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					ORIGINAL ARTICLE  

					Single Shot Spinal Analgesia for Labour: Bupivacaine- Pethidine versus  
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					Background: The high cost of epidural services may impede its wholesale application especially in  

					low resource setting. Single shot spinal, a cheap and effective alternative technique for alleviating  

					labour pain, may be useful for Nigerian women in labour. Thus, we compared the effects of single-shot  

					intrathecal bupivacaine with either fentanyl or pethidine (preservative-free) for labour analgesia in  

					multiparous women.  

					ABSTRACT  

					Method: One hundred and twenty-two multiparous ASA 1 or 2 parturients at term requesting for  

					analgesia in labour with cervical dilatation ≥ 4 cm were randomly assigned to receive 1.5ml of study  

					solution containing 2.5mg hypobaric bupivacaine plus 7.5mg pethidine for BP group or 2.5mg  

					hypobaric bupivacaine plus 25µg fentanyl for BF group. The spinal medications were administered  

					aseptically into the subarachnoid space using any of L2/L3, L3/L4, or L4/L5 intervertebral space with  

					the patient in sitting position. Primary outcome was the proportion of women who had adequate  

					analgesia for labour in both groups.  

					Results: The patients had similar socio-demographic characteristics and baseline haemodynamic  

					parameters. The mean onset time of spinal analgesia was shorter with BF group than the BP group (2.4  

					± 0.7 min vs. 2.9 ± 1.0 min, p=0.006). All parturients achieved satisfactory analgesia with Numerical  

					rating scale (NRS) ≤ 3 within 20 mins of institution of spinal block. The mean duration of analgesia  

					was significantly longer in the BP group compared to the BF group (258 ± 76.2 min vs. 135.3 ± 3.4  

					min, p<0.001). The proportion of women in BP group that had adequate labour analgesia was 70.5%  

					(43/61) as against 49.2% (30/61) in the BF group (p=0.026). Fewer number of women in the BP group  

					(20/61) compared to the BF group (36/61) required additional analgesia for episiotomy repair.  

					Conclusion: The combination of bupivacaine-pethidine provided superior, long lasting, effective  

					analgesia in multiparous women with good feto-maternal outcome. Pethidine added to bupivacaine  

					should be preferred option for single shot spinal analgesia for multiparous women in labour especially  

					in low resource countries of the world.  
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					stress hormones with a resultant decrease in uterine  

					contraction, deprivation of nutrient and oxygen supply  

					to the foetus, increasing the risk of foetal and maternal  

					morbidity and mortality1. All these consequences of  

					pain at childbirth are attenuated with effective labour  

					analgesia. Various methods are available for the relief  

					of labour pain and the utilization of each method  

					INTRODUCTION  

					Childbearing remains a fundamental part of human  

					reproduction as it affords man the opportunity of self-  

					propagation. The joy of bringing a life into the world is  

					the dream of every woman but the pain of childbirth is  

					regarded as the most painful experience for most  

					women.1 Pain results in patient discomfort, release of  
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					depends on the availability of skilled personnel and  

					METHODOLOGY:  

					materials. Parenteral and Intramuscular opioids,  

					Combined Spinal Epidural (CSE), Transcutaneous  

					Electrical Nerve Stimulation (TENS), Epidural  

					anaesthesia, Entonox, Pudendal block, Paracervical  

					block and recently Single Shot Spinal (SSS) block  

					have all been used to provide pain relief in labour.2  

					Sedatives and Opioids given intramuscularly or  

					intravenously are commonly used with little effective  

					pain relief in labour, alongside a risk of foetal and  

					maternal complications.3 Although, epidural analgesia  

					remains the most widely used technique because of its  

					flexibility to meet the needs of patient and minimal  

					hemodynamic alteration, the use of SSS technique has  

					also been shown to be effective. Epidural services,  

					though available in the developing countries are not  

					readily used for reasons such as prohibitory cost,  

					affordability and lack of skilled manpower. Single Shot  

					Spinal block has been found to be cost effective with  

					good maternal satisfaction and has been shown not to  

					influence the mode of delivery and could be a suitable  

					alternative to epidural labour analgesia.4  

					Single Shot Spinal block with low dose bupivacaine  

					and fentanyl, in comparison with epidural analgesia  

					has the advantage of immediate onset of reliable  

					analgesia, definitive end point, minimal hemodynamic  

					changes and motor blockade. Fyneface-Ogan and co-  

					workers5 investigated the effects of Single Shot  

					Intrathecal bupivacaine with dextomedetomidine  

					compared to bupivacaine with fentanyl on labour  

					outcomes in Nigeria women. The authors demonstrated  

					that a single shot intrathecal low dose bupivacaine and  

					fentanyl or dexmedetomidine significantly prolonged  

					the duration of analgesia in women in labour ; BF  

					(122.9+10.42mins) and BD (268.9 + 15.84 mins;  

					p=0.0001).  

					PATIENTS  

					This randomized controlled study was performed at the  

					University of Benin Teaching Hospital Benin City  

					Nigeria; a 750-bed tertiary referral hospital with an  

					average of 180 deliveries per month. Approval was  

					sought and received from the Institutional Health  

					Research Ethics Committee (HREC).  

					Sample Size Estimation  

					A pre-hoc power analysis estimated the sample size  

					calculation based upon the incidence of women  

					achieving satisfactory spinal analgesia for the duration  

					of labour. This incidence was identified as 73% in a  

					similar population in a previous study (Viitanen et al)  

					and we wished to detect a 20% improvement in the  

					group who received bupivacaine-pethidine compared  

					to the bupivacaine-fentanyl group. Using sample size  

					calculations based upon proportions, and accepting  

					type I error rate of 0.05 and type II error rate of 0.20,  

					110 women were required in total, with planned  

					recruited of 122 women for the study to accommodate  

					for protocol violations and losses to follow-up.  

					Recruitment  

					Women were approached in the antenatal clinics and  

					requested to participate in the study. Healthy  

					parturients in labour and free from any medical  

					diseases were recruited on request for labour analgesia  

					but in active phase of labour (cervical dilatation ≥4cm).  

					The multiparous women with pregnancy at term,  

					singleton and likely to result in the delivery of a live  

					infant were included. Parturients with allergy to the  

					study medications, contraindications to central  

					neuraxial block, nulliparous, obstetric complications  

					like preeclampsia, multiple pregnancies or placenta  

					previa were excluded. Written informed consent was  

					obtained from all parturients prior to participation in  

					the study.  

					Fentanyl is a well-known intrathecal analgesia adjunct  

					used not only for lower abdominal and perianal  

					surgeries but also for SSS for labour analgesia.6,7 Other  

					adjuncts in combination with bupivacaine such as  

					dextomedetomidine,  

					morphine,  

					clonidine  

					and  

					sufentanil are not readily available in developing  

					countries like Nigeria.4,8Pethidine, a phenylpiperidine  

					opioid, share similar physicochemical properties with  

					fentanyl9 but with a long duration of action. The use of  

					intravenous pethidine for labour analgesia is well  

					PROTOCOLS  

					A standardized spinal anaesthesia was provided after a  

					preprocedural assessment of parturient was done on  

					admission into the labour ward. Maternal  

					haemodynamics variables, pain score, and cervical  

					dilatation were recorded before the spinal block.  

					Electrocardioigraphy, oxygen saturation, blood  

					pressure and foetal well-being (using Cardiotocograph)  

					were monitored. Each patient received intravenous  

					1000mL of balanced salt solution (0.9% normal saline)  

					for preload and subsequently 500mL for hydration  

					before institution of spinal block. Spinal analgesia was  

					induced using a pencil-point 25G (Whitacre) spinal  

					needle L2/3, L3/4 or L4/5 interspace, with the parturient  

					documented.10  

					Nevertheless, the combination of  

					pethidine with bupivacaine intrathecally for labour  

					analgesia using SSS has not been evaluated  

					comprehensively. Pethidine is readily available and its  

					usefulness in post caesarean section pain management  

					has been reported.11It is therefore hypothesized that the  

					addition of pethidine to bupivacaine will provide  

					adequate analgesia and prolonged duration of pain  

					relief in labour in comparison to fentanyl.  
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					in the sitting position. Following routine cleaning and  

					yawning/request for water was treated with bolus  

					infusion of 0.9% saline and aliquots of ephedrine 3-  

					6mg intravenously. The various demographic  

					characteristics like age as at last birthday, height,  

					weight, level of education, parity, cervical dilatation at  

					commencement of spinal analgesia were documented.  

					draping, the chosen interspace was infiltrated with  

					1mL of 2% lidocaine. The spinal needle was  

					introduced via an introducer and advanced gently until  

					a ‘give’ was felt. The trocar was withdrawn and the  

					subarachnoid space recognized with the flow of clear  

					cerebrospinal fluid. The mixture (1.5ml) of  

					bupivacaine 2.5mg (0.5ml) plus Pethidine 7.5mg (1ml)  

					(group BP) or bupivacaine 2.5mg(0.5ml) plus fentanyl  

					25µg(1ml) (group BF) was injected based on group  

					allocation from the randomization process. The spinal  

					needle was withdrawn along with the introducer and  

					sterile dressing applied. The parturient was returned to  

					the supine position and monitors for both mother and  

					foetus attached.  

					Table I: Demographic, anthropometric and ASA  

					characteristics of the parturients  

					Characteristics BP (n  

					= 61)  

					BF (n  

					= 61)  

					p-  

					Statistical  

					value significance  

					[Mean [Mean  

					(SD)] (SD)]  

					32.4 ± 31.5 ±  

					4.4 4.8  

					0.290  

					0.806  

					0.699  

					0.955  

					NS  

					NS  

					NS  

					NS  

					Age (years)  

					Weight (kg)  

					Height (m)  

					MEASUREMENTS OF OUTCOMES  

					An independent investigator blinded as to the  

					intrathecal mixture used evaluated the patient’s  

					haemodynamic status and block profile at 2 minutes  

					intervals for the first 20 minutes, every 10 minutes for  

					the next half hour and subsequently every 30 minutes  

					until delivery. The assessments included the following:  

					noninvasive blood pressure (SBP, DBP, MAP, HR),  

					pain score, dermatomal sensory level to loss of cold  

					sensation, maximal sensory block, maximum motor  

					block of lower limb based on the modified Bromage  

					scale (0 = no impairment, 1 = unable to raise extended  

					legs but able to move knees and ankles, 2 = unable to  

					raise extended legs as well as flex knees, able to move  

					feet, 3 = not able to flex ankle, feet, or knees) and  

					presence of side effects (e.g. hypotension, nausea,  

					vomiting , and shivering).  

					Verbal Rating Scale (VRS) was used to assess pain  

					intensity with anchors as 0 = no pain and 10 = worst  

					pain imaginable. Pain scores were rated at each uterine  

					contraction. A score of ≤3 was defined as a successful  

					spinal analgesia. The end of analgesia was taken as any  

					request of additional analgesia or score of ≥4 after  

					onset of analgesia. Patients who did not achieve a  

					successful block were dropped from the study. On  

					request for analgesia, intramuscular pentazocine 30mg  

					was given but no repeat spinal block was offered.  

					After delivery, the Apgar score for each neonate was  

					assessed by the midwife at the first and fifth minute.  

					All parturients had perineal examination done and any  

					laceration or episiotomy was repaired. The use of  

					additional analgesic or infiltration was noted.  

					Satisfaction with the spinal analgesia in labour was  

					rated on a 5-point Likert scale (very satisfied, satisfied,  

					unsure, unsatisfied, very unsatisfied). The subsequent  

					immediate postpartum care was as per obstetric  

					protocols.  

					74.5 ± 75.0 ±  

					9.6 13.0  

					1.64 ± 1.65 ±  

					0.08 0.06  

					27.7 ± 27.7 ±  

					Body Mass  

					Index (kgm-1)  

					3.2  

					4.7  

					Parity  

					2

					37  

					(60.7)  

					14  

					27  

					(44.3)  

					14  

					*0.086  

					*0.999  

					NS  

					NS  

					3

					4

					(23.0)  

					10  

					(23.0)  

					20  

					(16.4)  

					(32.8)  

					ASA  

					I

					48  

					50  

					(83.6)  

					13  

					(83.6)  

					11  

					II  

					(16.4)  

					(16.4)  

					NS = Not statistical significant, SD = standard  

					deviation, *chi-square  

					The primary outcome was the duration of effective  

					spinal analgesia during labour without request for  

					additional analgesia. Data analyses were performed  

					with Instat GraphPad.™ All tests were two sided with  

					a type 1 error rate of 5%. Continuous variables were  

					summarized by using means (SD). Dichotomous  

					variables were presented as frequencies. Analysis of  

					the primary outcome, incidence of additional  

					analgesics in labour, was done using intention-to-treat  

					analysis.  

					Fishers’ exact test for difference in  

					proportions was used for the primary outcome and  

					secondary outcomes of side effect incidence.  

					Throughout the study period, Hypotension was defined  

					as 20% drop in systolic blood pressure or  
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					Table II: Characteristics of Labour and Spinal  

					block  

					Table III: Proportion of parturients requiring  

					additional analgesia at numerical pain score ≥ 3 in  

					first and second stage of labour.  

					Parameters  

					BP (n BF (n p-  

					Statistical  

					= 61) = 61) value  

					significance  

					Parameters  

					BP (n = BF (n =  

					*p-  

					Statistical  

					61)  

					61)  

					value significance  

					n (%)  

					n (%)  

					Gestational  

					age [(mean  

					(sd)] weeks  

					39.3  

					±

					1.77  

					38.9  

					±

					1.49  

					0.238  

					NS  

					S

					Effective  

					labour  

					analgesia  

					Yes  

					43(70.5) 30(49.2) 0.026  

					18  

					(29.5)  

					S

					S

					Time to first 2.9 ± 2.4 ± 0.006  

					No  

					31  

					(50.8)  

					painless  

					contraction  

					(minutes)  

					1.0  

					0.7  

					Additional  

					analgesia  

					First stage  

					No  

					Duration of 258.1 135.3 <0.001  

					S

					analgesia  

					(minutes)  

					±

					76.2  

					± 3.4  

					51(83.6) 41(67.2) 0.036  

					Yes  

					10  

					20  

					(16.4)  

					(32.8)  

					Duration of 250.9 219.0 0.270  

					First stage  

					[mean ± sd], 173.8 141.9  

					NS  

					±

					±

					Additional  

					analgesia  

					Second  

					stage  

					(n = 51) (n = 41)  

					minutes  

					No  

					Yes  

					43(84.3) 30(73.2) 0.057  

					NS  

					Duration of 11.4  

					second stage  

					[mean ± sd], 11.1  

					16.1  

					±

					11.0  

					0.022  

					S

					S

					8 (15.7)  

					11  

					±

					(26.8)  

					minutes  

					Additional  

					analgesia  

					for  

					episiotomy  

					repair.  

					No  

					Yes  

					Nil(Intact  

					Perinium)  

					Duration of 258.1 135.3 <0.001  

					analgesia  

					(minutes)  

					Time  

					±

					76.2  

					± 3.4  

					for  

					25(41.0) 16(26.2) 0.014  

					20(32.8) 36(59.0)  

					S

					motor block  

					to Bromage  

					2 (minutes)  

					2.4 ± 2.3 ± 0.599  

					0.7 1.2  

					NS  

					NS  

					16  

					9 (14.8)  

					(26.2)  

					NS = Not statistical significant, S = statistically significant,  

					SD = standard deviation, *Chi-square test  

					Time  

					for 3.2 ± 3.2 ± 0.741  

					motor block 0.9)  

					1.5  

					regression to  

					RESULTS  

					Bromage  

					(minutes)  

					1

					Table I. Shows no difference between the two groups  

					with regards to mean age (p=0.290), weight (p=0.806),  

					height (p=0.699), body mass index (p=0.955), ASA  

					classification (p=0.999) and parity (p=0.089).  

					NS = Not statistical significant,S= Significant,sd = standard  

					deviation, cm=centimeter,**Chi-square test  

					Table II indicates the characteristics of labour and  

					spinal block in both groups. Mean gestational age was  

					greater than 37weeks in both groups (p=0.238). The  

					cervical dilatation at presentation was similar in the  

					two groups (BP 4.9 ± 0.86 cm versus BF 5.2 ±1.2 cm,  

					p=0.233). Duration of first stage of labour was similar  

					for the BP group when compared to the BF group (250  

					± 173 versus 219 ± 141 minutes, p= 0.270). Duration  

					of second stage showed a statistically significant  

					difference between both BP and BF groups (11.4 ±  

					11.1 minutes vs 16 ± 11.0 minutes, p=0.022).  

					Furthermore, pain scores before onset of block  

					(p=0.511), vertebral space used [p=0.150(chi-square  

					test)], maximum block height [p=0.338 (Mann-  

					Whitney U test)], time for motor block to Bromage 2  

					(p=0.599) and time for motor block regression to  

					Bromage 1 (p=0.741) in the two groups were similar.  

					The block height ranged between T4 to T8 dermatome  

					Figure 1: Proportion of Group BP and Group BF  

					parturients with effective spinal analgesia versus  

					time after spinal injection in minutes.  
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					sensory level. Onset time was faster in the BF group  

					shot spinal using (3.5mg hyperbaric+ 25µg fentanyl+  

					0.75ml saline) and epidural (4ml bupivacaine+ 4ml  

					saline + 50µg fentanyl as single dose). Their result  

					suggested that single shot spinal is superior to labour  

					epidural analgesia. Our result indicates that single shot  

					spinal with bupivacaine-pethidine or bupivacaine-  

					fentanyl can provide adequate labour analgesia.  

					compared to the BP group (2.4±0.7 minutes vs 2.9±1.0  

					minutes, p=0.006). The duration of analgesia was  

					significantly longer in the BP group compared to the  

					BF group (258 ± 76.2 vs 135.3 ± 3.4 minutes,  

					p=0.001).  

					Table III shows that 73/122 (59.8%) delivered without  

					additional labour analgesia. BP provided sufficient  

					labour analgesia in 43/61 as against 30/61 in the BF  

					group (p=0.026). In the first stage, 92/122 (75.4%) had  

					adequate analgesia; 51/61(83.6%) in the BP group and  

					41/61 (67.2%) in the BF group (p=0.036).  

					A greater number of parturients in the BF group  

					(50.8%) requested for additional analgesia compared to  

					the BP group (29.5%) in the first stage. Forty three  

					parturients (84.3%) in the second stage did not require  

					additional analgesia in the BP group compared to 30  

					(73.2%) in the BF group (p=0.057). All parturients  

					achieved satisfactory analgesia with verbal pain score  

					of <3 within 20 minutes of institution of single shot  

					spinal block (figure 1). Twenty five women had intact  

					perineum and did not require episiotomy in both  

					groups. Thirty six women in the BF group (59%)  

					required additional analgesia for episiotomy repair  

					compared to 20 women (32.8%) in BP group  

					(p=0.014).  

					Vittanen et al,6 pioneered the use of single shot spinal  

					analgesia in labour using (2.5mg bupivacaine + 25µg  

					fentanyl) provided adequate and durable analgesia for  

					78% of parturient during the first stage and 47% during  

					the second stage. This study was mainly a descriptive  

					type and a report of routine hospital practice. The  

					successful use of single shot spinal analgesia in labour  

					as reported in the Viitanen study became a global  

					standard. It is important to evaluate the usefulness of  

					other opioids for single shot spinal labour analgesia,  

					especially in environments where pethidine is readily  

					5

					available. In another work, Fyneface-Ogan  

					et al  

					demonstrated the value of single shot spinal using  

					bupivacaine alone, and with fentanyl or  

					dexmedetomidine. These authors used similar doses of  

					bupivacaine as in our method. However,  

					dexmedetomidine is not readily available in Nigeria.  

					Thus, it became imperative to critically evaluate  

					opioids that are readily available.  

					Bupivacaine  

					Figure 1 illustrates the proportion of parturients with  

					effective spinal analgesia in a survival analysis plot. At  

					the beginning of the study, the cumulative proportion  

					of parturients that did not request for analgesia  

					remained at 1.0. The proportion of parturients in the  

					BP and BF group that did not request for analgesia  

					remained at 1.0 until over the 50th minute when the  

					proportion reduced in both groups. The proportion of  

					parturients requesting for analgesia at the various times  

					was significantly more in the BF group than the BP  

					group (p<0.001).  

					pethidine provided similar duration of labour analgesia  

					compared to bupivacaine-dexmedetomidine reported  

					by Fyneface-Ogan (BP 258.1+76.2min vs BD  

					268+15.84mins). The use of bupivacaine alone did not  

					provide sufficient analgesia and thus exposed some of  

					the women to unnecessary pain. This remains a  

					methodological hindrance to the interpretation of their  

					findings.  

					We observed that Bupivacaine-pethidine provided  

					analgesia for  

					a

					higher number (over 80%) of  

					parturients compared to bupivacaine fentanyl in the  

					16  

					first and second stage of labour. Viscomi et al, in a  

					prospective cohort observational study involving 41  

					parturients argued that intathecal sufentanil, fentanyl  

					and pethidine are equally effective in providing labour  

					analgesia in early labour, with pethidine being most  

					effective in advanced labour. Another study by Honet  

					et al17 compared intrathecal fentanyl, Sufentanil and  

					Pethidine for labour analgesia in 65 parturients. The  

					authors reported that pethidine provided adequate  

					analgesia for 70% of the parturient compared to 33%  

					(fentanyl) ,36% (Sufentanil) in the first stage of labour  

					and had significant lower VAS pain score once cervical  

					dilation is greater than or equal to 6cm. In contrast, not  

					only did bupivacaine- pethidine combination provide  

					analgesia for first stage as reported by these earlier  

					studies, our study also showed that bupivacaine  

					pethidine provided more effective and adequate labour  

					analgesia for over 80% of parturients in the second  

					stage compared to 70% in the bupivacaine fentanyl  

					group.  

					DISCUSSION  

					This study demonstrates the effectiveness of  

					bupivacaine pethidine (BP) or bupivacaine fentanyl  

					(BF) in providing efficient labour analgesia for  

					multiparous women. Bupivacaine pethidine for spinal  

					analgesia produced sufficient analgesia for labour in  

					higher proportion of women than bupivacaine fentanyl.  

					In addition, Bupivacaine pethidine provided a more  

					comfortable first stage of labour than bupivacaine  

					fentanyl although the second stage of labour had  

					similar level of analgesia. Furthermore, the  

					Bupivacaine pethidine provided better analgesia for the  

					repair of episiotomy than Bupivacaine fentanyl. Thus,  

					the addition of pethidine to bupivacaine provided  

					superior analgesia compared to fentanyl especially the  

					first stage of labour and the immediate postpartum  

					perineal pain.  

					This observation compares well with the report of  

					Tarek and colleague.13 These authors recently  

					evaluated the effectiveness of epidural versus single  

					The longer duration analgesia seen in this study  

					extending to the second stage of labour in the  

					bupivacaine-pethidine group could be as a result of the  
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					intrinsic local anaesthetic effect associated with  

					However, the side effects in this study were minimal  

					and resolved with little or no intervention.  

					pethidine.9 Pethidine, is known to have intrinsic local  

					anaesthetic activity as well as being a potent opioid  

					analgesic. The apparent prolongation of labour  

					analgesia over fentanyl as seen in this study, may be  

					due to the synergistic local anaesthetic activity of  

					pethidine and not just the opioid properties. Thus, the  

					combination of these pharmacological actions could  

					have resulted in more effective labour analgesia.  

					There is a body of evidence in the literature suggesting  

					that the addition of adjunct make the local anaesthetic  

					slightly hypobaric.19 Thus, the injection of the spinal  

					medication in the sitting position may result in a more  

					cephalad spread. The cephalad spread will result in  

					higher dermatomal block and consequent prolongation  

					of sensory block (analgesia). The institution of the  

					spinal analgesia in the sitting position, as done in this  

					study, would encourage cephalad spread and improved  

					analgesia. The conduct of the spinal analgesia by some  

					other authors 5,20in the lateral position using hyperbaric  

					bupivacaine may result in restricted spread and  

					consequent shorter duration of analgesia. Perhaps this  

					could explain the differences in observations even with  

					the use of fentanyl  

					Anabah et al18 added morphine to the standard 2.5mg  

					bupivacaine and 25ug fentanyl. The addition of  

					morphine, a hydrophilic opioid appears to have  

					resulted in prolongation of effective labour analgesia in  

					a very high proportion (98.8%) of parturients. The use  

					of pethidine in this study was to achieve the advantage  

					of its long duration of action and its intrinsic local  

					anaesthetic property which prolongs the duration of  

					analgesia similar to morphine. The more effective  

					labour analgesia with morphine is understandable  

					because of the duration of action of morphine.  

					However, epidural morphine which can be used alone  

					intrathecally is not readily available in many hospitals  

					in Nigeria. Morphine is hydrophobic with delayed  

					onset of action, hence the inclusion of fentanyl by  

					Anabah and colleagues. 18 In contrast, pethidine can be  

					employed alone as it is lipophilic and has rapid onset  

					of action. The use of pethidine alone obviates the need  

					for fentanyl and may also reduce cost of care.  

					All parturients (100%) in our study achieved  

					satisfactory analgesia with pain score <3 within  

					20minutes of intrathecal injection. This is much higher  

					than the 73% reported by Viitanen and colleagues.6  

					Eriksson8 and Junttile20 made similar observation of  

					VAS score and NRS ≤ 3 at 20mins in all paturients  

					(100%) that received single shot spinal. Despite the  

					similarity of results the interpretation of the Erikssons  

					and Junttile reports have to be done with care because  

					of a number of differences in methodology. In both  

					studies, a higher dose of Sufentanil, a more potent and  

					rapidly acting opioid was added to bupivacaine  

					compared to bupivacaine with pethidine or fentanyl  

					used in our study. Secondly, the volume of drug  

					injected in to the subarachiniod space was much higher  

					than that used in our study. Nevertheless, their  

					conclusion agreed with our findings. Thus, bupivacaine  

					pethidine as well as bupivacaine fentanyl can achieve  

					effective and adequate analgesia that is comparable  

					with bupivacaine sufentanil as seen in our study.  

					The longer duration of labour analgesia provided by  

					the bupivacaine-pethidine over the bupivacaine-  

					fentanyl notwithstanding, our result indicated that  

					bupivacaine fentanyl had enhanced analgesic profile  

					compared to that reported by other workers with  

					similar combination. The speed of onset and duration  

					of pain relief were better than that reported by  

					Fyneface-Ogan5 and Viitanen et al6. The duration of  

					analgesia in the bupivacaine fentanyl group  

					(135minutes) in our study was significantly longer than  

					that reported by both authors (122 minutes ± SD and  

					101 minutes ± SD respectively). Furthermore a higher  

					number (73.2%) of parturients enjoyed adequate  

					analgesia in the second stage of labour compared to  

					that reported in the Viitanen study.6 These variations in  

					duration could be as a result of the robust methodology  

					implored in our work. Our study had all parturients in  

					sitting position during the spinal compared to these  

					study where some parturients were in the lateral  

					position 5,6. Secondly, our work was with hypobaric  

					bupivacaine compared to hyperbaric bupivacaine used  

					in the study by Fyneface-Ogan.5This shows that in  

					places where pethidine cannot be accessed, fentanyl in  

					combination with hypobaric bupivacaine may offer  

					adequate analgesia for multiparous parturients. It is  

					important to note that the failure to request for a  

					second pain relief may not always mean adequate  

					analgesia as fear of side effects experienced and fear of  

					There appears to be a relationship between labour  

					analgesia and the progress of labour. Mathur and co-  

					workers21 compared the effect of intrathecal analgesia  

					on the progress of labour in 60 nulliparous parturients.  

					They observed that the mean duration of first stage of  

					labour was shorter in the women that had labour  

					analgesia compared to those without analgesia. They  

					concluded that analgesia in labour result in rapid  

					cervical dilatation and no delay in the progress of  

					labour during the first stage and our findings supports  

					this position. Despite the similarity of the results, it is  

					important to note the difference in parity of the  

					populations studied as it relates to pain perception and  

					progress of labour. The work by Mathuret al21 was with  

					nulliparous women while ours was on multiparous  

					women. Thus, irrespective of parity adequate and  

					effective analgesia as seen with bupivacaine pethidine  

					combination shortens the duration of labour in the first  

					stage. Indeed, a meta-analysis indicate that the use of  

					single dose intrathecal analgesia to control labour pain  

					is associated with shorter first stage and more rapid  

					possible harm to the baby from “too much” drugs may  

					6

					be a reason for not requesting for analgesia.  

					.
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					Chinedu, et al: Bupivacaine- Pethidine versus Bupivacaine-Fentanyl  

					cervical dilatation as seen in this study. The good  

					labour outcome. Niger J. Med. 2013 Oct-Dec;  

					labour analgesia achieved with single shot spinal was  

					without clinically significant side effects. Incidence of  

					intrapartum and postpartum foeto-maternal events such  

					as hypotension, shivering, transient leg weakness and  

					fetal bradycardia was similar in both groups and  

					compares well with findings in exiting literature.21.25  

					The transient fetal bradycardia did not affect neonatal  

					outcome  

					22(4):279-285.  

					8. Eriksson SL,Blomberg I, Olofsson C. Single shot  

					intrathecal sufentanil with bupivacaine in late  

					labour- analgesic quality and obstetric outcome.  

					Eur . J. ObstetGynecolReprodBiol 2003 Oct;  

					110(2):131-5.  

					9. NganKee  

					pharmacology  

					WD.  

					and  

					Intrathecal  

					clinical  

					pethidine:  

					applications.  

					AnaestheIntens Care 1998; 26:137-146.  

					10. Roz Ullman, Lesley Smith A,Ethel Burns,Rinttaro  

					Mori, Theresa Dowswell. Parenteral opioids for  

					maternal pain management in labor. Cochrane  

					Database Syst Rev.Pmc 2014.  

					CONCLUSION  

					This randomized study determined the usefulness of  

					the addition of pethidine to bupivacaine in the  

					prolongation of single shot spinal analgesia for labour  

					in multiparous women. The results showed that single  

					shot spinal with Bupivacaine pethidine is effective for  

					labour analgesia and provides adequate, satisfactory  

					analgesia in first and second stages of labour without  

					adverse feto-maternal outcomes. This could be another  

					option for labour analgesia particularly in multiparous  

					women and widens the available choices for regional  

					analgesia in labour beyond Epidural and CSE in low  

					resource countries of the world.  
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