 2023 Jan 1;10(1):7-

14. 

24. Eti Z, Irmak P, Gulluoglu BM, Manukyan MN, Gogus FY. 
Does bilateral superficial cervical plexus block decrease 

analgesic requirement after thyroid surgery? Anesth Analg. 

2006;102(4):1174–1176. 
25. Herbland A, Cantini O, Reynier P, Valat P, Jougon J, 

Arimone Y, et al. The bilateral superficial cervical plexus 

block with 0.75% ropivacaine administered before or after 
surgery does not prevent postoperative pain after total 

thyroidectomy. RegAnesth Pain Med 2006; 31:34‑ 9 
26. Shih ML, Duh QY, Hsieh CB, Liu YC, Lu CH, Wong CS, et 

al. Bilateral superficial cervical plexus block combined with 

general anaesthesia administered in thyroid operations. 
World J Surg 2010; 34:2338–2343   

27. Liang X, Zhou M, Feng JJ, Wu L, Fang SP, Ge XY, Sun HJ, 

Ren PC, Lv X. Efficacy of dexmedetomidine on 
postoperative nausea and vomiting: a meta-analysis of 

randomized controlled trials. Int J Clin Exp Med. 2015 Jun 

15;8(6):8450-71.  
28. Massad IM, Mohsen WA, Basha AS, Al-Zaben KR, Al-

Mustafa MM, Alghanem SM. A balanced anesthesia with 

dexmedetomidine decreases postoperative nausea and 
vomiting after laparoscopic surgery. Saudi Med J. 2009 Dec 

1;30(12):1537-41. 
29. Smith I, Walley G, Bridgman S. Omitting fentanyl reduces 

nausea and vomiting, without increasing pain, after 

sevoflurane for day surgery. Eur J Anaesthesiol. 2008; 
25:790–799. 

30. Poon Y-Y, Ke T-Y, Hung K-C, et al Risk factors of 

postoperative vomiting in the eye of "real-world evidence"-
modifiable and clinical setting-dependent risk factors in 

surgical trauma patients. J Pers Med 2021; 11:386

 


