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Comparison of efficacy and pain perception using 0.5%
Bupivacaine and 2% Lidocaine in periodontal Surgery -

A split mouth randomized clinical trial

Purpose

To evaluate the effectiveness of bupivacaine and lidocaine local anesthesia on the
intra-surgical and post-surgical pain control in patients undergoing periodontal
flap surgery.

Materials and Methods

A randomized, single-blind, split-mouth design was employed in patients who
are scheduled for periodontal flap surgery for at least two similar sextants with
similar anesthetic techniques. Fifty patients (age range 16-65 years, 32 males
and 28 females) enrolled in the present study. On one-site, the flap surgery was
performed using 2% lidocaine with 1:200000 epinephrine and on the other
with 0.5% bupivacaine with 1:200000 epinephrine. Base line clinical parameters,
probing pocket depth, clinical attachment level were recorded. Pain during intra
operative period, at the time of loss of numbness and for three consecutive days
was measured using visual analog scale (VAS).

Results

Significant differences were observed between the two groups in the intra operative
pain scores (p=0.0045) and pain scores at the time of loss of numbness (p=0.0005)
but not at the 1st, 2nd and 3rd day after the surgery.

Conclusion

Bupivacaine was markedy more effective than the lidocaine. Thus the usage of
bupivacaine can be substantiated for periodontal surgeries for the control of pain
in the intra operative and immediate post-operative period to increase patients’
comfort.

Keywords: Bupivacaine, Lidocaine, long acting local anesthetics, pain control,
periodontal flap surgery

Introduction

Pain is a highly personalized and unpleasant state accompanying
tissue damage as a result of an adequate stimulus. It is a construct in-
cluding an individual’s past experiences, learned responses, and expec-
tations in addition to species specific physiologic responses. Pain can
also become a reason for stress and it is mandatory to eliminate this
unpleasant feeling (1,2).

Fear of pain has been associated with the dental treatment since ages.
Effective control of pain during dental procedures has been one of the
most important pre-requisite of painless dentistry. Many dental proce-
dures are often painful, lengthy and can cause major discomfort. In con-
trast to non-surgical treatments, surgery produces significantly more
post-operative discomfort (3). Pain from surgical incision and tissue ma-
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nipulation occurs immediately, but gives way to inflamma-
tory cell recruitment to the injured area over the course of
several hours (4). This contributes to sensitization, which
results in prolonged episodes of pain. Selection of local an-
esthesia during surgery will minimize the use of analgesics
and provide more patient compliance (5).

Periodontal surgeries are one of the most common sur-
gical dental procedures used for the management of peri-
odontal disease. Periodontal disease is a chronic inflamma-
tory condition that resulrs in an often-painless destruction
of tooth supporting tissues (6). On the other hand, peri-
odontal therapy, particularly those requiring extensive sur-
geries with osseous recontouring or placement of multiple
implants, can be significantly painful. Pain from periodon-
tal surgery varies; with mucosal versus osseous procedures
having less versus more pain, respectively (4). Hence, ef-
fective management of intra and postoperative pain is of
utmost importance.

Many strategies have been proposed in medical field
to minimize sensitization associated with surgical proce-
dures which includes anoci-association, balanced anal-
gesia and pre-emptive analgesia (6-8). In dentistry, one
way to minimize this discomfort to the patient during and
after the surgery is the use of pre-operative pain medica-
tion using analgesics like ibuprofen, but it can increase
intraoperative bleeding (9). An alternative method is the
use of long-acting local anesthetics such as bupivacaine
to block nociceptive inputs throughout the peri-opera-
tive period leading to decreased central sensitization and
postoperative pain.

Although, lidocaine is clinically considered to be close to
satisfy the requirements of an ideal anesthetic, while per-
forming extensive periodontal surgeries involving extensive
areas may require anywhere from 30 to 120 minutes, which
may sometimes require an additional reinjection (10). This
can lead to intraoperative pain and discomfort and also in-
creased postoperative pain through central sensitization

Bupivacaine was later introduced for this purpose in the
perioperative period, as they are comparable in onset and
efficacy to lidocaine and has longer duration of action.
Long acting anesthetics can attenuate pain for hours after
the procedure, when acute pain is most intense thereby
making the transition from anesthesia to post-operative
pain comfortable. It was hypothesized that bupivacaine
would cause effective anesthesia at the time of treatment
and also would be effective in controlling postoperative
pain over different time intervals following surgery when
compared to lidocaine (5). Bupivacaine, an amide local an-
esthetic solution being lipid soluble, has greater potency
with longer action (11).

Most of the research regarding the comparison of bupiva-
caine and lidocaine for managing intra- and post-operative
pain has been carried in the field of oral surgery and end-
odontics with a sparse literature in periodontal flap surger-
ies. Therefore, the present study was designed to evaluate
the effectiveness and efficacy of bupivacaine and lidocaine
on the intra-surgical and post-surgical pain control in pa-
tients undergoing periodontal flap surgery. The null hypoth-
esis tested in this study is that there is no difference between
bupivacaine and lidocaine in terms of local anesthetic effec-
tiveness and pain control at any time interval.

Materials and methods
Ethical statement

This was a split mouth, randomized, single blind, study
which was conducted at Vishnu Dental College. The ethical
approval was obtained from institution’s ethical commit-
tee (VDC/IEC/2012-74) prior to the commencement of the
study. All the participants were informed about the proce-
dure and informed consent was obtained before the start of
the surgery.

Sample size calculation

Sample size was calculated by using n master 2.0 software
(CMS Biostatistics, Vellore, India). The clinically acceptable ef-
fect for which non inferiority can be declared is a change of
1 on the visual analogue scale. The true difference is thought
to be zero and the expected standard deviation in the popu-
lation in which the trial is to be conducted is 1.10, alpha level
was set at 5% and power was fixed at 80%.

Participants and materials

Fifty particiapants ranging in age range of 16 to 65 years
(32 males and 28 females) whom are candidates for peri-
odontal flap surgery in the mandibular posterior region
were included in the present study. The exclusion criteria
included the patients with known allergy to local anesthet-
ics and patients under any medication which can alter the
pain perception (opioids, corticosteroids, NSAIDS, sedatives,
anti-anxiety drugs, antidepressants, CNS stimulants) and pa-
tients under anti-coagulant therapy, uncontrolled systemic
diseases, smokers etc. The materials required for this study
included 0.5% Bupivacaine hydrochloride with 1:200000
epinephrine (Marcaine, Cook-Waite company, USA) for the
test group and 2% Lidocaine hydrochloride with 1:200000
epinephrine (Xylocaine, Astra zeneca) for the controls, an as-
pirating syringe with 30-gauge needle (septodont, USA) and
a graduated portable aspirator.

Study design

Two sextants in the mandibular posterior region requiring
similar periodontal flap surgeries were considered and sim-
ilar anesthetic techniques and equal amount of anesthesia
were administered. The site for choosing either of the anes-
thesia were randomized using coin flip method and the sec-
ond periodontal flap surgery was done either on the same
day or at least one week after the first surgery.

Data collection

At the time of periodontal surgery, the following parame-
ters were recorded to assess the efficacy of a local anesthetic
agent includes: onset of local anesthesia which was deter-
mined by the patients’ claim and by the loss of sensibility
to pricking with periodontal probe (UNC 15 — Hu-Friedy,
USA); depth of anesthesia which was assessed by evaluation
of pain during surgery using visual analogue scale (VAS);
amount of anesthetic solution which was described as the
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total volume of anesthetic solution used during surgery. If
additional anesthetic solution was needed for re-anesthesia,
time at which additional anesthetic solution was adminis-
tered, volume and anesthetic technique used for re- anes-
thesia were recorded; Duration of surgery was defined as the
time from starting of the incision to the completion of last
suture. Osteoplasty; whether it was required or not; Bleed-
ing during surgery variable was defined as all the water and
blood collected into a graduated beaker using a portable
aspirator. The total amount of blood was calculated by sub-
tracting the volume of water used during the surgery from
the total volume of fluid aspirated. Any saliva generated
during the procedure was considered negligible since each
patient served as his/her own control. Base line clinical pa-
rameters were measured before the surgery which includes
Plaque index (PI) (Silness and Loe, 1964), gingival index (GI)
(Loe and Silness, 1963), Probing pocket depth (PPD), Clinical
attachment level (CAL).

Outcome measures

Primary outcome measures considered were the efficacy
of bupivacaine over lidocaine and patients’ pain perception
towards these two anesthetics.

Surgical procedure

Three weeks after initial nonsurgical periodontal therapy
(NSPT) which consisted of oral hygiene instructions and full
mouth scaling followed by root planing, a periodontal evalua-
tion was performed to confirm the suitability of sites for peri-
odontal surgery. Patients with probing pocket depths higher
or equal to 5mm for molars higher than or equal to 6mm for
incisors and premolars were scheduled for periodontal flap
surgery. All surgeries were performed in the morning hours to
provide the patient and investigator sufficient time to evalu-
ate the postoperative discomfort before bedtime and to avoid
possible diurnal variation in pain response.

All the surgeries were performed under strict surgical pro-
tocol by the same surgeon. Both the sextants in the mandi-
ble received inferior alveolar, lingual and long buccal nerve
blocks. The same amount of local anesthetic solution (i.e. 1
carpule or 1.8 ml) was deposited for inferior alveolar and lin-
gual nerve block] at each site to achieve surgical anesthesia.
An additional carpule was deposited for the long buccal and
intra papillary injections. No additional anesthesia was giv-
en. If additional anesthetic solution is needed for re-anes-
thesia (during periodontal surgery), time at which addition-
al anesthetic solution administered, volume and anesthetic
technique used for re-anesthesia was recorded. Access flap
surgery was performed using crevicular and interdental inci-
sions. A full thickness mucoperiosteal flap was reflected and
thorough surgical debridement was done. Direct loop su-
tures were placed and the area was protected with a non-eu-
genol dressing. Any discomfort persists after the surgery pa-
tients were instructed to take diclofenac sodium (50mg IP).

Postoperative parameters were evaluated using a specially
prepared patient handout including: Duration of analgesia -
determined by the difference between onset of anesthesia
to the ingestion of first rescue analgesic (the patients were
requested not to take the analgesic until the pain starts); Re-

covery from the anesthesia - evaluated by measuring pain at
the time of loss of numbness using VAS; Any other significant
events related to anesthesia or surgery; Intraoperative and
postoperative subjective pain - evaluated by using a question-
naire after the surgery, which consisted of a 100-mm-length
VAS, with a 0 anchored by “no pain” and a 100 anchored by
“worst pain imaginable”. Pain scores were taken immediately
after surgery, at the time of loss of numbness (subjects were
requested not to take any pain medications until and unless
the pain starts and after the surgery for three consecutive days
upon waking in the morning; Total number of analgesics used
during the postoperative days; Patient preference - Seven
days after the completion of the second surgery each patient
was asked, “Which one would you prefer for future surgeries?”

Statistical analysis

IBM SPSS V 25.0 (IBM Corp, Armonk, NY, USA) software was
used for the data analysis. As the scale variables were not nor-
mally distributed non-arametric tests such as Mann- Whitney
U test for independent pairwise comparisons and Wilcoxon
matched pair test for intragroup comparison were performed.
The categorical variables were analyzed using Chi-square test.
The confidence level was set to 95% and p values less than
0.05 were considered as statistically significant.

Results

All the fifty patients tolerated the surgical procedure well,
except for one patient who had developed swelling post
operatively, which was subdued without any further compli-
cation. None of the patients developed any other anesthet-
ic related (or) intra and postoperative complications. Peri-
odontal variables: No significant differences were observed
between the two sextants, extent of surgery (number of
teeth involved), severity of periodontal inflammation (PI, GI)
and severity of periodontal involvement (PPD, CAL) (Table1).

There were no major discrepancies between the two local
anesthetics in terms of osteoplasty, surgery length, or blood
loss volume. Except for the mean onset of numbness, all an-
aesthetic variables were statistically significant, including
lack of sensibility to pricking, the need for additional anaes-
thesia, the length of anaesthesia, recovery from anaesthe-
sia, and the total number of analgesics used. From a clinical
perspective, bupivacaine seemed to produce better results
(Table 2 and Table 3).

Table 1. Inter-group comparison of periodontal parameters at
baseline.

Variables LA Mean SD pvalue
Bupivacaine 236 041

Plaque Index 0.518
Lignocaine 2.55 0.97
Bupivacaine 244 037

Gingival Index 0.626

Lignocaine 256 081

Bupivacaine  4.01 0.58
PPD 0.4937
Lignocaine 3.9 0.6

Bupivacaine  4.61 0.56
CAL 0.8682
Lignocaine 4.6 0.9
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Table 2. Comparative evaluation of two groups using non-

Table 4. Comparison of pain scores at different time intervals, **

parametric tests (** p<0.01 inidicates highly statistically significant).

p<0.01 highly statistically significant.

Variable LA Yes No p- value Variables Groups Pain score p-value
Recovery Bupivacaine 12 03 . . Bupivacaine  0.67+0.82
i 0.69 Intraoperative pain ot Py 0.0045%*
. . . idocaine NE=LIE
anesihes Lignocaine 01 14 -~ : D771 83
i i upivacaine  2.27+1.
Bupivacaine 10 05 Pain at the time of loss 0.0005%*
Osteoplasty 0.0002" of numbness Lidocaine 4.07+1.03
Lignocaine 11
Bupivacaine  1.07+1.33
Day 1 0.1585
Lidocaine 1.60+1.84
Table 3. Comparative evaluation of inter group variations using Bupivacaine  0.47+1.06
parametric tests, * p<0.05 statistically significant, ** p<0.01 highly Day 2 - - 0.6187
statistically significant. Lidocaine  0.40+0.51
Sre Bupivacaine  0.07+0.26 07557
. a .
Variable LA Mean SD P- value y Lidocaine 0.00+0.00
Loss of sensibility to ~ Bupivacaine  4.96 2.65 0.0202
pricking (mins) ; ; . .
Lignocaine 2.52 1.42 Discussion
Additional anesthesia Bupivacaine  0.00 0.00 0.016"
(mb) Lignocaine  0.67 0.98 Alleviating the pain is of paramount importance for both
Duration of surgery  Bupivacaine 1197 3646  0.803 patients and dentists. Routine periodontal surgeries are well
T - 1208 2968 tolerated by the patients and short acting local anesthet-
'gnocaine : : ics followed by analgesics are effective in dealing with the
Volume of blood loss  Bupivacaine 104 386 09174 pain. However, in surgeries covering large areas of mouth
Lignocaine 10.5.67 33.27 requiring extensive tissue manipulation with osseous re-
Duration of analgesia Bupivacaine 438 7292 0.00001" contouring may eventually lead to excessive postoperative
(mins) 5 X pain. Further, the transition between loss of anesthetic effect
Lignocaine 164 51.24 L . .
and onset of pain is the most difficult phase for the patient.
Number of analgesic  Bupivacaine  1.73 171 0.0003 Hence, the use of longer acting local anesthetics may be

tablets Lignocaine 447  1.25

Statistically significant differences were observed be-
tween the two groups in terms of pain scores immediately
after surgery and pain at the time of loss of numbness. No
significant differences were observed in pain at first, second
and third day after surgery (Figure 1, Table 4).
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Figure 1. Comparison of pain scores at five different time intervals.

considered in such situations. As reported earlier, periodon-
tal surgeries produce less morbidity and discomfort to the
patient (12). Therefore, second surgery was performed one
week after the first surgery depending on the patients’ com-
fort. None of the patients reported any discomfort after one
week of surgery.

Assessment of pain using pain scales is subjective and
highly dependent upon individual experience, therefore in
this experimental design the patient served as both the con-
trol and test subject as the horizontal VAS was used (13).

The efficacy of bupivacaine as long acting anesthetic has
been well substantiated in the literature. The efficacy of 0.5%
Bupivacaine HCl was found to be comparable or even more
potent than that of 2% Lidocaine HCI. (11,14). According to
the available literature, Bupivacaine has a higher efficacy in
general dental procedures, especially in extractions. Howev-
er, no research has been done to date to assess its utility in
periodontal surgery.

In the present study, bupivacaine has slightly delayed pa-
tient reported onset than that of lidocaine. Onset of com-
plete surgical anesthesia as determined by the loss of prick-
ing with periodontal probe was delayed from 3 to 8 min with
Bupivacaine than that of Lidocaine which was statistically
significant. This is consistent with previous findings ranging
from 6 to 10 min. The delay in the onset can be related to the
higher pKa for Bupivacaine which reduces the availability of
free base form of anesthetic molecules to diffuse through
the nerve membrane (15). In a previous study, loss of sensi-
bility to pricking took an average of 8.1 minutes for bupiva-
caine, varying from less than 5 to 15 minutes (16).
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Bupivacaine is more firmly bound in the nerve membrane
(increased protein binding) therefore released more slowly
from receptor sites in the sodium channels (15). This study
showed that duration of analgesia was 37% higher for Bupi-
vacaine which lasted for up to an average period of 7.3 hrs
which was highly significant (p=0.00001%). Similar findings
have been reported before (17-19). In a similar study, it was
reported that the bupivacaine group was numb for a mean
time of 5.9 hrs as compared to 3.9 hrs for the lidocaine group
(20). Another one showed that the quadrants received Lido-
caine maintained postoperative anesthesia for an average
duration of 2.47 hrs while the Bupivacaine had a significantly
longer duration of 5.62 hrs (21).

Saline used during the osteoplasty was standardized for
all the patients as 20 ml and it was not included at the time
of statistical analysis. There were no significant differences
in the extent, severity of periodontal involvement, duration
of the procedure and surgical trauma (osteoplasty) between
the two groups, hence theirimpact on the intra and postop-
erative pain was minimized between the groups. Sextants
requiring similar anesthetics were selected irrespective of
their location because it has been reported that there was
no difference in the pain experience and no difference in
postoperative pain related to the location of surgery (11,21).

The mean duration of the procedure in this study was
120.26%32.66 min, ranging from 60 to 155 min. This is similar
to a study which reported a mean duration of the periodon-
tal flap procedure to be 151.8+52.2 min, ranging from 51 to
255 min. One study reported mean surgical time per quad-
rant was 60+14.52 min, ranging from 30 to 100 min (22). A
clinical trial reported that periodontal surgical procedures
required operating times of between 30 to 120 min with a
mean duration of 67 min (11).

Bupivacaine has 2.5 times more vasodilating activity when
compared to Lidocaine and hence more amount of blood
loss can be expected while using Bupivacaine (14). To some
degree, these effects may be concentration dependent (23).
But in this study, amount of blood loss during the periodon-
tal surgery was similar between the groups accounting for
a mean blood loss of 104.00+38.65ml in test group and
105.67+33.27ml in control group; the difference was not sta-
tistically significant. This is in contrast with a previous study
where bupivacaine group demonstrated more bleeding
during periodontal surgeries, but the evaluation of bleeding
was done by subjective assessment of the degree of homeo-
stasis achieved (i.e., excellent, limited or poor) which is inac-
curate (19). The total blood loss accounted to a combined
average of 104.83+35.44ml ranging from 50 to 180ml. This is
lesser when compared to a previous study which reported a
mean blood loss of 134.4+114.3 ml ranging from 16-592 ml
(24). But it is more when compared to other studies which
reported a mean blood loss of 59.47+38.2ml ranging from
6.0 to 145.1 ml (25). Both these studies employed variable
amount of local anesthetic solutions and used calorimetric
methods for measuring blood volume loss, where as in this
study measurement was done using a calibrated suction ap-
paratus. The average blood loss per papilla in this study was
7.02 ml for bupivacaine and 7.07 ml for lignocaine, this was
similar to another study which reported 10 ml of blood loss
per interproximal papilla when a flap was raised or osseous
recontouring was performed (24).

Intraoperative pain which was measured immediate-
ly after periodontal surgery was greater for lidocaine with
statistically significance (p<0.01). This could be due to the
shorter duration of action of lidocaine leading to pain and
requirement of additional local anesthesia intra-operatively
in control group which might have led to postoperative cen-
tral sensitization. Five patients required an additional 2 ml of
Lidocaine each and none of the test sites required additional
Bupivacaine.

Recovery from anesthesia was smooth and comfortable
with bupivacaine (p<0.0001) due to longer duration of ac-
tion resulting in suppression of peripheral nociceptive activ-
ity in the immediate postoperative period, thereby reduced
central sensitization and pain (26). This effect might have
reflected on the pain perception immediately after the peri-
odontal surgery, choice of anesthesia for their future surger-
ies and number of analgesic tablets consumed in test group.
However acute pain tends to peak 8 to 10 hours after the
procedure (27). Study showed an overall gradual decrease
in postoperative pain with the intensity most severe in the
immediate postoperative period followed by gradual de-
crease in the consecutive, first, second and third days after
the surgery. But the pain perception was significantly less in
the immediate postoperative period in bupivacaine group
(p<0.01). This is in agreement with a previous study which
showed statistically significant difference in pain perception
in the immediate postoperative period over 8 different time
periods in first 24 hours between bupivacaine and lidocaine
(19). However, this difference was not observed at the first,
second and third days post-operatively. One study done in
patients undergoing extraction of impacted third molars re-
ported that bupivacaine significantly increased prostaglan-
din production by stimulating COX-2 gene expression at 48
hours causing increased pain after the local anesthetic ef-
fect dissipates (28). But this was not observed in the present
study as the intensity of pain gradually decreased over the
time period of 72 hours post-operatively. This again demon-
strates that the most critical time of pain control is between
the loss of anesthesia and the first 24 h after the surgery.
Once this critical phase passes out most of the patients often
do not require regular dose of analgesics.

In this study, number of analgesic tablets consumed were
significantly less (p<0.001) in test group with an average of
1.73%£1.71 tablets compared to 4.47+1.25 tablets in control
group. Three subjects haven't used even single analgesic
tablet and 6 patients required only one analgesic tablet post
operatively in bupivacaine group. Similarly, in other studies
bupivacaine group took 2.8 postoperative analgesic tab-
lets as compared to 4.3 for the lidocaine group and in other
study lidocaine group reported an average of 3.7 tablets ver-
sus a significantly smaller amount for the bupivacaine group
of 1.6 tablets (19,20).

Being a single blinded study, the patient has no knowledge
of what anesthetic is being used. Hence, feedback from the
patients can be taken as an accurate appraisal. The patient
preference of anesthetic for future surgeries which was re-
corded 1 week after second surgery for each patient. Out of
fifty patients, 39 subjects opted for bupivacaine, 11 subjects
preferred lidocaine because of lesser duration of numbness
postoperatively and only one patient felt comfortable with
lidocaine. These results are in tandem with another study
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where bupivacaine was preferred by 14 out of 19 patients
and 3 patients preferred lidocaine and one patient did not
respond (19).

In terms of adverse events, the toxicity of bupivacaine is
less than one-fourth that of lidocaine (14). Bupivacaine is
thought to be less safe than other long acting local anaes-
thetics, especially with regard to cardiac toxicity. Thus, the
accentuation of Bupivacaine cardio toxicity must also be
considered in patients taking chronic medications that de-
press cardiac function, such as beta blockers, calcium chan-
nel and cardiac glycoside (29,30). A recent meta-analysis
reported that there is no evidence could be found to con-
clude that bupivacaine was less safe than lidocaine (31). No
adverse events were reported in this study.

Conclusion

Within the limitations of the present study, it can be stat-
ed that 0.5% bupivacaine administered as local anesthetic
in periodontal flap surgey is more likely to provide higher
intra-operative and immediate post-operative pain control
when compared to 2% lidocaine.

Tiirk¢e Ozet: Periodontal cerrahide local anestezik olarak kullanilan
%0.5'lik bupivacaine ve 2% lidocaine preparatlarinin etkinliginin ve
agri algisinin karsilastinlmasi — Béliinmis agiz tasarimli klinik ¢alis-
ma. Amag: Periodontal flep cerrahisi uygulanan hastalarda kullanilan
bupivacaine ve lidocaine icerikli lokal anestezik maddelerin girisim
sirasinda ve sonrasinda agri kontrolii etkinliklerinin karsilastiriimasi.
Bireyler ve yéntem: Rastgellenmis, tek kér, boliinmiis agiz tasarimli bir
calismada en az iki benzer bélgede periodontal cerrahide benzer anes-
tezi teknikleri uygulanacak bireyler belirlenmistir. 32 erkek, 28 kadin
olmak lizere yas araligi 16-65 arasinda degisen 50 hasta ¢alismaya
dabhil edilmistir. Bir bélgede flep cerrahisi sirasinda %2’lik lidocaine ve
1:200000 epinefrin digerinde %0.5’lik bupivacaine ve 1:200000 epinefrin
kullanilmistir. Baslangicta, temel klinik parametreler, sondalamada cep
derinligi, klinik atasman seviyeleri kayit edilmistir. Girisim sirasindaki
agn, uyusukluk hissi gegerken hissedilen adri ve girisimi takip eden 3
glin icindeki agri, vizuel analog skala (VAS) kullanilarak takip edilmis
ve istatistiksel olarak karsilastirilmistir. Bulgular: Girisim sirasindaki
agn skorlari bakimindan iki grup arasinda istatistiksel olarak anlamli
farkhhik oldugu belirlenmistir (p=0.0045). Ayni durum, uyusukluk hissi
gecerken bildirilen agri skorlarn arasinda da gézlenmistir (p=0.0005).
Ancak, birinci, ikinci ve lglincii glinler arasinda agn skoru bakimin-
dan bir fark ortaya ¢ikmamustir. Sonug: Bupivacaine igeren preparatin
lidocaine icerene gére periodontal cerrahide daha basarili oldugu éne
stirtilebilir. Buna bagli olarak, periodontal flep cerrahisinde girisim
sirasindaki ve hemen sonrasindaki agri hissini kontrol etmek ve hasta
konforunu arttirmak igin bupivacaine iceren lokal anesteziklerin kul-
lanimi yararli olabilir. Anahtar kelimeler: Bupivacaine, lidocaine, uzun
etkili lokal anestezik madde, agri kontrolii, periodontal flep cerrahisi
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