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Abstract
Objective: The study compared spinal block characteristics of equipotent doses of plain 0.5% levobupivacaine, plain 0.75% ropivacaine and
hyperbaric 0.5% bupivacaine for elective caesarean (CS) delivery.
Methods: A total of 100 parturient women undergoing elective CS under spinal anaesthesia were enrolled for the study. The parturients were
randomly assigned to receive one of the following in a subarachnoid block: hyperbaric 0.5% bupivacaine 10 mg (group B), plain 0.5% levobupivacaine 10 mg (group L), or plain 0.5% ropivacaine 15 mg (group R).
Results: Motor block duration [groups B, LB, R: 143.78 (30.43) minutes, 139.31 (33.38) minutes, 137.32 (27.39) minutes, respectively; P=0.80],
sensory block duration [groups B, LB, R: 122.87 (34.93) minutes, 113.03 (39.24) minutes, 125.58 (24.93) minutes, respectively; p=0.30] and first
analgesic request time [groups B, LB, R: 136.87 (28.70) minutes, 133.59 (27.30) minutes, 144.19 (32.09) minutes, respectively; p=0.35] were
statistically comparable. The groups were statistically comparable for sensory block onset time [T6 block; groups B, LB, R: 4.62 (2.80) minutes,
4.93 (2.63) minutes, 5.73 (3.00) minutes, respectively; p=0.29] but motor block onset time was statistically prolonged for group R as compared to
group B [Bromage 3 block; group B, LB, R: 5.93 (3.41) minutes, 9.00 (4.00) minutes, 10.16 (5.66) minutes, respectively; p=0.001]. No statistically
significant differences were seen in sensory and motor block recovery times, haemodynamic parameters or side-effects.
Conclusion: The anaesthesia from a spinal block with 10 mg plain levobupivacaine or 15 mg plain ropivacaine is comparable to the anaesthetic
effect of 10 mg hyperbaric bupivacaine in elective caesarean deliveries.
Keywords: Bupivacaine, caesarean delivery, levobupivacaine, ropivacaine, spinal block

Introduction
The clinical application and pharmacology of levobupivacaine and ropivacaine (commercially available as glucose-free plain preparations) support their widespread use in regional anaesthesia practice because they carry a lower risk of cardiotoxicity and neurotoxicity and offer differential block characteristics especially via the epidural route
(1, 2). Previous studies on the intrathecal use of glucose-free plain solutions of levobupivacaine and ropivacaine
for obstetric anaesthesia have demonstrated faster block recovery and greater haemodynamic stability with a lower
incidence of hypotension (3, 4). In spite of these favourable results, hyperbaric bupivacaine is still the more widely
used local anaesthetic for spinal anaesthesia in parturients undergoing elective caesarean delivery, due to its rapid
onset of action and lower incidence of conversion to general anaesthesia as compared to isobaric bupivacaine (5).
Although spinal block characteristics of three plain local anaesthetics in caesarean deliveries were previously compared in the last decade, the comparative characteristics of these drugs have been re-evaluated since, to elucidate
advantages or disadvantages of their use in place of hyperbaric bupivacaine (6, 7). Gunaydin and Tan (8) inCorresponding Author: Divya Sethi E-mail: divyasth@gmail.com
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vestigated both plain and hyperbaric preparations of bupivacaine and ropivacaine combined with fentanyl in parturients
scheduled for elective caesarean delivery under combined
spinal-epidural anaesthesia. They found that plain and hyperbaric ropivacaine with fentanyl provided a shorter motor
block with a lower requirement of ephedrine when compared
to either plain or hyperbaric bupivacaine. However, the onset
time for the sensory block was longer for plain ropivacaine
when compared to hyperbaric ropivacaine and bupivacaine
with fentanyl. Sundarathiti et al. (9) found that isobaric levobupivacaine (11 mg) with fentanyl provided anaesthesia that
was comparable to either isobaric bupivacaine (11 mg) or hyperbaric bupivacaine (10 mg).
The aim of this prospective, double-blind, randomised control trial was to compare the spinal block characteristics of
equipotent doses of plain 0.5% levobupivacaine, plain 0.75%
ropivacaine and hyperbaric 0.5% bupivacaine in elective caesarean deliveries. The primary outcome of the current study
was the difference in the duration of the motor block. Studies
have reported a less profound motor block and faster motor
block recovery with newer local anaesthetics such as levobupivacaine and ropivacaine (3, 4, 6-8, 10-12). While early recovery from motor block aids in parturient ambulation, an
insufficient motor block during surgery can result in inadequate muscle relaxation, parturient discomfort and need for
anaesthetic supplementation. The secondary outcomes were
sensory and motor block onset and recovery times, sensory
block duration, first analgesic request time, maternal haemodynamic parameters, quality of anaesthesia graded by
an anaesthesiologist, quality of muscle relaxation graded by
a surgeon and side-effects such as hypotension, bradycardia,
nausea and vomiting and shivering.

Methods
This study was conducted at a tertiary care teaching hospital,
the Employees’ State Insurance Cooperation-Postgraduate
Institute of Medical Sciences and Research (ESIC PGIMSR),
New Delhi) from February 2015 to February 2016. The Institute’s Ethics Committee approved the study protocol (DMAH14/19/17/2012-PGIMSR) and the trial was registered at the
Central Trial Registry, India (CTRI/2002/18/011711). A
total of 100 term parturients with an uncomplicated pregnancy scheduled for elective caesarean delivery were enrolled
in this prospective, double-blind, randomised trial after obtaining their written informed consent. The inclusion criteria
were ASA status 2 parturients aged 18-40 years with a body
weight of 45-85 kg and height of 145-155 cm. Parturients
with hypersensitivity to local anaesthetics, contraindications
to neuraxial block, twin pregnancy and obstetric complications such as pre-eclampsia, antepartum haemorrhage or foetal compromise were excluded. All parturients were enrolled

Sethi D. Plain Levobupivacaine and Ropivacaine for Caesarean

by a principal investigator after a thorough pre-anaesthetic
check. They were then assigned to groups B, LB or R using a
computer-generated random numbers list followed by group
allotment concealed in sealed envelopes.
After a fasting period of 8 hours for solids and 2 hours for
clear liquids, intravenous (i.v.) ranitidine 30 mg and metoclopramide 10 mg were given to the parturients 1 hour prior
to surgery. In the operating theatre, the sealed envelope was
handed over to the junior resident who attached all the monitors to the parturient (electrocardiogram, pulse oximetry
and non-invasive blood pressure) and secured an 18-gauge
i.v. access. The parturients’ baseline heart rate (HR), systolic,
diastolic and mean blood pressure (SBP, DBP and MBP) and
SpO2 (oxygen saturation) were recorded and co-loaded with
10 mL kg-1 of Ringer’s lactate solution within 10 minutes.
The drug syringes for the spinal block were prepared by the
junior resident as per the group allotted in the sealed envelope, following which the resident was not further involved in
the study.
Thereafter, the spinal block and subsequent assessment of the
parturient were done by a senior resident who was blinded
to the study group. After skin disinfection, spinal block was
administered with a 25-gauge Quincke needle in the L3-L4
interspace with the parturient in the left lateral position. Parturients in groups B, LB and R intrathecally received 2 ml of
0.5% hyperbaric bupivacaine, 0.5% isobaric levobupivacaine
and 0.75% isobaric ropivacaine (Neon Laboratories Ltd.,
Mumbai, India), respectively. The parturient was then immediately made supine with a 15-degree left lateral tilt of the
table; this stage was noted as time ‘zero’. The haemodynamic
parameters were recorded at time ‘zero’, at 2 minutes after
the spinal block and thereafter at 5-minute intervals throughout the surgery.
The effectiveness of the sensory block was assessed using pain
sensation by pricking with a hypodermic needle and the motor block was assessed using the Bromage scale (B0=no motor
loss, B1=inability to flex the hip, B2=inability to flex the knee
and B3=inability to flex the ankle) (13). The sensory and motor blocks were evaluated at 2-minute intervals for the initial
14 minutes. The onset times of sensory block to T10, T8, T6
dermatomes and motor block to B1, B2 and B3 were noted.
The maximum sensory and motor blocks at 15 minutes were
recorded. The senior resident signalled to the surgeons to
start the surgery after a sensory block of T6 dermatome and
a motor block of B2 were reached.
Thereafter, during surgery and in the postoperative period,
the blocks were assessed for regression at 15-minute intervals.
The regression times of sensory block to T10 and L1 dermatomes and motor block to B2, B1 and B0 were noted. The
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durations of motor block (regression time to B1 minus onset
time to B2) and sensory block were also calculated for each
parturient (regression time to T10 minus onset time to T6).
However, if the sensory block of T6 dermatome or motor
block of B2 was not achieved at 15 minutes, the parturient
was given general anaesthesia. This was recorded as a failure
of the block and the parturient was excluded from the study.
During the surgery, Ringer’s lactate solution was infused at
20 mL kg−1 hour−1. After the delivery, oxytocin 10 IU diluted in 100 ml normal saline was infused slowly over 30 minutes. The occurrence of hypotension (decline in MAP<20%
from baseline, SBP<90 mm or MAP<50 mmHg) was noted
during surgery and was treated with 5 mg intravenous (i.v.)
boluses of ephedrine and an additional i.v. fluid bolus (Ringer’s lactate 5 mL kg−1 over 5 minutes). Maternal bradycardia
(HR<50 beats min−1) was treated with i.v. atropine 0.6 mg
and nausea/vomiting with i.v. ondansetron 4 mg. Parturients
who complained of intra-operative pain (visual analogue
scale [VAS]>3) were given i.v. fentanyl 2 mcg kg−1 for analgesia. At the end of the surgery, the anaesthesiologist again
confirmed if the parturient had felt any pain or discomfort
during the surgery and graded the quality of anaesthesia on
the following scale: grade 4=Excellent (no parturient pain or
discomfort), grade 3=Good (mild pain or discomfort not requiring fentanyl), grade 2=Fair (moderate pain or discomfort
requiring fentanyl for analgesia) and grade 1=Poor (intolerable pain and need for supplementation with additional anaesthetic drugs, e.g. ketamine or propofol). The surgeon graded
the quality of muscle relaxation as; Excellent (no abdominal
strain), Satisfactory (acceptable abdominal strain), or Poor
(unacceptable abdominal strain).
On completion of the surgery, parturients was transferred to
the recovery room and were followed up every 15 minutes
for pain and recovery of sensory and motor blocks. The pain
score was recorded on a 10 cm VAS 0=no pain and VAS
10=severe pain). For a VAS score of 3 or more, the parturient was administered paracetamol 1 gm i.v. (Perfalgan 10 mg
mL−1, Bristol-Myers Squibb Ltd., India), which was recorded
as the first analgesic request time since time ‘zero’. If any parturient had a VAS score of 5 or more or requested additional analgesia after paracetamol infusion, fentanyl 2 mcg kg−1
i.v. was administered. All parturients were also followed on
postoperative days 1 and 3 in the ward and asked about any
complaints of headache, backache or tingling or numbness in
the lower limbs.
Statistical analysis
The null hypothesis of the study was that motor block duration provided by intrathecal plain 10 mg levobupivacaine
or plain 15 mg ropivacaine for caesarean delivery was not
equivalent to the motor block duration provided by 10 mg
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hyperbaric bupivacaine. If the null hypothesis was rejected by
the statistical test (p<0.05), an alternative hypothesis would
be true, which indicated that intrathecal plain 10 mg levobupivacaine or plain 15 mg ropivacaine was able to provide a
motor block of the same duration as 10 mg hyperbaric bupivacaine in caesarean deliveries.
Statistical analysis was performed using Statistical Package
for the Social Sciences software 17.0 for Windows (SPSS Inc.;
Chicago, IL, USA). To detect a difference of 0.8 SD (standard
deviation) units between the mean duration of motor block
among the study groups, it was calculated that 29 patients per
group were required for the study to have a power of 85%
and type I error of 0.05, using a confidence interval of 95%
(14). We enrolled 100 parturients to compensate for dropouts
during the study period.
Continuous variables are presented as mean±SD and categorical variables are presented as absolute numbers and percentages. Data were checked for normality using the Shapiro-Wilk test before statistical analysis. Normally distributed
continuous variables (including age, weight, height, onset and
regression time, duration of the block and haemodynamic
parameters) were compared using one-way analysis of variance (ANOVA). Haemodynamic parameters over time within
the groups were analysed using repeated-measure ANOVA.
For comparison of categorical variables (adverse events), the
Pearson’s chi-square test was used, whereas the Kruskal-Wallis test was used for comparison of quality of anaesthesia and
muscle relaxation. For all statistical tests, a p-value of less than
0.05 was considered as a significant difference.

Results
The details of recruitment of the subjects are shown in a
CONSORT diagram (Figure 1). Out of 100 parturients enrolled for the study, 5 were excluded during the course of the
study, 3 due to failure of the block (1 in each of the groups
due to inadequate sensory level) and 2 due to technical difficulty in performing spinal block (1 in Group B and R), who
were given general anaesthesia for caesarean delivery. A total
of 54 parturients were nulliparous, 28 were para 1 and 13
were para 2 and above. Eighteen parturients had previously
undergone 1 caesarean delivery and 4 parturients had previously undergone 2 caesarean deliveries. Table 1 shows the
demographic profile, total surgical time and spinal to skin incision time (I) for the three groups, which were these were all
statistically comparable. Skin incision to delivery time (D) was
under 120 seconds for all cases.
The motor block duration (primary outcome) was statistically
comparable for the 3 groups [group B=143.78 (30.43) minutes, group LB=139.31 (33.38) minutes, group R=137.32

Turk J Anaesthesiol Reanim 2019

Sethi D. Plain Levobupivacaine and Ropivacaine for Caesarean

Assessed for eligibility and
enrolled

Enrollment

Allocation

Group B (n=34)
• Received allocated
intervention (n=33)
• Did not receive allocated intervention.
Reason: difficult
spinal block (n=1)

Group LB (n=33)
• Received allocated
intervention (n=33)
• Did not receive
allocated intervention
(n=0)

Group R (n=33)
• Received allocated
intervention (n=32)
• Did not receive
allocated intervention.
Reason: difficult spinal
block (n=1)

Analysis
Analysed (n=32)
• Excluded from
analysis (n=1)
Reason: Block
failure/inadequate
sensory level

Analysed (n=32)
• Excluded from
analysis (n=1)
Reason: Block
failure/inadequate
sensory level

Analysed (n=31)
• Excluded from
analysis (n=1)
Reason: Block
failure/inadequate
sensory level

Figure 1. CONSORT Flow diagram
Table 1. Demographic profile and surgical data

Age (years)

Group B
(n=32)

Group LB
(n=32)

Group R
(n=31)

25.65 (3.42)

25.46 (4.16)

26.77 (3.53)

Weight (kg)

59.53 (5.61)

57.28 (5.13)

58.09 (6.06)

Height (cm)

150.34 (4.74)

150.50 (3.37)

150.80 (3.64)

Total Surgical
time (minutes)

45.34 (7.40)

47.81 (6.59)

44.35 (7.04)

Spinal to skin
incision time
(minutes)

6.55 (1.24)

6.63 (1.52)

6.74 (1.36)

Values are represented as mean (SD).

(27.39) minutes, p=0.80]. No statistically significant difference was seen in the sensory block onset times to T10, T8 and
T6 dermatomes between the groups. Statistically, a significant
difference was observed in the motor block onset times to B2
and B3; a post-hoc analysis showed that the difference was
statistically significant between groups B and R (Table 2). The
maximum sensory and motor blocks level achieved at 15 minutes were T4 (T2-T6) and B3 respectively in all three groups,
respectively. The sensory block regression times to T10 and
L1 dermatomes and motor block regression times to B2, B1
and B0 were statistically comparable for the three groups
(Table 3). Sensory block duration [group B=122.87 (34.93)
minutes, group LB=113.03 (39.24) minutes, group R=125.58
(24.93) minutes, p=0.30] and first analgesic request time
[group B=136.87 (28.70) minutes, group LB=133.59 (27.30)

minutes, group R=144.19 (32.09) minutes, p=0.35] were also
statistically comparable.
Figure 2 shows the quality of anaesthesia scores that were
statistically comparable in all the groups (p=0.98). The quality of muscle relaxation was ‘Excellent’ for parturients of all
three groups except for 1 parturient in group B, 3 parturients
in group LB and 2 parturients in group R, for whom it was
‘Good’ (p=0.59). Haemodynamic parameters HR, SBP, DBP
and MBP were statistically comparable at various points of time
between the groups (Figures 3-6). Table 4 shows the occurrence
of intraoperative adverse events; these were statistically comparable. Atropine 0.6 mg i.v. was used for treating bradycardia
in each of the six parturients and ondansetron 4 mg was used
for treating nausea and vomiting in 2 parturients. The median
number of bolus injections of ephedrine 5 mg used for treating
hypotension in parturients in all the three groups was 1 (1-2).
Postoperatively, 14 parturients (group B=4, group LB=5, group
R=5) required fentanyl in addition to paracetamol infusion for
pain relief. The parturients were followed up on days 1 and 3;
there was no incidence of headache, backache or tingling or
numbness in the lower limbs in any parturient of any group.

Discussion
This study compared spinal block characteristics of equipotent doses of hyperbaric 0.5% bupivacaine, plain 0.5% levobupivacaine and plain 0.75% ropivacaine for elective cae-
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Table 2. Sensory and Motor Block Onset Times
Onset Times (minutes)

Group B (n=32)

Group LB (n=32)

Group R (n=31)

p

Sensory onset to T10

2.34 (1.09)

2.50 (1.13)

2.38 (1.08)

0.84

Sensory onset to T8

3.12 (1.89)

3.12 (1.75)

3.54 (2.40)

0.64

Sensory onset to T6

4.62 (2.80)

4.93 (2.63)

5.73 (3.00)

0.29

Motor onset to B1

1.89 (0.32)

2.15 (0.67)

2.20 (0.62)

0.16

Motor onset to B2

2.93 (1.34)

3.81 (1.17)

4.45 (2.61)

0.005*

Motor onset to B3

5.93 (3.41)

9.00 (4.00)

10.16 (5.66)

0.001†

Values are represented as mean (SD). Post-hoc analysis showed statistically significant difference between groups B and R (*p=0.005, p=0.001) with no
statistical difference between groups B and LB or groups LB and R.
†

Table 3. Sensory and motor block regression times
Regression Times (mins)

Group B (n=32)

Group LB (n=32)

Group R (n=31)

p

Sensory two Segment Regression

102.18 (29.12)

91.40 (33.94)

95.80 (21.45)

0.32

Sensory Regression to T10

127.50 (33.86)

117.50 (38.30)

131.12 (25.38)

0.27

Sensory Regression to L1

151.40 (33.94)

152.81 (36.43)

156.77 (25.93)

0.80

Motor Regression to B2

115.31 (25.11)

106.40 (26.71)

107.25 (20.92)

0.50

Motor Regression to B1

146.71 (30.89)

143.12 (33.89)

141.77 (26.78)

0.87

Motor Regression to B0

179.06 (35.11)

178.12 (32.48)

174.19 (29.15)

0.88

Values are represented as mean (SD).
Quality of Anaesthesia Scores

Comparison of Heart Rate
100

30

95
24 24

Number of patients

Group B
20
Group LB
15

Group R

Heart rate (beats min-1)

26
25

90
85

75
70
65

10

60
5

4

5

5
2

3

2
0

0
Excellent

Good

Fair

0

0

Poor

Figure 2. The quality of anaesthesia scores was statistically comparable for the three groups (p-value=0.98)

sarean delivery. The study was adequately powered, as the
primary outcome (motor block duration) was statistically
comparable for the three groups, the null hypothesis stood
rejected, and the alternative hypothesis was validated. The
motor block onset time to B2 and B3 was statistically prolonged in group R compared to group B, which is significant
in emergency caesarean delivery as it can delay surgical incision. The other spinal block parameters including sensory
block onset time, sensory block duration and regression times
of sensory and motor blocks were comparable for the groups.

Group B
Group LB
Group R

80

S
0

ID
2

5

10 15 20 25 30 35 40
Time (mins)

Figure 3. No statistically significant difference was seen
in the between-group or within-group comparison of
heart rate
S: time of giving spinal block; I: skin incision; D:baby delivery

Previous studies have found levobupivacaine and bupivacaine
to be almost equipotent and ropivacaine to be 0.4 to 0.7 times
less potent than bupivacaine and levobupivacaine for intrathecal anaesthesia. Lee et al. (15) obtained the ED50 values for
bupivacaine, levobupivacaine and ropivacaine as 5.50 mg, 5.68
mg and 8.41 mg respectively for intrathecal anaesthesia in lower limb surgeries. The relative anaesthetic potency ratios were
0.97 for levobupivacaine/bupivacaine, 0.65 for ropivacaine/
bupivacaine and 0.68 for ropivacaine/levobupivacaine. Parpaglioni et al. (16) determined the ED50 dose of levobupivacaine and ropivacaine as 10.58 mg and 14.22 mg respectively
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using Dixon and Massey formula, and 10.14 mg and 13.46
mg respectively using logical regression for intrathecal anaesthesia in caesarean delivery. The estimated potency ratio for
spinal levobupivacaine/ropivacaine was 1.34. The estimated
ED95 doses for levobupivacaine and ropivacaine were 12.56
mg and 15.97 mg respectively, which were lower than the doses
previously estimated by Kwaw et al. (13.5 mg and 27 mg for
levobupivacaine and ropivacaine, respectively) (17, 18).

The drug baricity and parturients’ position while performing
the spinal block can influence the intrathecal spread of the local anaesthetic. On measuring the densities, plain 0.5% ropivacaine is slightly hypobaric and plain 0.75% levobupivacaine
is isobaric to CSF (cerebrospinal fluid) (23). Also, the density
of CSF in pregnant women is slightly lower than the density
in men and non-pregnant women (24). Hallworth et al. (25)
Comparison of Diastolic Blood Pressure
100
Diastolic Blood Pressure (mmHg)

Glaser et al. (19) and Fattorini et al. (20) compared intrathecal
levobupivacaine and bupivacaine in 1:1 dose ratio for orthopaedic surgeries and found these to have similar anaesthetic
effects. Malinovsky et al. (21) and Erturk et al. (22) studied
intrathecal ropivacaine and bupivacaine in a dose ratio of 3:
2 for urological and orthopaedic surgeries respectively and
found these to provide comparable anaesthesia. Gautier et al.
(6) observed that 8 mg bupivacaine, 8 mg levobupivacaine and
12 mg ropivacaine with 2.5 mcg sufentanil provided equivalent sensory and motor anaesthesia in spinal block for caesarean deliveries. For this study, we chose intrathecal doses of
bupivacaine, levobupivacaine and ropivacaine based on the
pilot cases we had treated at the start of the study and considered an estimated potency ratio of 3:2 between bupivacaine/
ropivacaine and levobupivacaine/ropivacaine as described in
the above studies.

95
90
Group B

85

Group LB

80

Group R

75
70
65
60

S
0

ID
2

Time (mins)

S: time of giving spinal block; I: skin incision; D: baby delivery

120

Group B

115

Group LB

110

Group R

105
100

0
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2

5
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30 35

Mean Blood Pressure (mmHg)

Systolic Blood Pressure (mmHg)

125

S

40

Comparison of Mean Blood Pressure

130

90

10 15 20 25 30 35

Figure 5. No statistically significant difference was seen
in the between-group or within-group comparison of
diastolic blood pressure

Comporison of Systolic Blood Pressure

95

5

40

80
75

Group B

70

Group LB

65

Group R

60
55 S
50

Figure 4. No statistically significant difference was seen
in the between-group or within-group comparison of
systolic blood pressure
S: time of giving spinal block; I: skin incision; D: baby delivery

85

ID
0

2

5

10 15 20 25 30 35
Time (mins)

40

Figure 6. No statistically significant difference was seen
in the between-group or within-group comparison of
mean blood pressure
S: time of giving spinal block; I: skin incision; D: baby delivery

Table 4. Adverse events occurring in the subjects
Group B (n=32)

Group LB (n=32)

Group R (n=31)

p

Hypotension

8 (25%)

9 (28%)

2 (6.5%)

0.07

Bradycardia

2 (6.3%)

2 (6.3%)

2 (6.5%)

0.99

-

2 (6.3%)

-

-

3 (9.4%)

2 (6.3%)

-

0.24

Nausea and Vomiting
Shivering

Values are represented as the number of parturients (%).
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compared hyperbaric, isobaric and hypobaric bupivacaine
for elective caesarean delivery and found that when spinal
block was performed in the lateral position, drug baricity did
not affect the level of the sensory block. In the sitting position,
the sensory block level was one dermatomal level higher with
hypobaric solution than with hyperbaric solution. For an isobaric drug like levobupivacaine, positioning has no influence
on the sensory block level achieved (26). In all parturients,
SAB was given in lateral position, followed by supine positioning with a wedge. Therefore, the difference in the baricities of
local anaesthetic drugs used ideally should not have led to any
difference in sensory block levels.
This study shows that plain levobupivacaine and ropivacaine
are suitable alternatives to hyperbaric bupivacaine for elective caesarean delivery. A few studies have explored the clinical utility of isobaric levobupivacaine and ropivacaine for
intrathecal anaesthesia for caesarean delivery, however, their
results vary with regard to block characteristics, which could
be due to difference in the doses of drugs and adjuvants and
variations in the regional anaesthesia technique. Although in
most of these studies opioids have been added as adjuvants to
intrathecal drugs to improve the quality of spinal block, this
was not done in the present study because the objective was to
explore the characteristics of spinal block of the newer local
anaesthetics when used as sole anaesthetics. Gunusen et al.
(27) compared three different doses of intrathecal levobupivacaine (5 mg, 7.5 mg and 10 mg) with fentanyl and concluded
that levobupivacaine 7.5 mg with fentanyl 15 mcg was most
appropriate for elective caesarean delivery. Wong et al. (28)
recommended isobaric 0.75% ropivacaine in doses of 18.75
mg or 22.5 mg, whereas Ateser et al. (29) suggested 15 mg or
20 mg of isobaric 1% ropivacaine for SAB in caesarean delivery. Eryilmaz and Gunaydin (10) studied plain 15 mg ropivacaine and plain 10 mg bupivacaine with 25 mcg fentanyl in
spinal block and found a longer sensory block and a shorter
motor block in the ropivacaine group.
For elective caesarean delivery, Camorcia et al. (30) reported
relative motor block potencies for bupivacaine, levobupivacaine and ropivacaine as high (ED50-3.44 mg), intermediate (ED-4.83 mg) and low (ED-5.79 mg) respectively, when
used for intrathecal anaesthesia in caesarean delivery. Also,
the concentration of intrathecal drug injected has a significant effect on motor block; this has been seen for both levobupivacaine and ropivacaine where increasing concentration resulted in a more intense motor block and decreasing
concentration led to a higher dose being required to achieve
the same motor block (31, 32). The use of local anaesthetics
along with low dose with opioids has been studied for elective
caesarean delivery using the CSE technique; while Coppejans et al. (7) found a less intense motor block, Gautier et al.
(6) reported a shorter motor block with levobupivacaine and
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ropivacaine as compared to bupivacaine. In the above studies, the need for increased epidural supplementation was also
seen, which could be due to the use of submaximal drug doses. The present study has shown that a dose of 10 mg plain
levobupivacaine or 15 mg plain ropivacaine is as effective as
10 mg hyperbaric bupivacaine, both in terms of the duration
and intensity (i.e. Bromage 3) of the motor block.
The incidence of hypotension was much lower in group R
(6.5%) as compared to groups LB (28%) and B (25%), though
the difference was not proved to be statistically significant.
Therefore, further studies are needed to confirm the haemodynamic effects of ropivacaine. One possible explanation for
greater haemodynamic stability could be the slower onset
of the block with plain ropivacaine. Ogun et al. (3) found a
lower requirement for ephedrine during caesarean deliveries
with ropivacaine than with bupivacaine. Two previous studies
reported better haemodynamics and lesser hypotension with
intrathecal ropivacaine as compared to bupivacaine for orthopaedic and lower extremity surgeries (28, 33).
The dose of intrathecal drugs used in this study is similar
to the dose used by Gautier et al. (6) but is lower than what
has been used by most other researchers. This is because of
the shorter average height of women in the Indian subcontinent (5 feet or 150 cm) as compared to western countries
(34). Harten et al. (35) studied the height- and weight-adjusted
doses of local anaesthetics for spinal anaesthesia in elective
caesarean delivery. For a similar average patient height (150
cm) and weight (60 kg) as in this study, Harten et al. (35) used
a dose of 1.7 mL of 0.5% hyperbaric bupivacaine with 0.4
mcg morphine. As we did not use an opioid, we chose a higher dose of 2 mL of 0.5% hyperbaric bupivacaine or an equipotent dose of plain 0.5% levobupivacaine and plain 0.75%
ropivacaine in this study.
The study has a few limitations. Blood pressure was measured
at the initial 2 minutes after the spinal block and thereafter
at 5-minute intervals, therefore, it is possible that episodes of
mild hypotension were missed. Hypotension episodes are often preceded by complaints such as dizziness or nausea and
vomiting, which were seen only in two parturients in this
study. Phenylephrine is the preferred drug for the treatment
of hypotension in caesarean delivery, however, ephedrine was
used due to the non-availability of phenylephrine in the hospital pharmacy store. Although an intrathecal opioid was not
used, the parturients’ pain during the surgery and in the postoperative period was adequately managed with i.v. fentanyl.
The postoperative analgesic regime comprised multimodal
analgesia with paracetamol infusion and i.v. fentanyl, which
reduced the pain to a tolerable level (VAS<3) and enabled
parturients to successfully breastfeed their infants.

Turk J Anaesthesiol Reanim 2019

The failure rate of spinal anaesthesia in the study was 5%,
which is higher than what is recommended for elective caesarean delivery. The possible cause for this could be that all
spinal blocks were performed by resident anaesthesiologists.
The omission of an opioid adjuvant along with the intrathecal drug could be another reason. In an audit on failed spinal blocks, a higher failure rate of the block was seen if intrathecal opioid was omitted (36). We excluded all cases of
pre-operative failure of the spinal block from the final analysis. However, there were no cases of intraoperative failure of
spinal anaesthesia or a need for conversion to general anaesthesia during the surgery.
The results of this study can be applied to parturients with a
height of 145-155 cm, which was the inclusion criterion for
the study. Also, we can infer that as an alternative to hyperbaric 0.5% bupivacaine, an equipotent dose of plain 0.5%
levobupivacaine or plain 0.75% ropivacaine can be used effectively in the spinal block for caesarean delivery. However,
in clinical application, it is common practice to add an opioid
adjuvant to the intrathecal drug, therefore, we would like to
evaluate the use of levobupivacaine and ropivacaine with an
opioid in a spinal block for caesarean delivery in the future.

Conclusion
This study shows that for parturients with a height of 145155 cm, plain 0.5% levobupivacaine (10 mg) or 0.75% ropivacaine (15 mg) can provide anaesthesia comparable to that
of hyperbaric 0.5% bupivacaine (10 mg) when used in a spinal block in elective caesarean delivery. The only difference
observed between the spinal block characteristics was a prolonged motor block onset time with ropivacaine. The haemodynamic parameters and side-effects were comparable for the
three local anaesthetics.
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