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PART B – TECHNICAL DETAILS 

1 Title of the dissertation Comparison of Spinal anaesthesia with 
intrathecal morphine as additive Vs. General 
anaesthesia with erector spinae plane block 
for lumbar spine surgery; A prospective, 
randomised study. 

2 Introduction  

A. Problem statement Lumbar laminectomy and discectomy are 
commonly performed surgery, which is 
associated with significant postoperative 
pain and patient discomfort.  General 
anaesthesia and spinal anaesthesia have 
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both shown to be suitable techniques for 
patients undergoing lumbar spine surgery. 
GA may be preferred because of greater 
patient acceptance and the ability to 
perform operations of long duration in the 
prone position with a secured airway. 
Anaesthesiologists who favour regional 
techniques, however, believe regional 
anaesthesia reduces blood loss and 
improves operating conditions by 
decreasing peripheral venous pressure 
which reduces venous blood loss in the 
operative field. In addition, since these 
operations are usually performed in the 
prone position, the awake patient can self-
position to avoid nerve injury to the brachial 
plexus and pressure necrosis to the face that 
may occur in the mispositioned patient 
under GA. Pulmonary complications are 
reported to occur more frequently with GA 
compared with regional anaesthetic 
techniques. In two uncontrolled large 
retrospective trials, spinal anaesthesia (SA) 
was considered to be at least as good or 
better than typical expectations for GA in 
patients undergoing lumbar spine surgery.  
Ultrasound guided erector spinae plane 
block was described in 2016 shown to 
provide analgesia postoperatively for truncal 
surgeries.  

B. Rationale Studies indicate that SA provides good 
operative conditions for lumbar spine 
surgeries. Most of these studies have not 
used any additives or short acting opioids 
like fentanyl as an additive for spinal 
anaesthesia, which provided analgesia for 
few hours after the surgery. Intrathecal 
morphine has been shown to provide 
analgesia lasting up to 24 hours after the 
surgery when used as an additive. 
There are few studies describing erector 
spinae plane block (ESPB), along with GA to 
provide good postoperative analgesia for 
lumbar spine surgeries. ESPB has been 
shown to provide analgesia up to 6-8 hours 
and decrease the postoperative analgesic 
requirement.  

C. Novelty Based on the literature survey little is known 
or less explored with respect to comparing 
EPSB with GA to intrathecal morphine as an 
additive to SA. 

D. Expected outcome and application Study will help in concluding better 
technique for good postoperative analgesia, 
patient comfort and early post-operative 
recovery. 



3 Research question(s) Whether SA with morphine as additive or 
GA with ESPB provides better postoperative 
analgesia following lumbar spine surgery?  

4 Research hypothesis (es), if any GA with ESPB provides equal analgesia as 
intrathecal morphine with SA. 

5 Objectives of the Study: 
A. Primary objective(s)  

 
 
 
 
 

B. Secondary objective (s)  
 
 
 
 

 
 

 
  

1.To compare the postoperative analgesic 
effects of  SA with intrathecal Morphine as 
additive versus GA  with erector spinae 
plane block for lumbar spine surgery(This is 
achieved by  estimating the postoperative 
pain scores and analgesic requirement).  
 
1.Hemodynamic stability.  
2.Operation theatre time.  
3.Postoperative recovery time.  
4.Patients and surgeon’s satisfaction with 
anaesthesia technique.  
5.postoperative nausea and vomiting.  

6 1. Review of literature Jellish W et al conducted a study (1)-a 
prospective randomized study comparing 
short- and intermediate-term perioperative 
outcome variables after spinal or general 
anaesthesia for lumbar disk and 
laminectomy surgery. One hundred twenty-
two patients were randomly assigned to 
receive either a standard general 
anaesthetic (GA) or spinal anaesthesia (SA) 
supplemented with intravenous (IV) 
propofol sedation. Demographically, both 
groups were similar. Total anaesthesia 
(131.0 + 4.3 vs 106.6? 3.2 min) and surgical 
times (81.5 3.6 vs 67.1 i: 2.8 min) were 
longer in the GA group. Intraoperative 
hemodynamic were similar between groups 
except that the incidence of increased blood 
pressure was more frequent with GA (26.2% 
vs 3.3%). Peak pain scores in the PACU were 
higher after GA compared with SA (58 2 4 vs 
22 + 3) as were the number of patients who 
required analgesics. Analgesic requirements 
after discharge from the PACU, urinary 
retention, and days in the hospital did not 
differ between groups. This study suggests 
that SA may be superior to GA both 
intraoperatively and postoperatively for 
lumbar spine procedures lasting less than 2 
h.  
2. Meng T et al conducted a study-Impact 

of spinal anaesthesia vs. general 
anaesthesia on perioperative outcome 
in lumbar spine surgery: a systematic 
review and meta-analysis of 
randomised, controlled trials. 



randomised, controlled trials that 
included patients between 18 and 60 
years old undergoing elective lumbar 
spine surgery where spinal anaesthesia 
was compared with general anaesthesia. 
The total number of participants was 
625 (313 in the spinal anaesthesia 
group, 312 in the general anaesthesia 
group). The sample size of these studies 
ranged from 56 to 122. The spinal 
anaesthesia group had significantly 
lower incidences of intra-operative 
hypertension than the GA group. There 
were no significant differences in the 
incidences of intra-operative 
hypotension between the two groups.  
However, the length of hospital stay in 
group was significantly shorter in SA 
group than in GA group. Analgesic 
requirements in the post-anaesthesia 
care unit were significantly less in the SA 
group than in the GA group.  

There are several such studies comparing SA 
versus GA in lumbar spine surgery-Most of 
them have concluded that spinal 
anaesthesia (SA) was considered to be at 
least as good or better than typical 
expectations for GA in patients undergoing 
lumbar spine surgery. (2,3,4,5,6,7) 

                                                                    
3.Wang Y et al conducted a study (8)-Pre-
emptive analgesia with a single low dose of 
intrathecal morphine in multilevel posterior 
lumbar interbody fusion surgery: a double-
blind, randomized, controlled trial. Ninety-
two patients aged between 18 and 80 years 
who were scheduled to undergo elective 
lumbar laminectomy (L3−S1) and dual-level 
fusions. Patients were randomly allocated to 
either the ITM group that received 0.2 mg of 
ITM or the control (CON) group that 
received 2 ml of 0.9% saline as a skin 
infiltration 30 minutes prior to anaesthesia 
induction. The primary endpoint was the 
degree of postoperative pain at rest and 
during movement evaluated using a 10-
point visual analogue scale. The ITM group 
had a significantly lower visual analogue 
scale score than the control group during 
the first 3 days postoperatively. The ITM 
group reported a greater degree of 
satisfaction with the whole hospitalization 
experience than the control group. The two 
groups did not significantly differ regarding 
adverse effects, length of hospital stay, and 
time taken to regain the ability to walk 



without support. The ITM group had a 
significantly lower VAS score than the 
control group. The time to the first patient-
controlled intravenous analgesia (PCIA) 
fentanyl bolus given as rescue analgesics. 
There was a significantly delay in the ITM 
group compared with the control group 
(313.8± 22.9 minutes vs. 223.2±36.4 
minutes; p=.000) Thus pre-emptive 
analgesia with ITM results in significantly 
improved early postoperative pain control 
and decreased postoperative patient-
controlled intravenous analgesia 
consumption, with no increase in adverse 
effects.   
There are several such studies on intrathecal 
morphine in spine surgery shown to 
produce better postoperative analgesia, 
patient comfort and early post-operative 
recovery. (9,10,11) 

 
4.Singh S et al conducted a study-Bilateral 
Ultrasound-guided Erector Spinae Plane 
Block for Postoperative Analgesia in Lumbar 
Spine Surgery: A Randomized Control Trial. 

(14)  Adults scheduled for elective lumbar 
spine surgery under general anaesthesia 
were randomly assigned to the following: 
Control group-no preoperative ESP block, or 
ESP block group-preoperative bilateral US-
guided ESP block. Both groups received 
standard general anaesthesia during 
surgery. Postoperative pain score, number 
of patients requiring rescue analgesia, and 
total morphine consumption during the first 
24 postoperative hours were recorded. 
Patient satisfaction was assessed 24 hours 
after surgery. All patients in the control 
group required supplemental morphine 
compared with only 9 (45%) in the ESP block 
group (P=0.002). Pain scores immediately 
after surgery (P=0.002) and at 6 hours after 
surgery (P=0.040) were lower in the ESP 
block group compared with the control 
group. Eight hours after surgery -NRS score 
in control group was 3 and another group 
has a score of 2. Patient satisfaction scores 
were more favourable in the block group. 
Hence US-guided ESP block reduces 
postoperative opioid requirement and 
improves patient satisfaction compared with 
standard analgesia in lumbar spine surgery 
patients.   
                                                                 
                                                                       
5.Ueshima H et al did a retrospective study 



(12) on ESP block efficacy was published in 
2016, Efficacy of block tested by NRS 
(numerical rating scale score) at various 
time points till morning of post-op day 2 of 
the patients under inclusion criteria. In the 
data of 41 patient undergoing lumbar spinal 
surgery 23 received GA (group G) and other 
18 patients received GA+ ESP block (group 
E), in which NRS score and amount of 
fentanyl administered were lower in the E 
group. Bilateral ESP block were performed 
by injecting 40 ml of 0.375% 
levobupivacaine (20ml in to each side) after 
surgery. Conclusion was ESP block provides 
effective postoperative analgesic effect for 
24hrs undergoing spine surgeries (p<0.05). 
There are other such case report and case 
series concluding that EPSB along with GA 
provides better postoperative analgesia, 
patient comfort and early postoperative 
recovery. (13,14) 

 

7 3. Methodology  

A. Study design Prospective, Randomised clinical trial. 

B. Study participants (human, animals or both) Human. 

i. Inclusion criteria 
 
 
 
 
 

ii. Exclusion criteria 
 
 
 
 
 
 
 
 
 

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) 

 
   
 
 
 

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)                                                                    

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

1.Age between 18-65years.                     
2.ASA I-III patients undergoing either single- 
or double-level laminectomy or disc surgery 
will be admitted into the study. 
 
 
Patients will be excluded if they had: a 
history of severe cardiac disease, hepatic or 
renal disease, bleeding abnormalities, 
severe spinal stenosis. 
Allergy or any contraindication for 
Diclofenac or infectious processes that 
would contraindicate neuraxial anaesthesia. 
 
 
 
If Spinal anaesthesia does not reach T6 level 
sensory block.   
Surgical duration beyond 120minutes for 
SAB group. 
Patient not comfortable in prone position. 
Up to 24 hours of postoperative period. 
 
 
 
Sedation with propofol. 
General anaesthesia as necessary. 
 
 
Two. Group 1: Spinal anaesthesia with 
intrathecal morphine. 



Group 2: General Anaesthesia with Erector 
spinae plane block.  

C. Sampling  
a. Sampling population 

              
 

b. Sample size calculation 
 
 
 
 
 
 
 
 
 

c. Sampling technique 

 
Patients undergoing lumbar spine 
laminectomy ± Discectomy surgery in the 
operation theatres of SDMCMS&H. 
The study by Wang et al indicated mean ± 
SD of duration of analgesia following 
intrathecal morphine was 313±22.9 min.  
For 20% change in the duration analgesia 
with 80% power and an α error of 0.05, we 
calculated 27 patients are needed in each 
group. Considering for possible drop out, we 
plan to include 30 patients in each group. (8) 

 
 
 
 
 
 
 

D. Randomization details (for interventional studies)- 
Intervention details with standardization 
techniques (drugs / devices / invasive procedures / 
noninvasive procedures / others) 

The patients will be divided into two groups 
based on computer generated random 
number table. They will receive either SA or 
GA as mentioned below. 

E. Ethical Clearance from the Institution’s Ethics 
Committee Obtained? (Copy to be Attached) 

Yes. 

  



  F. Study procedure Patients were assigned to either the GA or 
SA group by computer-generated 
randomization.  
All the patients will undergo thorough 
preoperative evaluation, which include 
history, physical examination and relevant 
laboratory investigations. Patients having 
any of the exclusion criteria will be 
excluded from the study. Patients willing 
to be part of the study will be randomly 
allocated in to 2 groups. All patients will be 
informed about the potential benefits and 
complications after the study protocol has 
been fully and thoroughly explained. All 
groups will have following standard 
monitors like pulse oximeter, ECG, and 
NIBP recording will be attached to all 
patients and baseline parameters such as 
pulse rate, blood pressure and oxygen 
saturation will be noted. Patients in SA 
group will receive SA in sitting position by 
using 26-gauge Quincke needle will be 
used, 3 ml of 0.5% heavy Bupivacaine (15 
mg) and Morphine 200 microgram will be 
given intrathecally. When a stable spinal 
level, usually between T-6 and T-10 is 
achieved (approximately 
10 min) the patient was rolled onto the 
prone position, allowed to self-position 
until comfortable. Intraoperatively if the 
patient goes into hypotension both in SA 
and GA group, ephedrine will be used.   
 Intravenous Ondansetron 4mg given to all 
patients during surgery. Oxygen 
administration by nasal cannula or oxygen 
face mask was then begun at a flow of 4 
L/m.  At the completion of surgery, the 
patient will be rolled from the prone 
position to a supine position on a bed and 
transferred to the PACU.  Patients in GA 
group, anaesthesia induction will be by 
intravenous Fentanyl 2 mcg/kg, Propofol 
2mg/kg and Vecuronium 0.1mg/kg, and 
anaesthesia will be maintained by 
Isoflurane and 50% nitrous and 50% 
oxygen. Injection Dexamethasone 4mg, 
and Injection 0ndansetron 4 mg will be 
given intravenously to all the patients 
during surgery. Intraoperatively if the 
patient has features suggestive of 
inadequate analgesia (as indicated by 
tachycardia, hypertension, increased SPI> 
60), rescue analgesics like fentanyl 
1mcg/kg aliquots will be given. After 
general anaesthesia patient will be 
positioned prone for the surgery. After 



prone positioning, before start of surgery 
ESP will be performed. A portable 
ultrasound scanner bi-directional mode 
with linear transducer probe of 5-12MHz 
will be used. Transducer is covered with 
ultrasound gel and site of choice visualized 
under aseptic precautions and draped. 
Patient in prone position, high frequency 
linear ultrasound transducer will be 
sagittally placed against the target 
vertebral level of T12 and moved in 
approximately 3cms lateral to spinous 
process. The erector spinae muscle and 
transverse muscle will be then identified 
and needle will be advanced through the 
interfacial plane between erector spinae 
and underlying transverse process and 
drug will be deposited after confirming 
correct placement of needle. ESPB 
provided by injecting 20 ml of 0.25% of 
Bupivacaine on each side, total 40 ml of 
drug. At surgical completion the 
anaesthetics will be discontinued, and 
patients breathed 100% Oxygen. They will 
then be rolled to a supine position onto a 
surgical bed and, when appropriate, their 
tracheas will be extubated and they will be 
transported to the PACU.  
Patients will be monitored in the PACU for 
2 hours after the surgery. Their heart rate, 
blood pressure and saturation will be 
noted AT 0,10,30,45,60,75,90 ,120 
minutes. Patients will be assessed for pain 
scores by using Numerical Rating Scale 
(NRS) at above mentioned time intervals. 
Whenever the patients have NRS score 
more than 3 then they will receive 75 mg 
Diclofenac intravenously. The intravenous 
Diclofenac can be repeated if patients NRS 
score more than 3 after 8 hours. If the pain 
doesn’t subside then intravenous 
paracetamol 1 gm will be given. They will 
be shifted to ward and they will be 
followed up for every 6th hour up to 24 
hours after surgery to assess the 
postoperative pain and their analgesic 
requirement and their side effects. Total 
number doses of diclofenac and 
paracetamol used will be noted.                                                      
Post-operative complications of spinal and 
general anaesthesia like shivering, 
vomiting, postdural puncture headache, 
laryngospasm and bronchospasm will be 
monitored and treated accordingly. 

G. Data collection methods including settings and 
periodicity 

Data collection is done before inducing, 
thereafter every 10 min till two hours and 



post operatively for 0,10,30,45,60,75,90 
,120 min.  Then every 6th hourly up to 48 
hours after surgery. 
The data that will be collected are as 
follows:  
1. Heart rate. 
2. Blood pressure. 
3. Pain score.  
4. Analgesic drugs used. 
5. Side effects. 

H. List of statistical tests to be used for data analysis All data entered and analysed SPSS 
Categorical data will be analysed through 
chi square test. 
Continuous data will be analysed using 
Independent sample t test. 
 P < 0.05 will be considered significant.   

I. If it’s a Clinical Trial: Clinical Trials Registry of India or 
equivalent registration number to be mentioned 

 

8 4. List risks and benefits of the study Risks-Side effects associated with spinal 
with intrathecal morphine and general 
anaesthesia. 
Benefits -Better postoperative relief. 

 -improved patient satisfaction. 
 -less use of rescue analgesics. 
-postoperatively length of hospital       
  stay is less. 
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SDM COLLEGE  OF MEDICAL SCIENCES AND HOSPITAL 

MANJUSHREE NAGAR,  SATTUR,  DHARWAD(KARNATAKA)-580009 

INFORMED CONSENT 

Name of the participant: 

Name of the principal investigator: Dr. SOUNDARYA S V 

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

NAGAR, SATTUR, DHARWAD-580009 

 

I,  , have read the information in 

this form (or have 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 “Comparison of spinal anesthesia with intrathecal 

morphine as additive versus general anesthesia with erector spinae plane block for 

lumber spine surgery; a prospective randomized study”. 

I have read and understood this consent form and the information provided to me. 

I have been explained in my vernacular language about the study being conducted. 

I have been explained the consent document and nature and aim of study. 

1. My rights and responsibilities have been explained to me by the investigator. 

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

complications of procedure which includes –: Failure of the block, vomiting, shivering, 

allergic reactions postdural puntural headache, postoperative pain, inadvertent vascular 

injection, hypotension, pneumothorax. 

3. I have informed the investigator of all treatments I am taking or have taken in the past. 

4. I agree to cooperate with the investigator and I will inform him immediately if I suffer from 

unusual symptoms. 

5. 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 awarethat the 

investigators may terminate my participation in the study at any time, for any reason, 

without my consent. 



6. 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. 

7. My identity will be kept confidential if my data are publicly presented. 

8. I have had my questions answered to my satisfaction. 

9. I have decided to be in the research study. 

 
Date: Patient signature with name 

 
Time: 

 
Witness signature with name 

 

 

 
Relationship 



ಶ್ರ ೀ.ಧ.ಮಂ. ವೈದ್ಯ ಕೀಯ ಮಹಾವಿದ್ಯಯ ಲಯ ಮತ್ತು  ಆಸ್ಪ ತ್ರರ  

ಮಂಜುಶ್ರ ೀನಗರ, ಸ್ತ್ತು ರು, ಧಾರವಾಡ 

ಕರ್ನಾಟಕ -೫೮೦೦೦೯ 

 

ಒಪ್ಪಪ ಗೆ ಪತ್ರ  

 

ಭಾಗವಹಿಸುವವರ ಹೆಸರು: 

ಪಧಾನ ವೈದ್ಯ ಕೀಯ ಸಂಶೀಧಕರ ಹೆಸರು: 

ಹೆಸರು: ಡಾ|| ಸೌಂದರ್ಯ ಎಸ್ ವಿ. 

ಶ್ರ ೀ.ಧ.ಮಂ. ವೈದ್ಯ ಕೀಯ ಮಹಾವಿದ್ಯಯ ಲಯ ಮತ್ತು  ಆಸಪ ತ್ರರ . 
 

…………ವಯನಸಿ್ಸ ನ ನಾನು, ಈ ಮೂಲಕ "  

“ಸ್ಪ ೈನಲ್ ಅನಸೆ್ಸಿರ್ ವನ್ನು  ಇೌಂಟ್ರಾ ಥರ್ಯಲ್ ಮಾರ್ಫಯನ್ ನೌಂದಿಗೆ 

ಸೇರಿಸಿದ ಮತೆ್ತ  ಸಾಮಾನಯ  ಅರಿವಳೌಂದಿಗೆ ಎರಿರ್ಟ ರ್ ಸ್ಪ ೈನಪ್ಲ ೇನ್ ಬ್ಲಲ ಕ್ 

ನೌಂದಿಗೆ ಮರಗೆಲಸಬೆನ್ನು ಮೂಳೆರ್ ಶಸೆ ರಚಿಕಿತೆ್ಸ ಗೆ ಹೇಲಿಸುವುದು; 

ಒೌಂದು ಸಂಭಾವಯ  ಯಾದೃಚಿಿರ್” ಎಂಬ ಅಧಯ ಯನದ್ಲಿ್ಲ  ಪಾಲ್ಗೊಳಲು ನನನ  

ಒಪ್ಪಪ ಗೆಯನುನ  ನನನನನನನನನನನನನನ. ಈ ಅಧಯ ಯನದ್ಲಿ್ಲ  ಯಾವುದ್ಯದ್ರೂ ಒಂದು 

ಗಂಪ್ಪನಲಿ್ಲ  (ಗಂಪು-A /ಗಂಪು-B) ನನನ ನು ಸೇರಿಸಬಹುದು ಹಾಗೂ ಯಾವುದೇ ಒಂದು 

ನಿರ್ದಿಷ್ಟ  ಗಂಪ್ಪಗೆ ಸೇರುವುದು ನನನ  ನಿಧಾಿರವಲಿ . 

ನನಗೆ ನರ ಸ್ನನ ಯುಕ ಪರ ದ್ರ್ಿಕ ಯಂತ್ರ  ಮತ್ತು  ಅದು ಹೇಗೆ ಕಾಯಿನಿವಿಹಿಸುತ್ು ದೆ 

ಎಂಬುದ್ರ ಕುರಿತ್ತ ವಿವರಿಸಲಾಗಿದೆ. ಈ ಅಧಯ ಯನದ್ ಗರಿ, ಇದ್ರಿಂದ್ಯಗವ 

ಉಪಯೀಗಗಳು, ತಂದ್ರೆಗಳ ಬಗೆೊ  ಕೂಲಂಕುರ್ವಾಗಿ ನನಗೆ ಅರ್ಿವಾಗವ ರಿೀತಿಯಲಿ್ಲ  

ನನನ   ಆಡು ಭಾಷೆಯಲಿ್ಲ  ತಿಳಿಸ್ಸರುತ್ತು ರೆ. ಇದ್ನುನ  ಸರಿಯಾಗಿ ಅರ್ಥಿಸ್ಸಕಂಡು ನಾನು 

ಸವ ತಂತ್ರ ಯ ವಾಗಿ, ಯಾರ ಒತ್ು ಡವೂ ಇಲಿದ್ ಒಪ್ಪರುತ್ರು ೀನೆ.  

೧- ನನಗೆ ನಿೀಡಿರುವ ಮಾಹಿತಿಯನುನ  ಓರ್ದ ಅರ್ಿಮಾಡಿಕಂಡಿದೆದ ೀನೆ.  

೨- ನನಗೆ ಈ ಅಧಯ ಯನದ್ ಬಗೆೊ  ಮತ್ತು  ಒಪ್ಪಪ ಗೆ ಪತ್ರ ದ್ ಬಗೆೊ  ವಿವರಿಸಲಾಗಿದೆ. 

೩- ನನನ  ಹಕುು ಗಳು ಮತ್ತು  ಜವಾಬ್ದದ ರಿಗಳ ಬಗೆೊ  ನನಗೆ ವಿವರಿಸಲಾಗಿದೆ. 



೪- ನಾನು ತ್ರಗೆದುಕಂಡು ಅರ್ವಾ ಹಿಂದೆ ತ್ರಗೆದುಕಂಡ ಎಲಿಾ  ಚಿಕತಿ್ರ ಗಳು 

ಸಂಶೀಧಕರಿಗೆ ತಿಳಿಸಲಾಗಿದೆ. 

೫-ನಾನು ಯಾವುದೇ ಸಮಯದ್ಲಿ್ಲ  ಅಧಯ ಯನರ್ದಂದ್ ಹೊರಬರುವ ಅಧಿಕಾರವನನುನ  

ಹೊಂರ್ದರುತ್ರು ೀನೆ. 

೬- ತ್ನಿಖಾಧಿಕಾರಿಯಂರ್ದಗೆ ಸಹಕರಿಸಲು ನಾನು ಒಪುಪ ತ್ರು ೀನೆ ಮತ್ತು  ನಾನು ಅಸ್ನಮಾನಯ  

ರೀಗ ಲಕ್ಷಣಗಳಿಂದ್ ಬಳಲುತಿು ದ್ದ ರೆ ತ್ಕ್ಷಣ ಅವರಿಗೆ ತಿಳಿಸುತ್ರು ೀನೆ. 

೭-ನನನ  ಒಪ್ಪಪ ಗೆ ಇಲಿದೆ ತ್ನಿಖೆಗಾರರು ಯಾವುದೇ ಕಾರಣಕ್ಕು  ಯಾವುದೇ ಸಮಯದ್ಲಿ್ಲ  

ಅಧಯ ಯನರ್ದಂದ್ ನನನ  ಭಾಗವಹಿಸುವಿಕ್ಕ ಅಂತ್ಯ ಗೊಳಿಸಬಹುದು ಎಂದು ನಾನು 

ತಿಳಿರ್ದದೆದ ೀನೆ. 

೮- ಪಾರ ಯೀಜಕರು, ನಿಯಂತ್ರ ಕ   ಪಾರ ಧಿಕಾರಗಳು, ಸಕಾಿರದ್ ಏಜೆನಿಿ ಗಳು ಮತ್ತು  ನೈತಿಕ 

ಸಮಿತಿಯಲಿ್ಲ  ಭಾಗವಹಿಸುವವರಿಗೆ ಅಧಯ ಯನದ್  ಪರಿಣಾಮಗಳನುನ  ಬಿಡುಗಡೆ 

ಮಾಡಬಹುದು ಎಂದು ಅನುಮತಿ ನಿೀಡಿರುತ್ರು ೀನೆ. 

೯-ಈ ಅಧಯ ಯನವನುನ  ಯಾವುದೇ ರಿೀತಿಯಲಿ್ಲ  ಪರ ಕಾರ್ನ ಮಾಡಲು ನನನ  

ಅಭ್ಯ ಂತ್ರವಿರುವುರ್ದಲಿ . 

೧೦- ನನನ  ವಿಷ್ಯವನುನ  ಸ್ನವಿಜನಿಕವಾಗಿ ನಿೀಡಲಾದ್ಲಿ್ಲ  ನನನ  ಗರುತ್ನುನ  ಗೌಪಯ ವಾಗಿ 

ಇಡಲಾಗವುದು. 

೧೧- ನಾನು ಯಾವುದೇ ಪರ ಶ್ನನ ಗಳನುನ  ಕೇಳಲು ಮುಕು ನಾಗಿದೆದ ೀನೆ ಮತ್ತು  ನನನ  ಪರ ಶ್ನನ ಗಳಿಗೆ 

ಸಮಾಧಾನಕರವಾಗಿ ಉತ್ು ರಿಸಲಾಗಿದೆ. 

೧೨- ನನನನ ಈ ಅಧಯ ಯನದ್ಲಿ್ಲ  ಭಾಗವಹಿಸಲು ನಿಧಿರಿಸ್ಸದೆದ ೀನೆ.  

 

ರ್ದನಾಂಕ: 

ಸಮಯ: 

 

ರೀಗಿಯ ಹೆಸರು ಮತ್ತು  ಸ್ಸಹಿ  

 

 

ಸ್ನಕಿದ್ಯರರ ಹೆಸರು ಮತ್ತು  ಸಹಿ : 

ರೀಗಿಗೆ ಸಂಬಂಧ : 



PROFORMA 

• Name: Age: Y Sex: M / F 

• IP No: 
• Height (Cm): Weight (Kg): 
• Comorbid Illness:                                                         ASA Grading:             
• Medications: 
• Diagnosis:                                                     Sx performed:                          
• Groups: SA:  Bupivacaine 3ml + Morphine 200mcg, Dexa 4mg Emeset 

4mg  
                  GA: Fenta     + Propofol-       + Vec                        Dexa 4mg Emeset 4mg 

• Anaesthesia starts:                      End:              
• Start of surgery:           End of surgery:                           

Duration: 
 

 

 

 Blood loss:                       Surgeons satisfaction grading (%):  

 

Post op monitoring 
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SIDE 
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 Time for first analgesic:                    Patient satisfaction score 
(%):



• Shivering/ vomiting/ PDPH / Laryngospasm/ Bronchospasm: 
• Day of discharge: 
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