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2 Introduction

Spinal anaesthesia remains a popular and safe choice for providing anesthesia in lower 

segment Caesarean section(LSCS). Spinal anaesthesia techmique enables good 

cardiovascular stability1

Bupivacaine, an amide type of local anaesthetic, has high potency and long duration of 

action (1.5-2 h). To date, 0.5% bupivacaine is the most popular anaesthetic agent used in 

spinal Anaesthesia in parturients undergoing caesarean delivery2.

Levobupivacaine is the isolated S-enantiomer of bupivacaine3 and may be a favorable 

alternative to spinal bupivacaine. Hyperbaric levobupivacaine is recently introduced drug, 

which has been shown to be equally effective as bupivacaine for LSCS.

The aim of this study is to compare hemodynamic changes and block characteristics of 

bupivacaine and levobupivacaine in spinal anaesthesia for elective caesarean section

A. Problem statement:

Regional anaesthesia is the preferred technique for lower segment caesarean sections as it

allows the patient to remain awake, minimize or completely avoid problems associated with 

airway management. Bupivacaine is most commonly used drug in spinal anaesthesia for lscs 

But spinal anaesthesia with Bupivacaine is known to produce significant hypotension. This is 

particularly relevant in caesarean section because, in addition to the adverse effects on 

parturients, it can have repercussions on the foetus through reduction of placental perfusion. 

Newer enantiomer of Bupivacaine like Levobupivacaine were tried and were shown to be 

equally effective for spinal anaesthesia.

B. Rationale: Hyperbaric levobupivacaine is a recently introduced drug, which is

shown

be effective for spinal anaesthesia for LSCS. There are few studies indicating that 

levobupivacaine produces less hypotension than bupivacaine3. But few other studies shows the 

clinical effect of bupivacaine and levobupivacaine indistinguishable4. We aim to compare 

hemodynamic changes and block characteristics between recently introduced hyperbaric 

levobupivacaine and hyperbaric bupivacaine with morphine as an additive for lscs.



C. Novelty: Morphine is the commonly used additive along with hyperbaric

bupivacaine to prolong the analgesia following LSCS. But we could not find any study 

using hyperbaric levobupivacaine with morphine as additive for LSCS.

D. Expected outcome and application:

3 Research question(s)

Does hyperbaric levobupivacaine have better hemodynamic profile when compared to 

hyperbaric bupivacaine when given as spinal anaesthesia for caesarean section?

4 Research hypothesis (es), if any Both hyperbaric bupivacaine with

morphine and hyperbaric

levobupivacaine with morphine are 

equally stable haemodynamiclly and 

produce adequate spinal block for 

LSCS.

5 Objectives of the Study:

A. Primary objective(s)

B. Secondary objective(s)



6 Review of literature

1.Dilek Subaşı, Osman Ekİncİ, Yıldız Kuplay, Tolga Müftüoğlu, Berna tErzİoğlu conducted a 

study called Comparison of intrathecal hyperbaric bupivacaine and levobupivacaine with 

fentanyl for caesarean section.The aim was to compare the efficacy of lower dose local anest-

hetics use together with higher opioid dose to decrease side effects of drugs. We compared 

sensorial, motor block levels and side effects of equal doses of hyperbaric bupivacaine and 

levobupivacaine with intrathecal fentanyl addition in elective caesarean cases.

Methods: After hospital ethics committee approval and getting written informed consent from 

patients, eighty patients with ASA I-II aged 18-45 were included in the study. They were 

randomized to either Group BF receiving 7.5 mg (1.5 ml) hyperbaric bupivacaine and 25 mcg 

(0.5 ml) fentanyl, or Group LF receiving 7.5 mg (1.5 ml) hyperbaric levobupivacai- ne and 25 

mcg (0.5 ml) fentanyl.: ASA II cases were higher in Group LF. Hemodynamic parameters such 

as 45th min mean arterial pressure of Group BF was found to be lower (p<0.05). Max. motor

block level, motor block level, found to be higher in Group BF (p<0.05). In Group LF, max 

sensorial block level and postoperative VAS scores were higher (p<0.05). Arterial blood gas 

PCO2 was higher and PO2 was lower in Group BF (p<0.05). Onset of motor block time, time to 

max motor block, time to T4 sensori- al block, reversal of two dermatome, first analgesic need 

were similar in both groups.
The study concluded that Intrathecal hyperbaric levobupivacaine-fentanyl combination is good

alternative to bupivacaine-fentanyl com- bination in cesarean surgery as it is less effective in 

motor block, it maintains hemodynamic stability at higher sensorial block levels.

2.Bremerich DH et al conducted a study on Levobupivacaine for parturients undergoing 

elective Caesarean delivery to find appropriate dose.A total of 30 parturients undergoing 

elective caesarean section were included in this prospective, randomised, double-blind study. 

Parturients received either 7.5, 10 or 12.5 mg hyperbaric 0.5% levobupivacaine intrathecally. 

Analgesic, sensory and motor block characteristics as well as maternal and foetal 

levobupivacaine plasma concentrations were determined. Of the parturients receiving 7.5 mg 

levobupivacaine 40% required supplementary intravenous opioid analgesics intraoperatively 

and none achieved complete motor block. Compared to 7.5 mg levobupivacaine, 10 and 12.5 

mg significantly prolonged duration of effective analgesia postoperatively (median: 45 vs. 81 

and 96 min, respectively). Both maternal and foetal levobupivacaine plasma concentrations 

were low, with dose-dependent, statistically significant differences in maternal plasma 

concentrations. Levobupivacaine 7.5 mg did not provide satisfactory intraoperative analgesia in 

all parturients. There were no statistically significant differences between 10 and 12.5 mg 

levobupivacaine with respect to analgesic, sensory and motor block characteristics. Therefore, 

based on these data, 10 mg levobupivacaine is recommended for parturients undergoing elective 

caesarean section with spinal anaesthesia.

3.:Gulen guler et al conducted a study called, A Comparison of Spinal Anesthesia with



Levobupivacaine and Hyperbaric Bupivacaine for Cesarean Sections: A Randomized Trial. The 

aim of this study was to investigate the clinical efficacy of levobupivacaine compared with 

hyperbaric bupivacaine for spinal anesthesia for cesarean section. 60 pregnant women in ASA I

- II group scheduled to have elective cesarean operation were allocated into the study. Patients

were randomly divided into two groups. The combinations 10 mg levobupivacaine (0.5%) + 

fentanyl (15 μcg) for Group LF (n = 30) patients, 10 mg hyperbaric bupivacaine (0.5%) + 

fentanyl (15 μcg) for BF (n = 30) patients were intrathecally administrated a total of 2.3 cc. 

Sensory and motor block characteristics of the groups were assessed with pinprick and 

Bromage scale; observed hemodynamic changes and side effects were recorded. They noted, 

the time to reach maximum dermatome for the sensory block, time for regression by two 

dermatomes and time to regress to T12 dermatome was found to be significantly long in Group 

Bupivacaine with fentanyl. It was observed that in Group BF, the evolution of the motor block 

was faster and lasted longer. Whereas hypotension, bradycardia and nausea were less in Group 

Levobupivacaine with Fentanyl, the need for ephedrine was higher in Group BF (p < 0.05). they 

concluded that motor block time is shorter, and side effects like hypotension, bradycardia and 

nausea are less, the combination of levobupivacaine + fentanyl can be a good alternative in 

cesarean sections.

4. J F Luck , P D W Fettes, J A W Wildsmith conducted a study on Spinal anaesthesia for 

elective surgery: a comparison of hyperbaric solutions of racemic bupivacaine, 

levobupivacaine, and ropivacaine.The aim of their study was to compare the clinical effects of 

'hyperbaric' bupivacaine for spinal anaesthesia with those of similar preparations of 

levobupivacaine and ropivacaine.Sixty ASA grade I-II patients undergoing elective surgery 

under spinal anaesthesia were randomized to receive 3 ml of bupivacaine, levobupivacaine, or 

ropivacaine, each at 5 mg ml(-1) and made hyperbaric by the addition of glucose 30 mg ml(-1). 

A standard protocol was followed after which a blinded observer assessed the sensory and 

motor blocks. The level and duration of sensory (pinprick) block, intensity and duration of 

motor block, and time to mobilize and to micturate were also recorded.One patient (ropivacaine 

group) required general anaesthesia because of technical failure, but all the other blocks were 

adequate. There were no significant differences between the groups with regard to the mean 

time to onset of sensory block at T10, the extent of spread, or mean time to maximum spread. 

Regression of sensory block in the ropivacaine group was more rapid as demonstrated by 

duration at T10 (P<0.0167) and total duration of sensory block (P<0.0167). Patients in the 

ropivacaine group had more rapid recovery from motor block (P<0.0167) and shorter times to 

independent mobilization (P<0.0167). There were no significant differences between the

https://pubmed.ncbi.nlm.nih.gov/?term=Luck%2BJF&cauthor_id=18765643
https://pubmed.ncbi.nlm.nih.gov/?term=Fettes%2BPD&cauthor_id=18765643
https://pubmed.ncbi.nlm.nih.gov/?term=Wildsmith%2BJA&cauthor_id=18765643


bupivacaine and the levobupivacaine groups.'Hyperbaric' ropivacaine provides reliable spinal 

anaesthesia of shorter duration than bupivacaine or levobupivacaine, both of which are 

clinically indistinguishable. The recovery profile of ropivacaine may be useful where prompt 

mobilization is required.

5.Dorothee H. et al.Conducted a study called Comparison of intrathecal bupivacaine and 

levobupivacaine combined with opioids for Caesarean section

The aim of the study was to compare fixed doses of intrathecal hypertonic levobupivacaine 

0.5% (10 mg) and bupivacaine 0.5% (10 mg) combined with either intrathecal fentanyl (10 and 

20 μg), or sufentanil (5 μg) in terms of sensory and motor block characteristic.

: 60 parturients with singleton pregnancy and > 34 weeks of gestation who underwent elective 

Caesarean delivery participated in this randomized, double- blinded clinical trial. They received 

spinal anaesthesia with either levobupivacaine or bupivacaine and the above mentioned opioids 

added (n = 10 parturients/group). Sensory

block was assessed bilaterally by loss of cold sensation, and the degree of motor block was 

determined according to the Bromage scale every minute until delivery, subsequently at 5-min 

intervals until the end of surgery, and at 15-min

intervals thereafter until complete resolution of spinal anaesthesia. A visual analogue scale was 

used postoperatively to measure duration of analgesia at 15-min intervals.

Main outcome measures: Levobupivacaine produced a significantly shorter and less pronounced

motor blockade than racemic bupivacaine regardless of the kind and dose of opioid added. 

Duration of motor block Bromage 3 was 53 ± 14 min, 23 ± 18 min and 41 ± 8 min compared to

65 ± 25 min, 70 ± 19 min and

65 ± 22 min in the bupivacaine groups. Also, only n = 5/30 parturients reached Bromage 

3 in the levobupivacaine groups versus

n = 21/30 parturients in the bupivacaine groups. No parturient experienced intraoperative pain. 

Adding sufentanil 5 μg to either local anaesthetic significantly prolonged duration of effective

analgesia compared to supplemental fentanyl 10or20μg.

The study concluded that 10 mg of hypertonic levobupivacaine 0.5% combined

with sufentanil 5 μg was the most appropriate anaesthetic regimen in parturients undergoing

elective Caesarean delivery in spinal anaesthesia.



7 2 Methodology

Following institutional ethics committee approval and after obtaining written informed consent,

study will start recruiting the parturient. Parturient with singleton pregnancy, ASA 2, aged 18-

40years, scheduled for elective caesarean section will be considered for this prospective, 

randomised, double blind study. Parturients who are ASA III, IV, patients in active labour, 

patient with coagulopathies, allergic to drugs used in the study, patients withmultiple gestation, 

abnormal placentation and those with severe preeclampsia will be excluded from the study.

Patients will be randomly divided in to two groups: Group B and group L using computer

generated random number table. To ensure blinding, the spinal anaesthesia drugs will be 

prepared by another anaesthesiologist, who is not directly involved in the subsequent 

anaesthetic management. Patients will not know their group allocation and hence ensuring the 

double-blind study.

Pre anaesthetic evaluation will be done 24hours before the scheduled surgery time for all 

parturient. Parturient will be given pantoprazole 40 mg orally at bedtime. Parturient will fasted 

a minimum of 6 hour preoperatively. Large bore IV access will be secured and intravenous co-

loading with 1liter of crystalloid will started along with spinal anaesthesia. A pulse oximeter, 

non-invasive blood pressure, electrocardiogram will be connected. Heart rate, ECG will be 

monitored continuously and NIBP will be recorded every minute till baby delivery and then 

once every 5 minutes till end of surgery. With patient in sitting position, under aseptic 

precautions intrathecal injection will be given at L2-L3 or L3-L4 space using 26g Quincke 

spinal needle. Parturient in Group B will receive 10mg of hyperbaric bupivacaine 0.5% (2ml) 

plus morphine 100mcg (diluted in 0.1ml), and those in group L will receive 10mg of hyperbaric 

levobupivacaine 0.5% (2ml) plus morphine 100mcg (diluted in 0.1ml) in spinal anaesthesia.

The patient will receive spinal drug as per the group allocation. Immediately after block the

patient will be positioned in supine position with a 150leftward tilt on the operating table. If 

maternal hypotension, defined as a fall in blood pressure [BP] >20% from the baseline or 

systolic BP <100 mmHg occurred,it will be promptly treated with 50mcg bolus of 

phenylephrine. After the delivery of the baby, maternal hypotension will be treated with 6mg 

bolus of iv ephedrine, total amount of vasopressors used will be noted. Bradycardia defined as 

heart rate < 50bpm will be treated with 0.5mg iv atropine. Sensory block will be assessed 

bilaterally by pin prick method, and the degree of motor block will be determined according to 

the Bromage scale6 (0: free movements of legs and feet; 1: just able to flex knees, free 

movements of feet; 2: unable to flex knees, free movement of feet; 3: unable to move legs or 

feet). After intrathecal injection, sensory and motor block assessments will be performed every



minute until for first 10 minutes, and subsequently at 5-min intervals until the maximum block

height is reached, as indicated by same value for consecutive three readings. Time of baby

delivery, APGAR score will be noted, patient will be shifted to PACU and thereafter, spinal 

block characteristics will be assessed at 15minutes intervals until complete recovery of motor 

function will be determined. Time needed for 2 segment regression of spinal anaesthesia and 

time for block regression to T10 will be noted. Patients will be assessed for postoperative pain 

using Visual Analogue Scale of 0-10 and will be given Intravenous Diclofenac 75mg infusion 

for VAS>3, up to two doses. If the pain persists, then Tramadol 50mg infusion will be given. 

Postoperative pain scores and analgesic requirement will be noted every 6th hourly up to 48 

hours postoperatively. The presence of adverse effects, including nausea, vomiting, pruritus, 

shivering, backache or post-dural puncture headache during the first 48 hour after spinal 

anaesthesia, as well as any treatment requirements, will be noted.

A. Study design

Prospective randomised double blind clinical study

B. Study participants (human, animals or both)

Humans



i. Inclusion criteria

1. Patients belonging to ASA II

2. Posted for elective LSCS

3. Age between 18-40 yrs

4. Weight 40-90 kg

5. Height more than 145cms

6. Having singleton pregnancy

ii. Exclusion criteria

1. Patient refusal

2. Belonging to ASA III and IV

3. Patient in active labour

4. Patients with coagulopathies, and increased intracranial tension

5. Patients allergic to drugs used in the study

6. Patients having contra indications to spinal anaesthesia

7. severe Pregnancy induced hypertension, multiple gestation, abnormal placentation

iii.Withdrawal criteria, if any (trial-related therapy, follow-up and documentation are

terminated prematurely as it is indicated to ensure safety of the participants)

Patient wants to exit the study any time up to spinal anaesthesia, can withdraw from the 

study.

iv.Rescue criteria, if applicable (starting symptomatic therapy either to control

symptoms of disease or to overcome lack of adequate efficacy of the study drug or

placebo)

If Spinal block height is not achieved up to T6, then it will be converted to general

anaesthesia.

v.Number of groups to be studied, identify groups with definition 

Number of groups -2

Group 1 –Group B: Will receive 2ml of hyperbaric bupivacaine 0.5% heavy plus 

100mcgMorphine; Total of 2.1ml.

Group 2 –Group L: Will receive 2ml of hyperbaric levobupivacaine 0.5% heavy plus 

additive 100mcg Morphine; Total of 2.1ml



C. Sampling

a. Sampling population

b. Sample size calculation

c. Sampling technique

Parturient posted for elective LSCS in

the operation theatres of SDM CMS&H 

30 for each group

Two Means - Hypothesis testing

for two means (equal variances) 

based on the article, the mean

arterial scores considered 

Standard deviation in the Ist group 

S1 = 9.27

Standard deviation in the IInd 

group S2 = 8.90

Mean difference between Ist and 

IInd sample = 8.5=d

Effect size = 0.935608145294441

Alpha Error(%) = 1 

Power(%)= 80

sided = 2

Number needed (n) = 27 should 

be taken in each group

So we have taken sample size as 

30 per each group to rule out 

possible drop outs

D. Randomization details (for

interventional studies)- Intervention details

with standardization techniques (drugs / 

devices / invasive procedures / noninvasive 

procedures / others)

COMPUTER BASED

RANDOMISATION CHART

E. Ethical Clearance from the

Institution’s Ethics Committee Obtained? 

(Copy to be Attached)

AWAITED

F. Study procedure Same as methodology



G. Data collection methods including

settings and periodicity

Data collection sheet

Intra operatively: every 1 min till baby

delivery, then every 5 minute till end of 

surgery.

Post operatively every 15 minutes for 2 

hours then every 6th hourly for 2 days

H. List of statistical tests to be used for

data analysis

Categorical variables: Chi Square test

Continuous variables: Independent 

sample t-test.

Data will be presented as Mean ± SD or

Median ± Interquartile range as 

appropriate

I. If it’s a Clinical Trial: Clinical Trials

Registry of India or equivalent registration 

number to be mentioned

To be registered

8 3. List risks and benefits of the study Risks: Inadequate Block, in which case

patient may become out of study

Benefits: Newer drug with better 

haemodynamic profile may be 

recognised, which can benefit the 

anaesthesia for LSCS in future patients.
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Name of the participant:

SDM COLLEGE OF MEDICAL SCIENCES AND HOSPITAL MANJUSHREE NAGAR, 

SATTUR, DHARWAD CONSENT FORM

Name of the principal investigator: Dr. SHASHANK.K

Name of the institution: SDM COLLEGE OF MEDICAL SCIENCES, MANJUSHREE NAGAR, 

SATTUR, DHARWAD-580009

I, , have read the information in this form 

(or has been read to me). I was free to ask any questions and they have been answered. I am over 18 

years of age and, exercising my free power of choice, hereby give my consent to be included as a 

participant in, “ A COMPARATIVE STUDY OF INTRATHECAL HYPERBARIC BUPIVACAINE 

Vs HYPERBARIC LEVOBUPIVACAINE WITH MORPHINE AS AN ADDITIVE FOR LOWER

SEGMENT CAESAREAN SECTION; A PROSPECTIVE

RANDOMISED DOUBLE BLIND CLINICAL TRIAL” I have been explained in my vernacular

language that, during the course of the study I might be allotted in any of the sample group , and it 

shall not be my decision to be in a particular group. I have been explained about the possible 

advantages/disadvantages of being allotted in different sample group. I have read and understood 

this consent form and the information provided to me. I have been explained the consent document 

and nature of study. My rights and responsibilities have been explained to me by the investigator. I 

have been advised about the risks associated with my participation in the study. I have informed the 

investigator of all treatments I am taking or have taken in the past. I agree to cooperate with the 

investigator and I will inform him immediately if I suffer from unusual symptoms. I am aware of 

the fact that I can opt out of the study at any time without having to give any reason and this will 

not affect my future treatment in the hospital. I am also aware that the investigators may terminate 

my participation in the study at any time, for any reason, without my consent. I hereby give 

permission to the investigators to release the information obtained from me as result of participation 

in this study to the sponsors, regulatory authorities, Government agencies and the ethics committee. 

I understand that they may inspect my original records. My identity will be kept confidential if my 

data are publicly presented. I have had my questions answered to my satisfaction. I have decided to 

be in the research study.



Date and time:

Patients signature with name 

Witness:

Relationship to patient

I hereby state that the study procedures were explained in detail and all questions were fully and 

clearly answered to the above-mentioned participant and relative.

Signature of investigator
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ಈಅಧಯ ಯನದುು ರಿ,ಇದ್ವರ ಾಂದ್ಯ ಗುವಉಪ್ಯ ಗಗಳು,ತಂದ್ರರ ಗಳು ಬಗೆೀ ಕೂಲಂಕುಶ್ವಾR

ನನಗೆ ಅಥಾವಾಗುವ ರಿ  ತ್ನಯಲಿ್ಲ ನನನ ಆಡುಭಾಷೆಯಲಿ್ಲ ತ್ನಳಿಸಿ್ರುತ್ತು ರೆ. ಇದಿು ನ ಸ್ಸರ ಯಾR 

ಅಥಾಾಸಿ್ ಕಂಡು ನಾನು ಸಿ್ ತಂತ್ರ ವಾR, ಯಾರಒತ್ತೀ ಡವುಇಲ್ಲದೇಒಪ್ಪ ಪ್ರುತ್ತರ ೀ  ನ.

1.  ನನಗೆ ನ  ಡಿರುವ ಮಾಹಿತ್ನಯನುನ ಓØ ಅಥಾಮಾಡಿಕಂಡಿದ್ದ ೀ  ನ.

2.  ನನಗೆ ಈ ಅಧಯ ಯನದ್ ಬಗೆೀ ಮತ್ತು ಒಪ್ಪ ಪ್ಗೆ ಪ್ತ್ರ ದ್ ಬಗೆೀ 

ವಿವರಿಸಿ್ಲ Rದ್.

3. ನನನ ಹಕು ಗಳು ಮತ್ತು ಜವಾಬದ ದ್ ರಿಗಳ ಬಗೆೀ ನನಗೆ ವಿವರಿಸಿ್ಲ Rದ್.

4. ನಾನು ತ್ರ ಗೆದುಕಳು ವ ಅಥವಾ ಹಿಾಂದ್ು ರಗೆದುಕಂಡ ಎಲ್ಲ ಚಿಕತ್ನರ ಗಳು ಸಂಶ ಧಕರಿಗೆ

ತ್ನಳಿಸಿ್ಲ Rದ್.

5. ನಾನು ಯಾವುದೇ ಸ್ಮಯದಿ್ವ ಿ ಅಧಯ ಯನØೀಾಂದ್ ಹೊರಬರುವ ಅಧಿಕಾರವನು

ಹೊಾಂØರುತ್ತರ ೀ  ನ.

6. ತಿ್ನ ಖಾಧಿಕಾರಿಯಂØಗೆ ಸ್ಹ ಕರಿಸಿು ನಾನು ಒಪ್ಪ ಪ್ ತ್ತರ ೀ  ನ ಮತ್ತು ನಾನು

ಅಸ್ಲಮಾನಯ ರಿ ಗಲಕ್ಷಣಗಳಿಾಂದ್ ಬಳಲುತ್ನ ದ್ದ ರೆ ತ್ಷ ಣಅವರಿಗೆತ್ನಳಿಸುತ್ತರ ೀ  ನ.

7. ನನನ ಒಪ್ಪ ಪ್ ಗೆ ಇಲ್ಲ ದೇ, ತಿ್ನ ಖೆಗಾರರು ಯಾವುದೇ ಕಾರಣಕೆು ಯಾವುದೇ

ಸ್ಮಯದಿ್ ಿ ಅಧಯಯನØೀಾಂದ್ ನನನ ಭಾಗವಹಿಸುವಿಕೆ ಅಾಂತ್ಯ ಗೊಳಿಸ್ಬ ಹುದು ಎಾಂದು ನಾನು

ತ್ನಳಿØದ್ದ ೀ  ನ.

8. ಪ್ರ ರ ಯ ಜಕರು, ನಯಂತ್ರ ಕಪ್ರ ರ ಧಿಕಾರಿಗಳು ಸ್ಲ ೆ ರದ್ಏಜೆನೀ ಗಳು ಮತ್ತು ನೈತ್ನಕಸ್ಸಮ  ತ್ನಯ

ಭಾಗವಹಿಸುವವರಿಗೆ ಅಧಯ ಯನದ್ ಪ್ರಿಣಾಮಗಳನುನ ಬಿಡುಗಡೆಮಾಡಬಹುದು ಎಾಂಬ

ಅನುಮತ್ನ ನ  ಡಿರುತ್ತರ ೀ  ನ.



9.  ಈ ಅಧಯ

ಯನವನು

ನ ಯಾವುದೇ ರಿ  ತ್ನಯಲಿ ೀ ಪ್ರ ಕಾಶ್ನಮಾಡಲು ನನ

ಅಭ್ಯ ೀಾಂತ್ರ ವಿರುವುØಲ್ಲ
.

10. ನನನ ವಿಷಯವನುನ ಸ್ಲವಾಜನಕವಾR ನ  ಡಲಾದಿ್ ಿ ೀ ನನನ ಗುರುತಿ್ತ ನ ಗೌಪ್ಯ ವಾR

ಇಡಲಾಗುವುದು.

11. ನನನ ಪ್ರ ಶಿ್ನಗಳಿಗೆ ಸ್ಲಮ ಧಾನಕರವಾR ಉತ್ತೀ ರಿಸಿ್ಲ Rದ್.

12. ನಾನು ಯಾವುದೇ ಪ್ರ ಶಿ್ನಗಳನುನ ಕೇಳಲು

ಮುಕು ಳಾRದ್ದ ೀ  ನಸ್ಲಮ ಧಾನಕರವಾR

ಉತ್ತೀ ರಿಸಿ್ಲ Rದ್.

ಮತ್ು ೀ ಪ್ರ ಶಿ್ನ ಗಳಿಗೆ

ನನಗೆ

Øನಾಾಂಕ:

ಸ್ಮ ಯ:. 

ಮತ್ತು ಸ್ಸಹ :

ರಿ Rಯ ಹೆಸುರ

ಹೆಸುರ ಮತ್ು ೀ ಸ್ಸಹ :

ರಿ Rಗೆಸಂಬಂಧ:

ವೈದ್ಯ ರುಸ್ಸಹ :



PROFORMA

SERIAL NO: DATE:

NAME: AGE:

IP NO:

Height (cm): Weight (kg): BMI (kg.m-2): 

Comorbid illness:

Medications:

DIAGNOSIS:

PROCEDURE: Lower segment caesarean section 

INVESTIGATIONS

Hb Platelets Blood group Serology–

ASA Grade

Intraoperative

FLUID GIVEN Atropine: +/- Dose: mg ; Phenylephrine +/- mcg

Time of injection

Surgery: Start: End: Duration: min

Onset of sensory blockade: min

Time to achieve maximum sensory block:

Onset of motor blockade: min

min

Highest level sensory block achieved:

APGAR SCORE: 1 MIN- 5 MIN-

Hypotension : yes / no



TIME SPO2 HEART  

RATE

SBP DBP MAP BROMAGE  

SCALE

SENSORY  

BLOCK 

LEVEL

COMMENTS

BASELINE

BEGINNING  

OF 

INJECTION

0 MIN

1 MIN

2 MIN

3 MIN

4 MIN

5 MIN

10 MIN

15 MIN

20 MIN

25 MIN

30 MIN

45 MIN

60 MIN

75

90 MIN

105min



Post-operative (PACU):
Time of arrival:

Time for 1st dose of analgesic: no of doses of analgesic used in 24 hrs:

Time for two segment regression of sensory blockade:

TIME SENSORY

BLOCK LEVEL

MOTOR

BLOCK LEVEL

VAS SIDE EFFECTS COMMENTS

ON ARRIVAL

15 MIN

30 MIN

45 MIN

1 HOUR

90MIN

2 HOURS

6 HOURS

12 HOURS

18 HOURS

24 HOURS

30 HOURS

36 HOURS

42 HOURS

48 HOURS

Time of recovery from motor paralysis:

Total duration of motor blockade: 

Total duration of sensory blockade:
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