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INFORMED CONSENT WITH A PROCEDURE
on an adult and capable patient

	Informed consent with:
	Administration of blood patch

	Patient –
Name and surname:
	
	Birth registration number
(insurance no.):
	

	Date of birth:
(if no birth registration number exists)
	
	Insurance provider code:
	

	Address of the permanent residence of the patient:
(or other address)
	



	Physician providing the information:

	




	Procedure:
	Administration of blood patch


	1)
	The purpose of this medical procedure is:
Treatment of headaches caused by leakage of cerebrospinal fluid after regional analgesia / anaesthesia in the spine (i.e. post-puncture headache), where the effect of conservative treatment is not sufficient. The procedure is based on administering the patient's own blood (10-20 ml) into the spinal canal. Blood temporarily seals the opening in the dura mater, thus preventing further leakage of fluid, while the increased pressure at this point leads to the immediate resolution of headaches.

	2)
	The procedure is performed 24-48 hours from the onset of symptoms in the case of failure of previous treatment (bed rest, analgesics).

	3)
	The medical procedure will be performed as follows:
The procedure is performed by an anaesthesiologist with an anaesthesia nurse. The procedure is similar to the regional block (performed previously). The patient assumes a sitting position or lies down on their side with their back arched. After the initial disinfection of the back and attaching a sterile drape, a needle is inserted into the epidural space in the location of the previous insertion or one intervertebral space below. A local anaesthetic agent is administered beforehand. When the physician accesses this space, they hold the needle there, ask the nurse to collect 15-20 ml of the patient's own blood and immediately inject it, without further additives, into the epidural space under sterile conditions. If you feel strong pain in the spinal canal, the procedure is stopped. Throughout the procedure, it is necessary to maintain a resting position and perform no rapid movements. Afterwards, the patient lies down and rests in a supine position in bed. The relief is usually immediate. Should the symptoms reappear within 48 hours, it is possible to repeat this procedure. An antibiotic agent is administered in the vein 30 minutes before the repeated procedure.

	4)
	The procedure is associated with complications in a small number of cases. The most common is an unsuccessful search for the epidural space or failure of blood sampling. A rare complication may be the re-penetration of the needle into the cerebrospinal fluid space and creation of a new opening for fluid leakage. Other rare complications include infections and bleeding into the spinal canal.


	5)
	It is necessary to lie in the supine position on the bed for 2 hours after the procedure. Normal movements without increased physical exertion are possible afterwards. It is recommended to follow a stringent drinking regimen and lift no heavy objects for about a week. Painkillers in recommended doses may be used for about 2 weeks in the case of mild headaches (paracetamol, ibuprofen, diclofenac).
Should these symptoms appear: new severe headaches, back pain, pain irradiating in a lower extremity or abdomen, nausea, vomiting, urination and bowel movements disorder, changes in motility and sensation of lower extremities, chills, signs of a general infection, you must immediately contact our practice.




The patient confirms with their signature that these instructions were explained to them by the aforementioned physician in person, comprehensibly, verbally and sufficiently, they have had the time and opportunity to consider these instructions, they understand these instructions and have had the opportunity to ask follow-up questions that relate to their state of health and the proposed health services, and these have been clearly and sufficiently answered, and they have previously been acquainted with their health condition.

Place of signature:

Date and time:

Signature of the physician:		     	                        Signature of the patient:










An option for patients who are unable to sign or refuse to sign:

The patient refused to sign this informed consent. / The patient is unable to sign because:
(e.g. fine hand movements and tight control of fingers are visibly and considerably reduced)


The patient expressed their consent in the following way:
(e.g. they orally confirmed all the individual declarations)


Place of signature:

Date and time:

Signature of the physician:

Name of witness:
(if the witness is not employed at this health facility, the address and the date of birth of the witness must be provided)


Signature of the witness:
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