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shown in Tables 3 and 4. The qualities of sensory block-
ade were similar and clinically effective in both groups 
(Tables 3 and 4). At the onset of surgery, 10 patients in 
group B and 3 patients in group L had a Bromage score of 
3. At the end of surgery, 6 patients in group B had a Bro-
mage score of 3, but none of the patients had a Bromage 
score of 3 in group L. These differences were significant 
(p=0.032 and p=0.014, respectively) (Table 4). 

The number of patients having episodes of hypoten-
sion and bradycardia were comparable between the two 
groups. The prevalence of hypotension was 30,5% in 
group L and 25% in group B. Three patients in group L 
and 5 patients in group B had an episode of bradycar-
dia. Patients responded to intravenous boluses of fluid 
and ephedrine treatment. Atropine was used in 1 patient 
in group B. A total of 11.1% of patients in group L and 
13.8% of patients in group B had pruritis.

Neither APGAR scores at 1 min and 5 min (Table 5) 
nor umblical-cord gas analyses (Table 5) had any signifi-
cant changes between the two groups. These data were 
within physiological ranges in group L and group B.

Discussion
In this present study, low-dose levobupivacaine and 

low-dose bupivacaine combined with fentanyl produced 

a similar quality of sensorial blockade as well as maternal 
haemodynamic and neonatal effects in CS under spinal 
anaesthesia. Combination of fentanyl with low-dose lev-
obupivacaine induced less motor blockade than low-dose 
bupivacaine when administered via the intrathecal route.

The efficacy of neuraxial local anaesthetics is en-
hanced by the addition of intrathecal opioids. Such com-
binations are usually associated with improved anaes-
thesia and analgesia. It also allows the use of very low 
doses of local anaesthetic, which contributes to more 
stable haemodynamics13-15. In the study by Parpaglioni 
et al16, the addition of sufentanil via the intrathecal route 
reduced the minimum local anaesthetic dose (MLAD) of 
spinal levobupivacaine and ropivacaine. It did not affect 
their potency ratio significantly, and resulted in enhanced 
spinal anaesthesia. Intrathecal fentanyl added to low-dose 
local anaesthetics produces a synergistic effect without 
increasing sympathetic blockade or delaying discharge 
from hospital17.

Lee et al study18 was published as the first study on 
the intrathecal use of 0.5% levobupivacaine with fenta-
nyl. They concluded that 2.3 ml of 0.5% levobupivacaine 
with fentanyl (15 µg) was as effective as 2.6 ml of 0.5% 
levobupivacaine alone in spinal anaesthesia for urologi-
cal surgery. Significant differences were not observed 

Table 2: Sensorial block characteristics’ of Levobupivacaine and Bupivacaine groups.

Variables Group L Group B
Time to achieve sensory block of T6 (minutes) 8.33 ± 1.24 7.8 ± 1.06
Max spread of sensory block * T5 (T4-T6) T4 (T4-T6) 
Time to S2 regression (minutes) 69.05 ± 4.61 66.69 ± 5.48

Data are expressed as Mean  ±  Standard Deviation (SD), *: median (range), Group L: Group Levobupivacaine, Group B: Group Bupivacaine.

Table 3: Sensorial block level and motor block degree of  Levobupivacaine and Bupivacaine groups. 

Variables Group L Group B
Sensorial block level

at the beginning of the surgery

(T4 / T4-T6 / T6) 

14 (38.9) / 1 (2.8) /  21 (58.3) 20 (55.6) / 3 (8.3) / 13 (36.1)

Sensorial block level

at the end of the surgery

(T4 / T4-T6 / T6) 

5 (13.9) / 8 (22.2) / 23 (63.9) 10 (27.8) / 6 (16.7) / 17 (47.2)

Bromage scores

at the beginning of the surgery

(0 - 1/2/3) 

0 - 0 / 33 (91.7) / 3 (8.3) 0 - 0 / 26 (72.2) / 10 (27.8) *

Bromage scores 

at the end of the surgery

(0 - 1/2/3) 

0 - 17 (47.2) / 19 (52.8) / 0 0 - 9 (25) / 21 (58,3) / 6 (16.7) *

Data are expressed as number of patients (n) - %, *: p<0.05 compared with Group L, Group L: Group Levobupivacaine, Group B: Group 
Bupivacaine.


