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Spinal versus general anesthesia for elective cesarean delivery: 

A prospective comparative study 

H. S. Qublan1,A. Merhej 2, M.A. Dabbas 1, I. M. Hindawi1 

1Department C!f Obstetrics and Gynecology;'Department of Anesthesia 
Prince Rhashed Hospital, lrbid-Aidun (Jordan) 

Summary 

Objective: To study the efficacy and safety of spinal anesthesia for elective cesarean section as compared with general anesthesia. 
Patients and Methods: 175 women undergoing elective cesarean section were studied prospectively. They were allocated into two 

groups; the first group (n=60) received spinal anesthesia, and the second one (n=l 15) received general anesthesia for elective cesa
rean section. Preoperative and intraoperative BP and IV fluids were recorded. Chi-Square and Fisher's exact tests were used to 
compare differences between the two groups; p < 0.05 was considered significant 

Results: There were no differences between the two groups in terms of demographics, indication for elective cesarean section, 
operative time, gestational age, I and 5-min Apgar scores, and the means of preoperative and postoperative systolic and diastolic 
BP. A statistically significant increase was observed in terms of hypotension, postoperative analgesia, pre-induction and intraopera
tive IV fluids in the spinal group as compared to the general anesthesia group (p < 0.001, p < 0.01, and p < (l.01, respectively) 

Conclusion: Spinal anesthesia is as effective as a general anesthesia. Maternal and fetal outcome are favorable. Maternal hypo
tension can be managed successfully with modest doses of ephedrine and IV fluid infusions. It provides sufficient postoperative 
analgesia allowing the mother to have more vitality and comfort than those who receive general anesthesia 
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Introduction 

Managing cesarean section anesthesia is challenging 
and fraught with hazards. Each anesthetic option has dif
ferent maternal and fetal risks. There will always be 
excuses available to explain away a depressed neonate or 
a poorly anesthetized mother when delivery - abdominal 
or vaginal—is an emergency operation. Anesthesia for 
elective cesarean section is pivotal since it provides the 
forum for assessing and compring the adequacy of 
various schedules of anesthesia. 

Although the proportions of regional and general ane
sthetics were unknown, all anesthetic deaths involved 
general anesthesia and aspiration with airway difficulties 
being the most common causes of death [I]. Proper ane
sthesia for elective cesarean section protects both mother 
and fetus. Spinal anesthesia is an increasingly popular 
technique for elective cesarean section. It allows the 
mother to be awake and minimizes maternal aspiration 
pneumonitis and problems with difficult intubation [2]. 
The major adverse effects of spinal anesthesia for the 
mother are hypotension, nausea, vomiting, and headache 
[3, 4). Mismanaged high blocks and local anesthetic toxi
city account for most deaths associated with regional ane
sthesia [5]. We conducted this study to analyze the effi
cacy and safety of spinal anesthesia for elective cesarean 
section as compared to general anesthesia. 
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Patients and Methods 

One hundred and seventy-five women undergoing elective 
cesarean section were studied prospectively at Prince Rhashed 
Hospital; 60 received spinal and 115 general anesthesia. The type 
of anesthesia was chosen by the patient in consultation with the 
anesthesiologist. Spinal anesthesia patients were managed pre
operatively by receiving 700-1200 ml of Ringer's lactate solution 
intravenously immediately before induction of anesthesia, left 
uterine tilting, administration of l00% oxygen by clear mask, and 
recording of the blood pressure (BP) every five minutes. The 
spinal anesthesia was perf

、

ormed with a 25-G pencil-point spinal 
needle with the patient in a sitting position. Anesthesia was esta
blished with 10-12 mg hyperbaric bupivacaine which was given 
over 30 seconds. Three minutes after injection, the patient was 
placed in a supine position with her shoulders and neck elevated 
and slight tlexion to limit cephalad migration of the anesthetic 
agent. Patients who developed hypotension (when systolic BP 
reached 100 mmHg) were managed by receiving Ringer's lactate 
infusions and ephedrine (5-20 mg IV). 

General anesthesia patients were managed preoperatively by 
receiving 300-500 ml IV fluids, preoxygenation with I 00% 
oxygen for 3-5 minutes, and recording the BP every five 
minutes. Induction of anesthesia was achieved by giving thio
pental (3-5 mg/kg) and suxamethonium chloride (1 mg/kg), fol
lowed by intubation. Vecuronium (0.1 mg/kg) was given for 
muscle relaxation. Anesthesia was maintained using nitrous 
oxide N,O 50%, 02 50%, and halothene 0.4%. After delivery, 
I 00 µg fentanyl for analgesia was administered and oxytocin 
infusion was started (20-40 U/L). The neuromuscular block was 
reversed using atropine (1.2 mg) and neostigmine (2.5 mg). All 
patients in both groups were monitored closely for at least 12 
hours after surgery. Statistical analysis was performed using 
Chi-Square and Fisher's exact tests to compare the differences 
between the two groups; p < 0.05 was considered significant. 






