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Abstract: 

Objectives: This examination was led to look at the narcotic efficacy of bupivacaine 0.5% with lignocaine 2% in 

addition to adrenaline in epidural anaesthesia by utilizing BIS screen. 

Study Design: A double and randomized-blind study. 

Place and Duration of study: Visually impaired investigation was led in Services hospital, Lahore from January 

2018 to January 2019. 

Methodology: Sixty patients, ASA physical status I or II, of age group 20 – 65 years, experiencing elective 

gynaecological medical procedure under epidural anaesthesia, were arbitrarily yet similarly put into two groups 

(group B and group L). Patients got (2ml/portion) bupivacaine 0.5% or lignocaine 2% with adrenaline in group B 

and group L individually, to accomplish a tangible square up to T8 level. After affirmation of tangible bar, propofol 

mixture was begun at a rate of 100 µg/kg/min to get a BIS estimation of ≤ 80 and the time was estimated (beginning 

time). The medical procedure was permitted to begin following the beginning time. Propofol imbuement was titrated 

to keep up the BIS esteem at 60 – 80. Imbuement was ceased toward the finish of the medical procedure. The time 

taken to achieve the BIS of ≥90 was recorded as 'recuperation time'. The measure of propofol devoured for the 

beginning of sedation and aggregate sum expended amid the medical procedure were noted and analyzed. 

Result: There was no significant contrast with respect to statistic information and beginning time in the two groups 

(P > 0.05). Recuperation time was significantly delayed in group B than group L (5.57 ± 1.25) min and (4.38 ± 

0.94) min individually (P < 0.05). A portion of propofol expended for the beginning of sedation was significantly 

low in group B than group L, (17.13 ± 4.22) mg versus (27.77 ± 8.39) mg separately (P < 0.05). The aggregate sum 

of propofol expended was additionally significantly low in group B than group L, (140.33 ± 34.59) versus (184.80 ± 

38.21) separately (P < 0.05). 

Conclusion: We presume that epidural square with 0.5% bupivacaine is related with less propofol utilization when 

contrasted with 2% lignocaine with adrenaline with keep up BIS 60 – 80 and thus is progressively successful. 

Key Words: Bupivacaine, BIS, Lignocaine with adrenaline, Onset Time, Propofol and Recovery Time. 

Corresponding author:  

Dr. Irfan Shahzad, 

THQ Hospital Bhalwal District Sargodha. 

 

 

 

 

Please cite this article in press Irfan Shahzad et al., Narcotic Efficacy Of Bupivacaine 0.5% With Lignocaine 2% 

In Addition To Adrenaline In Epidural Anesthesia By Utilizing Bis Screen., Indo Am. J. P. Sci, 2019; 06[06]. 

QR code 

 
 

http://www.iajps.com/


IAJPS 2019, 06 [06], 13378-13381                 Irfan Shahzad et al                      ISSN 2349-7750 

 w w w . i a j p s . c o m 
 

Page 13379 

INTRODUCTION: 

Epidural anaesthesia is a broadly utilized technique 

and might be related to pressure, uneasiness and even 

intra-employable uneasiness. When utilizing narcotic 

prescription as a section of provincial anaesthesia 

procedure, the anesthesiologists endeavour to titrate 

the medication to advance patient solace while 

keeping up cardiorespiratory dependability and 

flawless defensive reflexes [1]. Among all accessible 

narcotic specialists, propofol gives quick 

recuperation and quicker return of psychological 

function [2]. There are numerous approaches to 

screen the profundity of sedation like watching 

clinical parameters, Ramsay Sedation Scale (RSS), 

Visual Analog Scale (VAS), Sedation Fomentation 

Scale (SAS) or Motor Activity Assessment Scale 

(MAAS). Despite the fact that these techniques are 

reported to be substantial and reliable, yet, they are 

inclined to abstract inclination. The BIS (Bispectral 

Index) screen forms a modified EEG 

(electroencephalogram) to survey the sleep-inducing 

impact of tranquillizers and sedatives, supplanting the 

dependence on physiologic factors for deciding the 

profundity of anaesthesia [3, 4]. 

 

METHODOLOGY: 

After endorsement from the institutional moral board 

also, composed educated assent from the patients, 

this randomized, twofold visually impaired 

investigation was led in Services hospital, Lahore 

from January 2018 to January 2019. Sixty patients, 

matured between 20 – 60 years, ASA physical status 

I and II, experiencing elective gynaecological tasks 

under epidural anaesthesia were selected in the 

examination. Members of this examination were 

clarified about the sedative methodology at the pre 

anesthesia assessment visit. Persistent refusal, a 

history suggestive of excessive touchiness to 

bupivacaine, lignocaine or propofol, known history 

of liquor and medication misuse, hypovolemia, 

extreme respiratory sickness, neurological or on the 

other hand mental disease, hypertension, 

hypotension, valvular coronary illness, draining 

clutters, heftiness (BMI>30), nearby skin 

contamination at L1-S1 and pregnant ladies were 

prohibited from this investigation. Power 

examination (alpha=0.05 and beta = 0.01) 

recommend that an example size of 18 quiet for each 

group was required to identify 30% abatement in 

propofol prerequisites. We selected 30 patients in 

each group for any drop out at any stage. The patients 

were randomized into two groups, group B and group 

L, of 30 each, by PC produced irregular numbers. 

Patients got epidural (2 ml/fragment) 0.5% 

bupivacaine or 2% lignocaine with adrenaline in 

group B and group L separately. All members were 

premedicated with oral alprazolam 0.5mg on the 

night and in the first part of the day 2 hr previously 

the medical procedure. All patients were kept nil per 

oral for strong nourishment 8 hrs and clear fluid for 2 

hrs. Intravenous (IV) get to was built up utilizing an 

18 check cannula in nondominant hand. In the wake 

of setting up IV get to patients were associated with 

heartbeat oximeter, non-obtrusive blood weight 

(NIBP), electrocardiograph (ECG) screen. All 

patients were preloaded with ringer lactate 10 ml/ kg 

more than 15 min. With every single aseptic 

safeguard, the skin was cleaned and hung in 

horizontal decubitus position. The L3-L4 space was 

palpated and the skin was infi ltrated with 2% 

lignocaine to render the system effortless. At that 

point, a 16G Tuohy needle was embedded and 

epidural space was situated by loss of opposition 

procedure. Through the needle an 18G epidural 

catheter was passed what's more, fi xed; the patients 

were set in a recumbent position. A test portion 3 ml 

of 2% lignocaine with adrenaline was given and the 

patients were watched for 5 min to reject any 

intravascular or intrathecal infusion. BIS screen was 

connected to the patient. The patients were given 

2ml/section of either 0.5% bupivacaine (group B) or 

2% lignocaine with adrenaline (group L) to 

accomplish a tactile square up to T8 level. The 

tangible square was surveyed by stick prick strategy. 

Standard BIS esteem was recorded and propofol 

imbuement was begun at a rate of 100 µg/kg/min 

when the tangible square was confirmed. An 

opportunity to get BIS≤80 was estimated as 

beginning time and the medical procedure was 

permitted. BIS perusing was kept up inside scope of 

60-80 by titrating the portion of propofol by 

10µg/kg/min in like clockwork. Propofol imbuement 

was ceased toward the finish of the medical 

procedure. The time taken to achieve the BIS≥90 was 

recorded as recuperation time. The essential result 

measures were portion of propofol to get BIS<80 and 

all out portion of propofol devoured; auxiliary result 

measures were season of beginning of square, 

beginning time to get BIS 80, recuperation time, 

indispensable signs for example pulse (HR), mean 

blood vessel pressure(MAP)] and side impacts 

including hypotension, postoperative sickness and/ or 

on the other hand regurgitating (PONV), urinary 

maintenance, bradycardia, what's more, shuddering . 

All the end focuses were surveyed by an autonomous 

onlooker (SK) who was blinded to group designation. 

HR, MAP and BIS were observed at 5 min interims 

till the finish of the medical procedure. Intra-

employable hypotension was taken as systolic 

circulatory strain < 80 mm of Hg or 20% underneath 

benchmark esteem or MAP < 60 mm of Hg and was 

treated with inj mephentermine 5 mg IV bolus in 
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steady dosages. HR fall <50 was dealt with steady 

dosages of inj. atropine 0.25 mg IV. Power 

investigation (alpha=0.05 and beta=0. 0.8) 

recommended that an example size of 24 patients for 

each group was expected to identify 30% abatement 

in propofol prerequisites to keep up BIS at 60-80. To 

make arrangement for dropouts, assuming any, we 

enlisted 30 patients in every group. Consequently, 

consider comprised of 60 patient’s Statistical 

examination was finished by utilizing SPSS 21 

programming. Correlation between groups for patient 

attributes, beginning and recuperation times, propofol 

portions, BIS esteems, hemodynamic factors and 

SpO2 was finished by free examples t-test. 

 

RESULT: 

Each of the sixty patients finished the examination. 

There was no significant distinction with respect to 

the statistic information and volume of epidural 0.5% 

bupivacaine and 2% lignocaine with adrenaline 

utilized in the two groups Vital signs like HR, MAP, 

SpO2 did not change significantly in both group and 

the bury group contrasts in these parameters were 

additionally not significant. BIS esteem was 

tantamount in both groups all through the technique 

Side impacts like hypotension, urinary maintenance 

and bradycardia were more in group B. Shuddering 

were more in group L, while PONV was comparable 

in both groups. 

 

DISCUSSION: 

We watched a significant decrease in propofol 

necessity for sedation in epidural square acquired 

with 0.5% bupivacaine. Most theorized instrument 

for sedation amid epidural anaesthesia is a de-

afferentation wonder. The loss of facilitatory 

contribution to the reticular enacting framework 

renders it progressively defenceless to activities of 

narcotic drugs. As to the differentiation hypothesis, 

dynamic muscle development has a stimulatory 

impact on the focal sensory system interceded to 

some extent by muscle afferent receptors. Positively, 

an articulated decrease of muscle afferent action and 

a direct neuraxial tangible barricade of the harmful 

improvement by epidural anaesthesia may be the 

explanation behind its huge impact on the mind's 

affectability to narcotic drugs [6, 7]. The reason for 

diminished propofol necessity for sedation or the 

predominant narcotic efficacy of bupivacaine can be 

clarified by its more prominent strength in correlation 

to lignocaine [8]. This more noteworthy level of de-

afferentation may be because of a more noteworthy 

intensity of bupivacaine than lignocaine and more 

prominent accessibility of the previous medication 

(bupivacaine being more lipid dissolvable than 

lignocaine) in the intradural compartment close to the 

spinal rope. Past examinations have appeared spinal 

anaesthesia produces general soporific effects and 

decreases trancelike requirements [9, 10]. Epidural 

anaesthesia too diminished the necessities of volatile 

and intravenous anaesthetics [11, 12]. Tadahiko 

revealed that in volunteers, epidural anaesthesia 

prompts a significant cannot diminish in BIS levels in 

a conscious state. Conversely, this examination did 

not uncover any perceptible sedation before the begin 

of propofol implantation. This is upheld by Morley 

what's more, colleagues, who presumed that in 

nonsedated patients, neither epidural nor spinal 

anaesthesia produces clinically discernible sedation, 

whereby they found an increment in ß frequencies 

like that found in patients with low plasma 

convergences of midazolam [13]. A past report by 

Arakawa et al. clarifies that lumbar epidural 

anaesthesia applies insignificant impacts on the 

autonomic sensory system, subsequently HR and 

MAP fluctuation are not significant [14]. In our 

examination however the changeability in HR and 

MAP are additionally measurably insignificant in the 

two groups, however, they diminished from the 

pattern esteem, which is expected to the 

cardiovascular depressant activity of propofol [15]. 

The BIS fluctuation in the two groups after 30, 50 

and 80 minutes are measurably significant, which can 

be clarified by the wide scope of BIS (60 – 80) taken 

to keep up sedation amid the investigation. Higher 

occurrence of urinary maintenance in group B was 

because of the durable tactile square by bupivacaine, 

which may influence the voiding capability [16]. 

Higher frequency of bradycardia in group B was 

maybe because of something else cardiotoxicity with 

bupivacaine than lignocaine [17]. There were a 

couple of constraints to this examination; first, there 

was no control group, with no foundational sedation, 

notwithstanding, it would not have been moral to 

keep the patients unsedated amid any surgery. 

Second, the majority of our patients were regulated 2-

3 lit/ minute of oxygen by face veil and in all 

patients, SpO2 never fell beneath 96%, so the 

hypoxia, ascribed to the impact of medications 

couldn't be revoked. 

 

CONCLUSION: 

We infer that epidural square with 0.5% bupivacaine 

is related with less propofol necessity than 2% 16 

Anaesth, Pain and Intensive Care; VOL 16(1) JAN-

APR 2012 narcotic efficacy of epidural nearby 

analgesics lignocaine with adrenaline to keep up BIS 

inside the scope of 60 to 80. 
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