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Abstract

Background: Successful resuscitation from asystole induced by bupivacaine requires the reestablishment of a
sufficient coronary flow (CF) quickly. This study was designed to test whether levosimendan was superior to
epinephrine in the reestablishment of crucial coronary flows after bupivacaine-induced asystole.

Methods: The isolated, perfused, nonrecirculating, Langendorff rat heart preparation was used. Bupivacaine 100 μmol/
L was perfused into rat hearts to induce asystole, and then for 3 min thereafter. Three experimental groups were
assessed after asystole with infusions as follow: (1) a mixture of 2% lipid emulsion and 40 μmol/L bupivacaine (control
group), (2) a mixture of 0.15 μg/mL epinephrine combined with 2% lipid emulsion and 40 μmol/L bupivacaine
(epinephrine group), and (3) a mixture of 5 μmol/L levosimendan combined with a 2% lipid emulsion and 40 μmol/L
bupivacaine mixture (levosimendan group). Coronary flow (CF), the time to recovery (Trecovery), the number of
ventricular arrhythmias, and cardiac function parameters were recorded for 40 min after heartbeat recovery.

Results: All hearts in the control, epinephrine and levosimendan groups had heartbeat recovery. The rank order of the
mean CF from highest to lowest was the levosimendan group > the epinepgrine group > the control group (P < 0.05).
The rank order of Trecovery from shortest to longest was the levosimendan group < the epinephrine group < the
control group (P < 0.01). During the recovery phase, isolated rat hearts developed more ventricular arrhythmias in the
epinephrine group than in the levosimendan group (P = 0.01).

Conclusion: Levosimendan is superior to epinephrine in producing higher CFs and faster recovery when reversing
bupivacaine-induced asystole in the isolated rat hearts.
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Background
Bupivacaine is renowned for its long-lasting, high-quality
anesthesia and analgesia. Unfortunately, it also may cause
severe cardiotoxicity by inhibiting the sodium currents [1,
2], calcium currents [3], voltage-dependent potassium cur-
rents [4], and voltage-independent potassium currents in
cardiomyocytes [5], as well as interfering with myocardial

energy metabolism [6, 7]. Due to a variety of complex cyto-
toxic mechanisms, there is no anti-arrhythmic, vasopressor,
or inotropic drug to effectively combat local anesthetic
(LA)-induced asystole.
Intravenous lipid emulsions have been demonstrated to

be effective in reversing LA-induced asystole in the guide-
line by American Society of Regional Anesthesia and Pain
Medicine(ASRA) [8]. Epinephrine is part of the standard
Advance Cardiac Life Support protocol in case of asystole
for any causes, including LA-induced asystole. However,
experimental data show that epinephrine may lead to ven-
tricular fibrillation, aggravation of local anesthetic-induced
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arrhythmias [9], and increase the severity of cardiac dys-
function after resuscitation [10]. Moreover, Hiller et al.
showed that resuscitation with epinephrine > 10 μg/kg re-
sulted in severe pulmonary edema in rats, thus was detri-
mental to successful resuscitation outcomes [11]. Gavin et
al. also reported that the use of epinephrine resulted in
higher rate of severe neurologic impairment in adults with
out-of-hospital cardiac arrest [12], thus the use of epineph-
rine is still controversial. Therefore, guideline for managing
local anesthetic systemic toxicity now discourage the use of
high doses of epinephrine during provision of care during
adult advanced cardiovascular life support [8].
Levosimendan is a novel calcium sensitizer that en-

hances cardiomyocyte contractility without causing ar-
rhythmias. Clinically, levosimendan is often used to
improve cardiac function in patients with heart failure.
Sebastian et al. [13] reported that levosimendan could
effectively reverse the cardiac function caused by ropiva-
caine in the isolated guinea pig heart. Other laboratory
studies also showed that levosimendan has a better
therapeutic outcome in the treatment of local anesthetic
toxicity [13–15]. Gruhn N et al. [16] found that levosi-
mendan has a direct vasodilator effect on isolated por-
cine coronary arteries. This coronary artery dilatory
effect of levosimendan may be beneficial for the effective
removal of local anesthetics from cardiac tissue.
Thus, we conducted a prospective randomized animal

study to investigate whether levosimendan was superior
to epinephrine in increasing coronary flows (CFs) in re-
versing bupivacaine-induced asystole. In this study, we
first established the best dose of levosimendan and then
compared it to epinephrine and control groups.

Methods
Animals
Thirty-nine adult male Sprague-Dawley rats (SYXK
2015–0150) weighing between 280--310 g, were pro-
vided by Animal Centrer of Wenzhou Medical Univer-
sity. All animal protocols were approved by the Animal
Care and Use Committee of Wenzhou Medical Univer-
sity (wydw2015–0121, Zhejiang, China).

Drugs
Bupivacaine (bupivacaine hydrochloride, Hefeng Pharma-
ceutical Co., Ltd., Shanghai, China), lipid (20% Intralipid,
Huirui Pharmaceutical Co., Ltd., Suzhou, China), epineph-
rine (epinephrine hydrochloride, Hefeng Pharmaceutical
Co., Ltd., Shanghai, China), and levosimendan (levosimen-
tan Injection, Qilu pharmaceutical Co., Ltd., Jinan, China)
were used.

Random table method
(1) Starting from any number in the random number table,
obtain a random number of experimental units in order

from the unified direction. (2) Divide the non-repeating
random number by the number of groups to obtain the re-
mainder. (3) Arrange the rats into groups according to the
remainders. (4) If the numbers in each group are different,
we would choose any one from a plurality of groups, and
the remainder obtained by dividing the random number by
the group and arrange it again.

Preparation of isolated hearts
The isolated, perfused, nonrecirculating, Langendorff rat
heart preparation was used in our study, as described pre-
viously [17]. In brief, rats were anesthetized by the intra-
peritoneal injection of 350 mg/kg chloral hydrate, and
1000 U/kg heparin was administered to prevent the for-
mation of intracoronary microthrombi. Hearts were rap-
idly excised after euthanasia by decapitation and perfused
via the coronary arteries by catenating the aorta to a can-
nula (ML870B2, AD Instruments, Australia). The constant
perfusion pressure was 120 mmHg, and a modified
Krebs-Henseleit buffer (KHB) was used and is described
as follows: NaCl 118 mmol/L, KCl 4.7 mmol/L, MgSO4

1.2 mmol/L, KH2PO4 1.2 mmol/L, NaHCO3 25.0 mmol/
L, CaCl2 2.5 mmol/L, and glucose 10 mmol/L. The solu-
tion was exposed to 95% O2 and 5% CO2, and pH was
maintained at 7.40 ± 0.05. All elements of the perfusion
apparatus were water-jacketed and maintained at 37 °C.
The left ventricular pressure was continuously monitored
by a latex balloon placed in the left ventricle. Saline was
intermittently injected into the balloon to maintain the left
ventricular end-diastolic pressure at 4–10 mmHg.
Hemodynamic variables and derivatives (coronary flow

(CF), heart rate (HR), left ventricular developed pressure
(LVdevP = systolic pressure- diastolic pressure),
rate-pressure product (RPP =HR× LVdevP), and maximum
change rate of left ventricular pressure increase and de-
crease (+dP/dtmax) were collected using a PowerLab bio-
logical signal processing and analysis system (ML870,
Australia Ad Instruments) and the Chart 5.5.6 biological
signal recording software. Electrocardiography (ECG) elec-
trodes were consistently placed in a “leadII” position: one
epicardial electrode was placed the right atrium and a sec-
ond epicardial lead was placed at the apex of the heart. The
experimental protocol was started when CF, HR, RPP and
+ dP/dtmax had reached steady-state baseline conditions,
which was 25 min after artificial perfusion had commenced.

Experimental protocol
Part 1-----decision of the optimal levosimendan concentration
in the lipid-based reversal of bupivacaine-induced asystole in
the isolated rat heart
Accordingly, a prospective randomized animal study was
undertaken. Fifteen hearts were isolated and randomly
allocated by the random table method before the study
into three group, with 5 hearts per group as follows:
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levo2.5 group, levo5 group and levo10 group. After
reaching a steady state, bupivacaine was perfused into
the hearts to cause asystole, and then 3 min thereafter.
They were then perfused with 40 μmol/L bupivacaine
along with 2% lipid emulsion and levosimendan at con-
centrations of 2.5 μmol/L, 5 μmol/L or 10 μmol/L,re-
spectively. All groups were perfused for 40 min after
cardiac recovery. Heartbeat recovery was defined as an
unassisted regular rhythm with an RPP > 10% of the
baseline for > 1 min.

Part 2-----comparison among the control group,
epinephrine group and levosimendan group
Twenty-four hearts were isolated and randomly allo-
cated by the random table method before the study into
three group, with 8 hearts per group (Fig. 1) as follows:
control group, epinephrine group and levosimendan
group. Group assignment was randomized with investi-
gators blinded to group assignments. After stabilization,
100 μmol/L bupivacaine was perfused into the hearts
until asystole occurred and then for 3 min thereafter.
The experimental perfusion was then started according
to the assigned group: a 2% lipid emulsion and 40 μmol/
L bupivacaine mixture was then perfused in the control
group; 0.15 μg/mL epinephrine combined with 2% lipid
emulsion and 40 μmol/L bupivacaine mixture in the epi-
nephrine group; and 5 μmol/L levosimendan combined
with 2% lipid emulsion and 40 μmol/L bupivacaine mix-
ture in the levosimendan group. All groups were per-
fused for 40 min after cardiac recovery.
We compared the time from initiation infusion of

bupivacaine to asystole (designated as Tasystole) and the
time from the finish of the 100 μmol/L bupivacaine infu-
sion to cardiac recovery (designated as Trecovery) in three
groups. The cardiac function parameters (HR, RPP and
+ dP/dtmax) were recorded or calculated. The parameters
were recorded at baseline (Tbaseline), and at 1, 5, 10, 15,
20, 25, 30, 35 and 40 min after heartbeat recovery. The
ECG was monitored throughout the experiment and the

duration of ventricular arrhythmia was recorded during
the 40-min post recovery perfusion. In this study, we de-
fined ventricular tachycardia, flutter or fibrillation for 3 s
or more as a ventricular arrhythmia.

Statistical analysis
The determination of the number of animals in each
group was based in our preliminary study (3 rats in each
of 3 group), in which the CF were 11.1 ± 1.0, 14.0 ± 0.9,
and 16.7 ± 0.6 in control, epinephrine and levosimendan
groups, respectively. Using a two-tailed type one error of
5% and type two error at 10% (= 0.05, β = 0.1), the sample
size of 8 per group was obtained by Power Analysis and
Sample Size (PASS; 11.0). We enrolled 8 rats per group.
SPSS (version 19.0, Chicago, IL) was used to carry out

the computations. Data were tested for normality using the
Shapiro-Wilk test; normally distributed data were presented
as the means ± standard deviation. Weights, Tasystole and
Trecovery were analyzed by one-way ANOVA, and then the
LSD test was used between two groups when significance
was achieved. Continuous cardiac function parameters
among groups were compared using repeated-measures of
analysis of variance. Statistical significance was considered
as P < 0.05. The incidence rate of ventricular arrhythmia
among the groups was compared with the Fisher’s exact
test with Bonferroni correction post-testing when signifi-
cance was achieved (P < 0.05). Statistical significance was
considered as P < 0.017.

Results
Determination of the optimal concentration of
levosimendan in lipid-based reversal of bupivacaine-
induced asystole in the isolated rat heart
After reaching steady state, there was no statistically sig-
nificant difference in CF, HR, RPP, +dP/dtmax and Tasystole.
All three groups demonstrated heartbeat recovery. There

were no differences in mean CF and mean RPP between the
levo5 and levo10 groups, but both were significantly higher
than those in the levo2.5 group (Fig. 2a and b). There was

Fig. 1 Flowchart of the experiment. Notes: All groups were perfused for 40 min after cardiac recovery. Abbreviations: Control group: lipid only;
Epinephrine group: combined epinephrine + lipid; Levosimendan group: combined levosimendan + lipid. Ts:the time from perfusing 100 μmol/L
bupivacaine to rebeat
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no difference in Trecovery and CF between Levo5 and Levo10
groups (20.6 ± 2.7 s, 20.9 ± 3 s), but both were significantly
shorter than those of levo2.5 group (25.6 ± 3.7 s).

Baseline values and weight of rats
Baseline values of weight and cardiac function are detailed
in Table 1. No statistically significant differences were ob-
served in CF, HR, RPP, +dP/dtmax, Tasystole and rat weight
at the beginning of the experiment (Table 1).

Coronary flow (CF)
After heartbeat recovery, the mean CF at 40 min in the
levosimendan group was significantly higher than that of
the other two groups (levosimendan versus control, P <
0.001; Levosimendan versus epinephrine P < 0.01). The
mean CF in the epinephrine group was higher than that
of the control group (P < 0.05) (Fig. 3a).

Time to recovery (Trecovery)
All hearts in the control, epinephrine and levosimendan
groups had heartbeat recovery. Trecovery in levosimendan
group was significantly shorter than that of the other two
groups (levosimendan versus control, P < 0.001 and levosi-
mendan versus epinephrine, P = 0.001). Trecovery in the
epinephrine group was shorter than that of the control
group (epinephrine versus control, P < 0.001) (Fig. 4).

Incidence rate of ventricular arrhythmia
The incidence of ventricular arrhythmias in the epineph-
rine group (7/8, 87.5%) was significantly higher than that
in the levosimendan group (1/8, 12.5%, P = 0.01) and in
the control group (1/8, P = 0.01).

Cardiac function variables
Heart rate
During the 40-min recovery phase, the mean HR in the
levosimendan and epinephrine groups are significantly

higher than the mean HR in the control group (levosimen-
dan versus control, P = 0.01 and epinephrine versus control,
P = 0.001). There was no significant difference in HR be-
tween epinephrine and levosimendan groups (P = 0.735).

Rate-pressure product
During the 40 min after heartbeat recovery, the mean
RPP values in the epinephrine and levosimendan groups
were increased significantly as compared to the control
group (levosimendan versus control, P = 0.027; epineph-
rine versus control, P = 0.013). There was no significant
difference in RPP between the epinephrine and levosi-
mendan groups (P > 0.05, Fig. 3b).

Maximum change rate of left ventricular pressure increase
During the 40 min recovery phase, the mean + dP/dtmax

values in the epinephrine and levosimendan groups were
significantly higher the value for the control group (P <
0.05). There was no significant difference in +dP/dtmax be-
tween the epinephrine and levosimendan groups (P > 0.05).

Discussion
This study showed that in the bupivacaine-induced asys-
tole in the isolated rat model, the levosimendan group
had significantly higher mean CF and shorter Trecovery

than the epinephrine and control groups. The levosi-
mendan group was also found to induce fewer ventricu-
lar arrhythmias than the epinephrine group in the
isolated rat heart. Feldmanet al. [18] found that bupiva-
caine achieves its highest concentrations in blood and
myocardium within seconds after intravenous injection.
It then declines rapidly over 3–5 min, but continues to
remain in low concentrations in the blood and myocar-
dium. To model the slow elimination of bupivacaine
from the plasma, we continuously perfused 40 μmol/L
bupivacaine in each group as a background drug con-
centration [18]. As suggested by Liu et al. [19], we chose

Fig. 2 Coronary flows (CFs), Rate-pressure products (RPPs) in levo2.5, levo2.5, and levo2.5 groups, are shown during recovery from bupivacaine-
induced asystole (mean ± standard deviation; n = 5 for all values). Notes: Figure 2a, Coronary flows (CFs), Levo5 vs. Levo2.5, P = 0.023; Levo10 vs.
Levo2.5, P = 0.006; Levo5 vs. Levo 10, P = 0.496. Figure 2b, Rate-pressure products (RPPs), Levo5 vs. Levo2.5, P = 0.006; Levo10 vs. Levo2.5, P = 0.005;
Levo5 vs. Levo10, P = 0.905. Abbreviations: Levo2.5: levosimendan injection at concentrations of 2.5 μmol/L; Levo5: levosimendan injection at
concentrations of 5 μmol/L; Levo10: levosimendan injection at concentrations of 10 μmol/L.
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0.15 μg/ml as the optimal concentration of the epineph-
rine. Based on the results of the first part of this study,
we found the 5 and 10 umol/L of levosimendan have no
difference in improving CF and RPP. Since high concen-
tration might produce a higher risk of some side effects,
we chose a lower concentration of 5 umol/L to produce
the fast and effective recovery of myocardial function.
We observed that levosimendan increased the coronary

blood flow more than epinephrine in our isolated heart
model. It is of interest that both Levosimendan and epi-
nephrine can dilate arteries, but by different mechanisms.
Stehr et al. [13], demonstrated that levosimendan signifi-
cantly reversed the ropivacaine-induced reduction in cor-
onary blood flow (in the Langendorff heart preparation/
model) through activation of ATP-sensitive K channels
[20]. On the other hand, epinephrine, unlike levosimen-
dan, has multiple effects on coronary arteries including
constriction (via α-receptors) and vasodilation (via
β-receptors) [21]. These β-receptors work via cyclic ad-
enosine phosphate (cAMP), but the effect of cAMP is lim-
ited in the presence of local anesthetics. Thus, we propose
that levosimendan is better at vasodilation of coronary ar-
teries than epinephrine in the presence of bupivacaine.

Recently, Liu [19] reported that in the
bupivacaine-induced isolated rat heart model, the com-
bination of epinephrine and lipid emulsions resulted in
better cardiac function and coronary blood flow than
lipid emulsions alone. Our study found that levosimen-
dan combined with a lipid emulsion enhanced the CF,
which resulted in faster recovery in the isolated rat
hearts than did epinephrine combined with lipids or
lipids alone after asystole. This may be related to the
dilation of coronary arteries by levosimendan, which
may enhance the elimination of bupivacaine.
Additionally, epinephrine may induce arrhythmias and

aggravate myocardial oxygen demand through a rise in
intracellular calcium [22, 23]. However, levosimendan
enhances cardiac function without increasing intracellu-
lar calcium concentration, which may the reason for the
decreased occurrence of ventricular arrhythmias with its
use [13]. In this study, 7/8 (87.5%) of epinephrine group
developed ventricular arrhythmias, whereas only 1/8
(12.5%) of in the levosimendan and control groups had
ventricular arrhythmias, respectively. It was not difficult
to surmise that levosimendan is more advantageous in
this respect.

Table 1 Baseline Values of Key Variables and weight for control, epinphrine and levosimendan groups

Control Epinephrine Levosimendan P

Weight(g) 289 ± 10 287 ± 6 288 ± 6 0.940

HR(beats/min) 287 ± 10 285 ± 10 285 ± 6 0.913

LvdevP(mm Hg) 140 ± 10 139 ± 10 137 ± 6 0.768

RPP(mm Hg·beats/min) 40,183 ± 2279 39,461 ± 2073 39,101 ± 2092 0.599

+dP/dtmax (mm Hg/s) 4152 ± 358 4189 ± 214 4141 ± 248 0.704

CF(ml/min) 20.5 ± 0.9 21.3 ± 0.9 21.4 ± 0.7 0.089

Ts(s) 33 ± 6 36 ± 11 34 ± 8 0.188

Values are given as the mean ± standard deviation, n = 8 in each group. Baseline values for major variables showed no significant differences among the 3 groups.
Control: lipid only; Epinephrine: combined epinephrine+ lipid; Levosimendan: combined levosimendan + lipid. HR: heart rate; LVdevP: left ventricular developed
pressure; RPP: rate-pressure product; +dP/dtmax: maximum change rate of left ventricular pressure increase and decrease; CF: coronary flow; Tasystole: the time from
initiation to asystole

Fig. 3 Coronary flows (CFs), Rate-pressure products (RPPs) in control, epinephrine and levosimendan groups are shown during recovery from
bupivacaine-induced asystole (mean ± standard deviation; n = 8 in each group). Notes: Figure 3a, Coronary flows (CFs): Levosimendan group vs.
Control group, P < 0.001; Epinephrine group vs. Control group, P = 0.038; Levosimendan group vs. Epinephrine group, P = 0.004. Figure 3b, Rate-
pressure products (RPPs): Levosimendan group vs. Control group, P = 0.027; Epinephrine group vs. Control group, P = 0.013; Levosimendan group
vs. Epinephrine group, P = 0.946. Abbreviations: Control group: lipid only; Epinephrine group: combined epinephrine + lipid; Levosimendan group:
combined levosimendan + lipid
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As a calcium sensitizer, although studies have shown
that levosimendan does not improve the mortality in pa-
tients after cardiac surgery [24] and sepsis [25], it does im-
prove heart function after cardiac surgery [26] and sepsis
[25, 27]. Different with those chronic circulatory failure
process, the model of LA-induced asystole is an acute cir-
culatory failure process, and the timely treatment of levo-
simendan by improving CF and RPP is extremely
important for the prognosis of patients. So far, there has
been little research on the treatment of local anesthetic
poisoning with levosimendan. It is unclear who has more
advantages in levosimendan and epinephrine.
Aittomaki et al. [13] reported that levosimendam was

more effective than saline in restoring heart rate and
blood pressure inhibited by bupivacaine in the swine ex-
periment than saline. Recently, Gokahmetoglu et al. [15]
reported that the combination of levosimendan and lipid
was more efficacious than lipid alone when treating
bupivacaine-induced cardiac arrest in rabbits. These stud-
ies demonstrated the effectiveness of levosimendan in the
treatment of local anesthetic toxicity without an explan-
ation of the specific mechanism. We speculate that the
vasodilation of coronary arteries may be an important
mechanistic advantage of levosimendan in the treatment
of local anesthetic toxicity, this remains to be determined.
There are limitations to our study. In this model, we

could not determine the effect of epinephrine and levosi-
mendan on systemic vascular smooth muscle cells, which
might have a significant impact on blood pressure. Fur-
thermore, adequate oxygen and normal internal environ-
ment were provided to the hearts during the Langendorff
perfusion in our study while hypoxia and acidosis were
frequently appeared in local anesthetic-induced asystole.
Therefore, we need to explore the therapeutic mechanism
of levosimendan and epinephrine on local anesthetic

toxicity via imitating the environment of cardiac hypoxia
and acidosis in the further study.

Conclusion
In conclusion, our results indicate that 5 μmol/L of levo-
simendan combined with 2% lipid emulsion improved
CF more than 0.15 μg/mL epinephrine combined with
2% lipid emulsion. This leads to faster recovery from
bupivacaine-induced asystole in the isolated rat heart.
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RPP: rate-pressure product; Trecovery: time to recovery

Acknowledgements
We would like to thank Thomas J. Papadimos of University of Toledo College
of Medicine and Life Sciences and Yun Xia of the Ohio State University
Medical Center for revising the manuscript.

Funding
The experimental material, conduct of the study and publication of the
manuscript were supported by the Natural Science Foundation of Zhejiang
Province,China [grant numbers LQ18H090006].
The experimental material, conduct of the study and the interpretation of data
and in writing the manuscript were supported by the Wenzhou Municipal
Scientific and Technological Program Projects [grant number Y20170042].

Availability of data and materials
The datasets used and/or analysed during the current study are available
from the corresponding author on reasonable request.

Authors’ contributions
HC Contribution: Design the study, conduct the study, analyse the data, and
write the manuscript. FX Contribution: Conduct the study and analyze the
data. ZJ Contribution: Conduct the study and analyze the data. KS
Contribution: Design the study. YX Contribution: Design the study and write
the manuscript. LL Contribution: Design and conduct the study and write
the manuscript. T P Contribution: Write the manuscript and did the critical
manuscript review. XX Contribution: Design the study, analyze the data. LC
Contribution: Design and conduct the study, analyze the data, and write the
manuscript. All authors read and approved the final manuscript.

Fig. 4 Time to recovery from asystole induced by bupivacaine in control, epinephrine and levosimendan groups (n = 8 for all values). Notes: *P <
0.05 vs. Control group; #P < 0.05 vs. Epinephrine group. Abbreviations: Control group: lipid only; Epinephrine group: combined epinephrine +
lipid; Levosimendan group: combined levosimendan + lipid

Chen et al. BMC Anesthesiology          (2018) 18:174 Page 6 of 7



Ethics approval and consent to participate
All animal protocols were approved by the Animal Care and Use Committee
of Wenzhou Medical University (wydw2015–0121, Zhejiang, China).

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Anesthesiology, The First Affiliated Hospital of Wenzhou
Medical University, Shangcai village, Nanbaixiang town, Ouhai District,
Wenzhou City 325000, Zhejiang Province, China. 2Department of
Anesthesiology, The Ohio State University Medical Center, Columbus, OH,
USA. 3Department of Anesthesiology, The University of Toledo College of
Medicine and Life Sciences, Toledo, OH, USA.

Received: 31 May 2018 Accepted: 24 October 2018

References
1. Berman MF, Lipka LJ. Relative sodium current block by bupivacaine and

lidocaine in neonatal rat myocytes. Anesth Analg. 1994;79(2):350–6.
2. Clarkson CW, Hondeghem LM. Mechanism for bupivacaine depression of

cardiac conduction: fast block of sodium channels during the action
potential with slow recovery from block during diastole. Anesthesiology.
1985;62(4):396–405.

3. Sanchez-Chapula J. Effects of bupivacaine on membrane currents of
Guinea-pig ventricular myocytes. Eur J Pharmacol. 1988;156(3):303–8.

4. Courtney KR, Kendig JJ. Bupivacaine is an effective potassium channel
blocker in heart. Biochim Biophys Acta. 1988;939(1):163–6.

5. Kindler CH, Yost CS, Gray AT. Local anesthetic inhibition of baseline
potassium channels with two pore domains in tandem. Anesthesiology.
1999;90(4):1092–102.

6. Sztark F, Malgat M, Dabadie P, Mazat JP. Comparison of the effects of
bupivacaine and ropivacaine on heart cell mitochondrial bioenergetics.
Anesthesiology. 1998;88(5):1340–9.

7. Weinberg GL, Palmer JW, VadeBoncouer TR, Zuechner MB, Edelman G,
Hoppel CL. Bupivacaine inhibits acylcarnitine exchange in cardiac
mitochondria. Anesthesiology. 2000;92(2):523–8.

8. Neal JM, Woodward CM, Harrison TK. The American Society of Regional
Anesthesia and Pain Medicine checklist for managing local anesthetic
systemic toxicity: 2017 version. Reg Anesth Pain Med. 2018;43(2):150–3.

9. Bernards CM, Carpenter RL, Kenter ME, Brown DL, Rupp SM, Thompson GE.
Effect of epinephrine on central nervous system and cardiovascular system
toxicity of bupivacaine in pigs. Anesthesiology. 1989;71(5):711–7.

10. Tang W, Weil MH, Sun S, Noc M, Yang L, Gazmuri RJ. Epinephrine increases
the severity of postresuscitation myocardial dysfunction. Circulation. 1995;
92(10):3089–93.

11. Krishnamoorthy V, Hiller DB, Ripper R, Lin B, Vogel SM, Feinstein DL, Oswald
S, Rothschild L, Hensel P, Rubinstein I, et al. Epinephrine induces rapid
deterioration in pulmonary oxygen exchange in intact, anesthetized rats: a
flow and pulmonary capillary pressure-dependent phenomenon.
Anesthesiology. 2012;117(4):745–54.

12. Perkins GD, Ji C, Deakin CD, Quinn T, Nolan JP, Scomparin C, Regan S, Long
J, Slowther A, Pocock H, et al. A randomized trial of epinephrine in out-of-
hospital cardiac arrest. N Engl J Med. 2018;379(8):711–21.

13. Stehr SN, Christ T, Rasche B, Rasche S, Wettwer E, Deussen A, Ravens U,
Koch T, Hubler M. The effects of levosimendan on myocardial function in
ropivacaine toxicity in isolated Guinea pig heart preparations. Anesth Analg.
2007;105(3):641–7.

14. Aittomaki J, Liuhanen S, Sallisalmi M, Salmenpera MT, Heavner JE,
Rosenberg PH. The effect of levosimendan on bupivacaine-induced severe
myocardial depression in anesthetized pigs. Reg Anesth Pain Med. 2010;
35(1):34–40.

15. Gokahmetoglu G, Aksu R, Bicer C, Darcin K, Ugur F. The effect of
levosimendan combined with 20% lipid emulsion treatment on survival
from bupivacaine induced toxicity in experiment. Bratisl Lek Listy. 2014;
115(5):275–9.

16. Gruhn N, Nielsen-Kudsk JE, Theilgaard S, Bang L, Olesen SP, Aldershvile J.
Coronary vasorelaxant effect of levosimendan, a new inodilator with
calcium-sensitizing properties. J Cardiovasc Pharmacol. 1998;31(5):741–9.

17. Chen Y, Xia Y, Liu L, Shi T, Shi K, Wang Q, Chen L, Papadimos TJ, Xu X. lipid
emulsion reverses bupivacaine-induced asystole in isolated rat hearts:
concentration-response and time-response relationships. Anesthesiology.
2010;113(6):1320–5.

18. Feldman HS, Hartvig P, Wiklund L, Doucette AM, Antoni G, Gee A, Ulin J,
Langstrom B. Regional distribution of 11C-labeled lidocaine, bupivacaine,
and ropivacaine in the heart, lungs, and skeletal muscle of pigs studied with
positron emission tomography. Biopharm Drug Dispos. 1997;18(2):151–64.

19. Liu L, Xia Y, Chen Y, Wang Q, Shi T, Wang F, Small RH, Xu X. the
comparative effects of lipid, epinephrine, and their combination in the
reversal of bupivacaine-induced asystole in the isolated rat heart. Anesth
Analg. 2012;114(4):886–93.

20. Kaheinen P, Pollesello P, Levijoki J, Haikala H. Levosimendan increases
diastolic coronary flow in isolated Guinea-pig heart by opening ATP-
sensitive potassium channels. J Cardiovasc Pharmacol. 2001;37(4):367–74.

21. Doutheil U, Bruggencate HG, Kramer K. Vasomotor function of coronary
vessels under the influence of L-noradrenalin and Isopropylnoradrenalin
after blocking of adrenergic Beta-receptors by Nethalide. Pflugers Arch
Gesamte Physiol Menschen Tiere. 1964;281:181–90.

22. Groban L, Deal DD, Vernon JC, James RL, Butterworth J. Cardiac
resuscitation after incremental overdosage with lidocaine, bupivacaine,
levobupivacaine, and ropivacaine in anesthetized dogs. Anesth Analg. 2001;
92(1):37–43.

23. Landoni G, Lomivorotov VV, Alvaro G, Lobreglio R, Pisano A, Guarracino F,
Calabro MG, Grigoryev EV, Likhvantsev VV, Salgado-Filho MF, et al.
Levosimendan for hemodynamic support after cardiac surgery. N Engl J
Med. 2017;376(21):2021–31.

24. Weinberg GL, Di Gregorio G, Ripper R, Kelly K, Massad M, Edelman L,
Schwartz D, Shah N, Zheng S, Feinstein DL. Resuscitation with lipid versus
epinephrine in a rat model of bupivacaine overdose. Anesthesiology. 2008;
108(5):907–13.

25. Gordon AC, Perkins GD, Singer M, McAuley DF, Orme RM, Santhakumaran S,
Mason AJ, Cross M, Al-Beidh F, Best-Lane J, et al. Levosimendan for the
prevention of acute organ dysfunction in Sepsis. N Engl J Med. 2016;
375(17):1638–48.

26. Harrison RW, Hasselblad V, Mehta RH, Levin R, Harrington RA, Alexander JH.
Effect of levosimendan on survival and adverse events after cardiac surgery:
a meta-analysis. J Cardiothorac Vasc Anesth. 2013;27(6):1224–32.

27. Gordon AC, Orme RML, Singer M. Levosimendan in Sepsis. N Engl J Med.
2017;376(8):800.

Chen et al. BMC Anesthesiology          (2018) 18:174 Page 7 of 7


	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Animals
	Drugs
	Random table method
	Preparation of isolated hearts
	Experimental protocol
	Part 1-----decision of the optimal levosimendan concentration in the lipid-based reversal of bupivacaine-induced asystole in the isolated rat heart
	Part 2-----comparison among the control group, epinephrine group and levosimendan group

	Statistical analysis

	Results
	Determination of the optimal concentration of levosimendan in lipid-based reversal of bupivacaine-induced asystole in the isolated rat heart
	Baseline values and weight of rats
	Coronary flow (CF)
	Time to recovery (Trecovery)
	Incidence rate of ventricular arrhythmia

	Cardiac function variables
	Heart rate
	Rate-pressure product
	Maximum change rate of left ventricular pressure increase


	Discussion
	Conclusion
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

