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ABSTRACT:  

According to various past studies ,the most important aspect of anaesthesia for a better patient 

outcome is pre-OP sedation and CV stability during induction, LS, I and during the surgical 

process.Hence, in our study we have assessed the effects of P 150mg, IV F 2µg/kg, and IV Dexdos 

0.25µg/kg during LS and ET-I in AS.Following IEC approval, 60 ASA physical status I and II 

patients aged 20–60 of both genders undergoing elective LS AS under GA were randomly assigned 

to two groups. While group B (n = 30) received oral P 150mg, IV F 2 g/kg, and IV Dexdos 0.25 

g/kg as a 2-min infusion and group A (n = 30) received oral P 150mg with IV F 2 g/kg. .Before 

anesthesia, a comprehensive investigation was done. Before entering the OT, the patient received 

lactated Ringer's solution through a 20G cannula in their non-dominant hand's dorsum. 

Additionally, baseline parameters included HR,SBP,DBP, MABP, and SpO2 and RSS was used 

to assess patients' level of sedation prior to study medication administration and prior to intubation. 

We found that, the incidence of post-OP analgesic requirements was similar in both groups. We 

come to conclude that low-dose IV dexdos (0.25 μg/kg) efficiently reduced RR compared to Group 

A. Additionally, it improved sedation prior to I and reduced the pre-LG pressure response in LSAS. 

However, when compared to Group A, it did not increase intra-OP and posto-OP analgesic 

requirements. 

 

INTRODUCTION 

Since the first direct vision investigation of the human 

larynx by Albert Kirstein in 1895 and its subsequent 

modification to include the insertion of endotracheal 

tubes by Chevalier Jackson in 1913, laryngoscopy and 

endotracheal intubation have been regarded as crucial 

steps in the management of the airway.1,2 Reid and Brace 

recorded the circulatory responses to airway 

instrumentation in 1940.3 In 1910, Swedish physician 

Hans Christian Jacobaeus executed the first laparoscopic 

operation.4 Laparoscopic surgeries are an integral part of 

modern surgical practice, with added advantages such as 

smaller incisions, less postoperative pain, excellent 

cosmetic outcomes, early ambulation, recovery, and 

discharge. Carbon dioxide is the most frequently used 

insufflation agent; however, it poses risks due to 

increased intra-abdominal pressure, which predictably 

leads to increased hemodynamic responses. Critically 

ailing elderly patients are also undergoing advanced 

laparoscopic surgeries, which can increase the risk of 

anesthesia. Pneumoperitoneum necessitates optimal 

preconception and intraoperative care due to the 

hemodynamic response. This study seeks to determine 

the most effective drug dose required to attenuate the 

hemodynamic pressure response, despite the fact that 

numerous other studies have utilized various drugs and 

methods for this purpose. Instrumentation of the airway 

can induce a pressor response, which comprises a 

spectrum of responses that result in increased 

sympathetic activity and can lead to an increase in 

plasma catecholamines.5 Hence, the goal of our study 

was to evaluate and compare the effects of oral 
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pregabalin (P) 150mg , IV fentanyl (F) 2µg/kg vs. oral P 

150mg, IV (F) 2µg/kg, and IV dexmedetomidine 

(Dexdos) 0.25µg/kg during laryngoscopy (LS) and 

endotracheal intubation (ET-I) in abdominal 

surgeries(AS). 

 

AIM 

To evaluate & compare the effects of oral (P) + IV (F) 

with oral (P) +IV (F) +IV (Dexdos) during LS & ET-I in 

AS. 

 

INCLUSION CRITERIA 

1. Age group 20-60 years. 

2. Patients belonging to ASA physical status I & II. 

3. Both genders female & male were included. 

 

EXCLUSION CRITERIA 

1. H/o of drug abuse 

2. H/o use of regular analgesic 

3. H/o chronic pain 

4. H/o of HTN, DM, Impared liver(IL) or Kidney 

function(KF) 

5. Emergency surgery 

6. Known hypersensitivity to study drugs 

7. Inability to verbally express severity of pain 

8. Neurological deficit 

9. Pregnancy 

 

MATERIALS & METHOD 

We conducted a prospective,comparative , randomized, 

double-blind clinical study at KH, Karad, starting in 

October 2017 and ending in May 2019, with a total of 60 

patients. 

 

DATA COLLECTION 

After IEC approval, 60 patients aged between 20 and 60 

years of both genders belonging to ASA physical status 

I and II undergoing elective LS AS under GA were 

randomly divided into 2 groups. Whereas group A (n = 

30) received oral P 150mg (1 hour prior to surgery) and 

IV F 12 g/kg (premedication 10 min prior to surgery), 

while group B (n = 30) received oral P (1 hour prior to 

surgery), IV F 2 g/kg, and IV Dexdos 0.25 g/kg as a 2-

minute infusion (premedication 10 min prior to 

surgery).Furthermore, pre-anaesthetic evaluation 

involves complete haemogram, BT, CT, RBS,KFT, 

serum electrolyte, URA, X-ray chest PA view & ECG. 

Furthermore, in accordance with ASA 

recommendations, patients were given no oral nutrition. 

No analgesics were given to patients within 12 hours 

before surgery. The patient had a 20G cannula put into a 

vein on the dorsum of their non-dominant hand before 

entering the operating room, and lactated Ringer's 

solution was administered. HR,SBP,DBP, MABP, and 

SpO2 were recorded as baseline vital signs. Before 

delivering study medications and prior to intubation, the 

patients' level of sedation was measured using the 

Ramsay sedation scale (RSS). 

 

SCORE RESPONSE 

1 Anxious, agitated or restless 

2 Cooperative, oriented and tranquil 

3 Respond to command 

4 Asleep with brisk response to stimulus 

5 Asleep with sluggish response to stimulus 

6 Asleep with no response. 

Table 1: Ramsay Sedation Score 
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Figure 1: Visual Analogue Scale 

 

STASTICAL ANALYSIS 

Data entry and analysis were performed using Microsoft 

Excel 2007 and SPSS 20.0 software tools. The number 

and frequency (%) of cases served as indicators of the 

categorical factors. Measures of central frequency (such 

as mean) and deviation were used to analyze the 

continuous variables. The unpaired student's t-test, the 

Mann-Whitney U test, the one-way analysis of variance, 

and the general linear model for repeated measures were 

used for statistical analysis. To be statistically 

significant, a p-value less than 0.05 was required. 

 

RESULT 

 

 

GENDER 

GROUP A GROUP B 

NO % NO % 

MALE 8 26.67 10 33.33 

FEMALE 22 73.33 20 66.67 

TOTAL 30 100 30 100 

Table 2: Gender-wise distribution 

 

In our study, we found a predominance of female gender as compared to male gender in both groups. 

 

AGE (years) GROUP A GROUP B 

20-29 15 15 

30-39 7 8 

40-49 6 3 

50-59 2 4 

TOTAL 30 30 

MEAN +- SD 33.07 +- 10.43 32.16 +-10.91 

Table 3: Age-wise distribution 

 

In our study, we found the predominant age group in both 

groups was between 20 and 29 years old. The mean ages 

in groups A and B were 33.07 years and 32.16 years, 

respectively. Both groups are comparable in distribution. 
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BMI (kg/m2) 

 

GROUP A 

 

GROUP B 

 

14-19 

 

3 

 

1 

 

19-25 

 

27 

 

29 

 

TOTAL 

 

30 

 

30 

 

MEAN 

 

21.92 

 

22.1 

Table 4: BMI distribution 

 

In our study, we found that there is no significant difference in the BMI distribution between the two groups, with patients 

being in the normal range, which is predominant in both groups. 

 

 

ASA GRADE 

 

GROUP A 

 

GROUP B 

 

ASA I 

 

26 

 

26 

 

ASA II 

 

4 

 

4 

Table 5: ASA distribution 

 

In our study, we found that the predominant ASA physical status was Grade I in both groups. 

 

 

SEDATION 

 

BEFORE PRE-MEDICATION 

 

PRIOR TO INTUBATION 

 

GROUP A 

 

GROUP B 

 

GROUP A 

 

GROUP B 

 

RAMSAY 1 

 

17 

 

15 

 

0 

 

0 

 

RAMSAY 2 

 

13 

 

15 

 

23 

 

15 

 

RAMSAY 3 

 

0 

 

0 

 

7 

 

15 

 

TOTAL 

 

30 

 

30 

 

30 

 

30 

Table 6: RSS 

 

In our study, we found that the change in the Ramsay 

Sedation Score prior to intubation was greater in Group 

B as compared to Group A. After giving premedication 

in Group A, 76% (23/30) had a sedation score of 2 and 

24% had a sedation score of 3, while in Group B, 50% 

(15/30) had a sedation score of 2 and the remaining 50% 

had a sedation score of 3. The session score was 

comparable in both groups. 
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Figure 2: Variation in HR 

In our study we found that, HRV preoperatively, prior to 

intubation, followed by 1, 3, 5, 10, and 15 minutes after 

intubation in both groups. The HRV was not statistically 

significant in both groups. The overall heart rate mean 

difference was 2.248 bpm with a 95% CI of 1.675–6.170 

bpm and P-value of 0.256. (GLM for repeated measures). 

When a 20% increase in HR was considered, there were 

6 patients in Group A and one patient in Group B who 

had a 20% increase in HR. 

 

 

 

  

 

 

 

 

 

Figure 3: Variation in SBP 

 

In our study, we found that, SBP variation pre-OP, prior 

to intubation, was followed by intervals of 1, 3, 5, 10, and 

15 minutes after intubation in both the groups.The 

variation in SBP was significantly higher in Group B pre-

OP (P-value of 0.004 and 95% CI of 2.267 – 11.731 

mmHg), prior to intubation (P-value of 0.049 and 95% 

CI of 0.022 – 9.245 mmHg), 1 min after intubation (P-

value of 0.001 and 95% CI of 3.715 – 13.219 mmHg), 3 

min after intubation (P-value of 0.000 and 95% CI of 

9.172 – 16.954 mmHg), 5 min after intubation (P-value 

of 0.000 and 95% CI of 8.560 – 14.173 mmHg), 10 min 

after intubation (P-value of 0.000 and 95% CI of 7.304 – 

12.563 mmHg) and 15 min after intubation (P-value of 

0.000 and 95% CI of 6.813 – 12.253 mmHg) as 

compared to Group A. The overall SBP mean difference 

was 9.181 mmHg, with a 95% CI of 6.309–12.053 

mmHg and a P-value of 0.000. (GLM for RM). 
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Figure 4: Variation in DBP 

 

In our study, we found that, DBP variation pre-OP, prior 

to intubation, followed by intervals of 1, 3, 5, 10 and 15 

min after intubation in both the groups.The variation in 

DBP was significantly higher in Group B pre-OP (P- 

value of 0.000 and 95% CI of 6.031 – 15.303 mmHg), 

prior to intubation (P-value of 0.000 and 95% CI of 3.979 

– 12.554 mmHg), 1 min after intubation (P-value of 

0.000 and 95% CI of 4.510 – 14.090 mmHg), 3 min after 

intubation (P-value of and 95% CI of 307 – 13.360 

mmHg), 5 min after intubation (P-value of and 95% CI 

of 517 – 12.083 mmHg), 10 min after intubation (P-value 

of 0.003 and 95% CI of 2.421 – 11.045 mmHg) and 15 

min after intubation (P-value of 0.001 and 95% CI of 

3.144 – 11.123 mmHg) as compared to Group A. The 

overall DBP mean difference was 8.390 mmHg with 

95% CI of 4.238 – 12.543 mmHg and P- value of 0.000. 

(GLM for RM). 

 

 

 

 

 

 

 

 

Figure 5: Variation in MBP 

In our study, we found that MBP variation pre-OP, prior 

to intubation, was followed by intervals of 1, 3, 5, 10, and 

15 minutes after intubation in both groups. The variation 

in MBP was significantly higher in Group B pre-OP (P-

value of = 0.000 and 95% CI of 5.069 – 13.820 mmHg), 

prior to intubation (P-value of 0.001 and 95% CI of 2.967 

– 11.144 mmHg), 1 min after intubation (P-value of 

0.000 and 95% CI of 4.587 – 13.457 mmHg), 3 min after 

intubation (P-value of 0.000 and 95% CI of 6.619 – 

14.048 mmHg), 5 min after intubation (P-value of 0.000 

and 95% CI of 5.815 – 12.163 mmHg), 10 min after 

intubation (P-value of 0.000 and 95% CI of 4.676 – 

10.924 mmHg), and 15 min after intubation (P-value of 

0.000 and 95% CI of 4.975 – 10.891 mmHg) as 

compared to Group A. The overall mean difference was 

8.654 mmHg with 95% CI of 5.182 – 12.126 mmHg and 

P-value of 0.000. (Glm for RM).  

 

http://www.jchr.org/


 
 

 

7 

Journal of Chemical Health Risks 

www.jchr.org 

JCHR (2023) 13(4s), 01-09 | ISSN:2251-6727 

 

FREQUENCY 

TOTAL NO. OF PATIENTS 

GROUP A GROUP B 

0 23 25 

1 3 3 

2 4 2 

TOTAL 30 30 

Table 7: Intra-OP (F) Requirement 

 

In our study, we found that the frequency of intra-OP F top-ups was similar in both groups. 

 

FREQUENCY TOTAL NO. OF PATIENTS 

GROUP A GROUP B 

0 0 0 

1 24 25 

2 6 5 

3 0 0 

Table 8: Post-OP Analgesic Requirement 

 

In our study, we found that the frequency of post-OP analgesic requirements was similar in both groups. 

 

DISCUSSION 

In our study we found that , demographic factors were 

similar between groups. Dexdos improved sedation 

before intubation, according to the RSS. At a low dose of 

0.25 μg/kg, dexdos,P, and F can reduce the rate and 

pressure response to LS and intubation(I). There was 

effective attenuation of F and rate response when 

pregabalin was coupled with F alone, but not pressure 

response. Prior to I, 1, 3, 5, 10, and 15 min after I, Group 

B's MBP was considerably lower than Group A's.The 

MBP difference was 8.65 mmHg (95% CI: 5.182–

12.126) and P-value = 0.000.Both groups had non-

significant HRV. The MHR difference was 2.248 bpm 

(95% CI: 1.675–6.170 bpm, P=0.256). The study found 

that low-dose IV dexdes 0.25μg/kg successfully reduced 

rate response, as seen by a flatter slope (Figure 2) 

compared to Group A. Additionally, it improved 

sedation prior to intubation and reduced the P response 

to LS and I in LS (AP). However, as compared to Group 

A, it did not increase the need for intra-OP and post-OP 

analgesics. Patients' anxiety levels may rise if they are 

conscious during regional anesthesia. To reduce anxiety 

and worry before surgery, various methods have been 

implemented. Pharmacological methods like 

premedication and intraoperative sedation have been 

implemented in various locations, as well as a warm and 

welcoming hospital environment and appropriate 

information and communication on the anesthesia and 

sedation course. The anxiety of surgical patients has also 

been shown to be lessened by music therapy.6 Another 

study done by Gupta et al.7 and Salman et al.8 found that 

there was no significant change in HR with P 150mg and 

F 1μg/kg as compared to placebo, which was similar to 

our study. However, we did not include a placebo group 

in our study.Raichurkar et al.9 found that the MHR 

following LS and I among the groups receiving clonidine 

was less than among the group receiving P and was 

statistically significant at 1 min and 3 min. Whereas, in 

our study, there were 6 patients in Group A as compared 

to one patient in Group B who had a >20% increase in 

HR from the baseline. This could be explained by the fact 

that Raichurkar et al used a higher dose of 2.5μg/kg of F 

as premedication, and P was given 90 min prior to 

surgery. Another study done by Hazra et al.10 concluded 

that SBP, BDP, and MAP were significantly lower with 

dexdos. Keniya et al.11 observed that a maximal increase 

in BP occurred immediately after tracheal I when 

compared to the baseline MBP. Here, another team of 

reseachers found that there is significant reduction in BP 
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with 0.6μg/kg dexdos, SBP and DBP at the time of I.12 

Another study done by Smitha et al.compared 2 doses of 

dexdos and found that SBP, DBP, and MAP were 

statistically lower at all time intervals, especially 1 min 

after I with dexdos (1μg/kg) when compared to 0.5μg/kg. 

When a dose of 1μg/kg was used, there was better control 

of BP than 0.5μg/kg, which was in turn significantly 

better than placebo.13 

Henceforth, in our study we found that, after giving 0.25 

µg/kg of dexdox IV with P and F decreased the R and P 

responses to LS and I more than giving it alone. When 

combined with F alone, P reduced P response but not R 

response. Dexdos also provided improved sedation prior 

to I, as measured by the RSS. Both groups showed intra-

OP F top-ups and post-OP analgesic requirements. 

Furthermore, IV dexdos 0.25 g/kg slowed the HR and P 

responses to LS and I before LSAP. It did not increase 

the requirement for intra-OP and post-OP analgesia. 

Thus,combination of P,F, and dexdos did not potentiate 

post-OP analgesic requirements when compared to P and 

F. 

 

LIMITATION OF THE STUDY 

1. We did not investigated further for occurrence of 

coughor any other airway reflexes. 

2. Dose of IV induction & inhalational agents was 

subjective. 

3. Measurements of plasma catecholamine level which 

was more objective means of haemodynamic 

response was not done because of laboratory 

restrictions. 

4. Measurement of time to recover folloeing 

extubation was not done. 

 

CONCLUSION 

We come to the conclusion that low-dose intravenous 

dexmedetomidine 0.25 μg/kg could effectively blunt the 

RR, as compared to Group A. Also, it blunted the BP to 

laryngoscopy and intubation in LSAS and offered better 

sedation prior to intubation. However, it did not 

potentiate intra-OP and post-OP analgesic requirements 

as compared to Group A. 
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