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Introduction: Postoperative pain is a common complaint following laparoscopic nephrectomies and in
these patients transverse abdominis (TAP) block is a useful an effective analgesic modality in controlling
pain compared to other techniques. This prospective randomized comparative study is to compare the
analgesic efficacy of unilateral TAP block versus bilateral TAP block for better analgesia postoperatively.
Materials and Methods: A total of 60 ASA I-II patients undergoing lapararoscopic nephrectomies (1860 years) were included and divided into two groups A(n=30) and B(n=30). Group A: Lateral ultrasound
guided(USG) unilateral TAP block with 20ml of 0.25% isobaric bupivacaine. Group B: Lateral USG guided
bilateral TAP block with 20ml of 0.25% isobaric bupivacaine at the end of surgery before extubation.
Statistical Design: the statistical testing conducted using statistical package for the social science system.
For all statistical tests, a p value less than 0.05 was taken to indicate a significant difference.
Results: We found that total mean analgesic duration of the block was significantly longer in bilateral
(B) group (14.3h±2.48h rs) as compared to group A(6.2±2.14hrs) with p value of 0.000000017564. VAS
scores were significantly higher in the group A with p value of 0.00000000124575. The mean number of
doses of additional rescue analgesia (i.e fentanyl) in Group A was 3.12 ± 0.72 as compared to 1.04 ± 0.73
in Group B (given at 18 hrs.), the p value comes out to be 0.0000000125 which is statistically significant.
Conclusion: Bilateral USG guided TAP block is of more benefit than unilateral TAP block in reducing
postoperative pain and also reduced overall use of opioids in laparoscopic nephrectomies.
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polycystic kidney disease.
At present, laparoscopic nephrectomy is preferred over
open nephrectomy as it is less invasive, leading to better
patient satisfaction and early patient discharge. While
the use of modern laparoscopic techniques has many
advantages, they still have high incidence of postoperative
pain. In laparoscopic nephrectomies there are various
port sites that depend upon the type of approach and
the side to be operated.
These approaches are in
particular, transperitoneal and retroperitoneal approach.
Between the two, the most commonly practiced is the
transperitoneal approach. The substantial component of the
pain experienced by such patients is mainly derived from

1. Introduction
Urological surgeries are one of the most common surgical
procedures encountered in the clinical practice and these
have evolved over the time from simple removal of renal
calculus to radical nephrectomies. 1 The main indications
of nephrectomies are renal transplant donor nephrectomies,
renal cell carcinoma or upper tract transitional cell
carcinoma and conditions leading to poorly functioning
and non-functioning kidneys, which range from chronic
infections, hypertens ion, recurrent renal calculus to
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the anterior abdominal wall incisions. 2
The most common treatment strategy for postoperative
pain relief following laparoscopic surgery is multimodal,
using patient controlled intravenous analgesia, epidural
analgesia, intraperitoneal injection viatrocar infiltration of
local anaesthetics and nerve blocks of anterior abdominal
wall. 3 In recent years ultrasound guided(USG) subcostal
and lateral Transversus Abdominis Plane (TAP) block has
been used as a satisfactory approach that provides postoperative analgesia for patients u ndergoing laparoscopic
surgeries. 4 It is an effective method of producing reliable
supraumbilical analgesia. 2 Also, diminishes or replaces the
use of opioids, lowers the incidence of adverse effects like
postoperative nausea and vomiting (PONV) and avoid the
potential hazards associated with neraxial blockade. In
ultrasound guided TAP block, the local anesthetic is injected
into the transversus abdominis fascial plane, where the
neural afferents of the anterior abdominal wall (T6 to L1)
are located. 5 Several studies have been conducted in fresh
cadavers and healthy volunteers who have confirmed the
demonstration of the spread of local anaesthetic agent in this
plane and are associated with the nerve block of T8-L2. 6
USG guided lateral TAP bloc k has also been used as an
effective component of multimodal postoperative analgesia
for laparoscopic nephrectomies including renal transplant
donors. 7,8 till now only few studies have been done using
USG guided lateral TAP block (unilateral approach more
routinely used) to evaluate the reduction of postoperative
pain in these surgeries. However unilateral TAP block
may be insufficient due to incomplete motor blockade of
the abdominal wall and so far no study has been done
till now to compare the analgesic efficacy of unilateral
versus bilateral ultrasound guided lateral TAP block in
laparoscopic nephrectomies.
Through this study it was our primary aim to compare the
analgesic efficacy of unilateral versus bilateral ultrasound
guided lateral TAP block using 0.25% bupivacaine in
patients who underwent laparoscopic nephrectomies. The
secondary aim of this study was to assess the total
consumption of opioids in the postoperative period in these
surgeries.
2. Materials and Methods

2.1. Methodology
After obtaining approval from the ethics committee and
written informed consent from 60 ASA (American society
of Anaesthesiologists) 1 and 2 patients who were to undergo
laparoscopic nephrectomy of age 18 to 60 y ears of either
sex, weighing between 50 to 80kg and height above 140cms,
were included in this prospective randomized comparative
study. The exclusion criteria was patient refusal, patients
with ASA grade 3,4 and 5,patients with age < 18yrs and
>60yrs, patients with peripheral neuropathies, patients with
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coagulation disorders, patients with BM1 > 35, patients
with inflammatory skin lesions at the site of giving block.
Patients with allergy to local anaesthetics, pregnant mothers
and lactating mothers, patients with weight less than 50
kg, patients with serum creatinine >2.5, patients with
poor LV function and ejection fraction <40%. Conversion
from laparoscopic to open nephrectomy and if elective
laparoscopic nephrectomy is planned along with other intraabdominal procedures. The study was period was between
April 2018 to December 2018.
Randomization chart was prepared by the statistician
using the permuted block approach to achieve equal
numbers of participants in each group and accordingly
randomization was done with 30 patients in each
A(unilateral) and B (bilateral) group. The concealment
of allocation was not done to avoid the discrepancy in
technique of block by multiple hands. Following detailed
pre-anesthetic checkup, patients were explained about the
Visual Analog Scale Score (VAS) pre-operative. (0- no pain
TO 10-maximum pain).
Patients in group A received ultrasound guided unilateral
TAP block (lateral approach) with 20ml of 0.25% isobaric
bupivacaine at the end of surgery before extubation and
patients in group B received ultrasound guided bilateral
TAP block (lateral approach) with 20ml of 0.25% isobaric
bupivacaine at the end of surgery before extubation. The
block was preferably given by the same practioner who had
expertise in ultrasound guided blocks, in most of the cases.
All patients were fasted as per protocol i.e. 6 hours
for solid food and 2 hours for clear liquids before the
scheduled surgery. All patients were premedicated with
50 mg of i.v(intravenous) ranitidine and 10 mg of i.v
metoclopramide 2 hours prior to surgery. After taking the
patient in the operation theatre, patency of IV cannula was
checked for. Non-invasive monitors were attached including
pulse oxymeter, electrocardiogram, noninvasive blood
pressure monitoring and baseline parameters were noted.
Glycopyrolate 0.2mg/kg i.v and injection ondansetron
4mg/kg i.v was given. Induction of general anaesthesia
(GA) was done using fentanyl at 2mcg/kg i.v followed
by titrated doses of propofol at 1-2mg/kg i.v. After
ensuring adequate ventilation, atracurium was given a t a
dose of 0.6mg/kg i.v. After adequate muscle relaxation,
trachea was intubated with appropriate size of endotracheal
tube. A 16 F nasogastric tube was placed to decompress
the stomach. Transesophageal temperature probe was
used for monitoring temperature. Patient placed in the
lateral position on Kidney Bridge taking care of all the
pressure points. Maintenance of anaesthesia was done
with inhalational mixture of oxygen, air and sevoflurane
at 0.9 MAC (minimum alveolar concentration) along with
infusion of atracurium at 0.005 mg/kg/min i.v which was
stopped 45 minutes prior to the completion of surgery.
Intraoperative analgesia was maintained with intermittent
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boluses of fentanyl IV and last dose was not repeated at least
1 hour prior to completion of surgery.
After the completion of surgery, patient was made
supine positioned for ultrasound guided TAP block before
extubation. Under all aseptic precautions, TAP block
was given under ultrasound guidance using sonosite MTurbo ultrasound machine and linear 6-13 MHz ultrasound
probe. The transversus abdominis muscle was identified
lying beneath and extending lateral to the rectus abdominis
muscle. Using the “in-plane technique” a 50mm, 22 guage
stimuplex needle was then guided, in - plane, to a point such
that the tip was between the internal oblique muscle and the
transverse abdominis within the neurovascular fascial plane.
Following aspiration, unilaterally 20ml of 0.25% isobaric
bupivacaine was injected in patients of Group-A and 20 ml
of 0.25% isobaric bupiv acaine was injected on each side
in patients of Group –B. Maximum dose of bupivacaine we
have taken in our study is 2mg/kg. 9 Residual neuromuscular
paralysis was reversed with 0.05 mg/kg i.v. of neostigmine
and 0.006 mg/kg i.v. of glycopyrrolate.
Total mean analgesic duration of TAP block was defined
as the time interval from administration of local anaesthetic
till first demand of first rescue analgesic i.e. injection
Paracetamol in this study. VAS score was evaluated post
operatively at 30 minutes, then 1 hourly for first 6 hours,
thereafter every 3hours for 24hours. The hemodynamic
parameters were assessed postoperatively at 30 minutes,
then 1 hourly for first 6 hours, thereafter every 3hours for
24hours. The time to first demand for rescue analgesic
by the patient was noted i.e when VAS score was > 4.
At that time, injection paracetamol 20mg/kg i.v was given
and was continued thereafter as 8th hourly dose till 24
hours postoperatively. However in some cases if the patient
VAS score is less than 4 but patient wanted analgesic then
injection paracetamol 20mg/kg i.v was given. If patient had
VAS >4 even after one hour of giving paracetamol, then
fentanyl at 1 mcg/kg iv was given as additional analgesic
for breakthrough pain relief. The time frame of one hour
to wait for before giving second rescue analgesic is chosen
because peak effect of intravenous paracetamol is 40 min to
60 min. 10 The rescue doses of fentanyl were administered at
the discretion of the attending physician. The total number
of doses of additional rescue analgesic i.e fentanyl over
24 hours was noted. Patient complaining of nausea and
vomiting were treated with ondansetron 4mg i.v. Also
the side effects related to technique of block and the local
anaesthetic (drug toxicity) used were assessed.
We chose bupivacaine as a local anaesthetic in this
study because it is more potent and the effect also
is of longer duration as compared to ropivacaine and
levobupivacaine. The intensity of motor blockade also is
more with bupivacaine. 11
The nephrectomies in this study were mostly renal
transplant donor nephrectomies, and some were partial and

radical nephrectomies. The laparoscopic procedure was
performed with 4 ports for left nephrectomy (three 5mm
ports and one 10mm port) and 5 ports for right nephrectomy
(three 5mm ports and two 10mm ports). In both situations,
pfannesteil- kerr incision was given to take out the kidney.
Sample size calculation was based on the analgesic
efficacy in two groups. Through a preliminary pilot study
of 5 patients per group, the mean analgesic duration was
calculated as 14.2 hrs in the bilateral group and 6.3 hrs in
the unilateral group. The total sample size was set as 44
calculated, with a power of 90%, alpha value of 0.05 where
the standard deviation of two groups was 1.06 and 1.19 hrs
respectively. However we included a total of 60 patients
(30 per group) to counteract any dropouts during the study
period.
The formula for calculated sample size is given below
n=

(σ 12 + σ 22 ) . [Z 1− α /2 + Z 1− β ]2
(M1 − M2 )2

where Zα /2 is the critical value of the Normal
distribution at α /2 (e.g. for a confidence level of 95%, α
is 0.05 and the critical value is 1.96), Zβ is the critical value
of the Normal distribution at β (e.g. for a power of 90%,
β is 0.1) and M1 and M2 are the expected sample mean
of the two groups. σ 1 and σ 2 are the expected sample
Sd of the two groups. Statistical testing was conducted
with the statistical package for the social science system
(SPSS version 17, SPSSInc., Chicago, IL, USA) Continuous
variables were presented as mean±SD or median if the
data is unevenly distributed. Categorical variables were
expressed as frequencies and percentages.
The comparison of continuous variables between the
groups was performed using Student’s t test. Nominal
categorical data between the groups was compared using
Chi-squared test or Fisher’s exact test as appropriate. Nonnormal distribution continuous variables were compared
using Mann Whitney U test. For all statistical tests, a p value
less than 0.05 was taken to indicate a significant difference.
3. Results
This comparative study was carried out in 60 ASA 1/2
patients who underwent elective laparoscopic nephrectomies. 30 patients in group A received lateral ultrasound
guided unilateral TAP block with 20ml solution of 0.25%
bupivacaine and 30 patients in group B received 20ml of
0.25% bupivacaine bilaterally after completion of surgery
and before extubation.
Demographic variables were compared between group A
and group B (Table 1). All the TAP blocks were performed
without any complications. Hemodynamically both groups
were comparable at all the time points.
Total mean analgesic duration of ultrasound guided
TAP block in group A was found out to be 6.2±2.14hrs
as compared to group B which was 14.3h±2.48hrs p
value 0.000000017564 (Figure 1), which is statistically
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significant implying that ultrasound guided bilateral TAP
block provides longer duration of postoperative analgesia as
compared to ultrasound guided unilateral TAP block.
The post-operative pain was measured by VAS score
at different time intervals. The overall VAS scores were
significantly higher in the group A as compared to the group
B with p value 0.00000000124575 and maximum difference
found at 9hrs, 12hrs and 18 hrs (Figure 2).
The mean number of doses of additional rescue analgesia
(i.e fentanyl) in Group A was 3.12 ± 0.72 (given at 9,12,18
hrs.) as compared to 1.04 ± 0.73 in Group B (given at 18
hrs.), the p value comes out to be <0.0000000125 which is
statistically significant implying that Group A needed more
doses of fentanyl in postoperative period (Figure 3)
There was no incidence of side effects (nausea, vomiting
and pruritus) and those due to technique of block and drug
volume at any point of time in the post-operative period.
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Fig. 2:

Table 1: Demographic variables

Weight (kgs)
Age (Years)
SEX (M/F)
ASA GRADE (1/2)
Duration of Surgery
(min)

Study Group
Group UL
Mean ± SD
56.21 ± 1.2
41.16 ± 1.8
18/12
22/8
310.2 ± 0.6

Group BL
Mean ± SD
61.10 ± 0.8
45.10 ± 1.3
13/17
17/13
304.2 ± 0.9

Fig. 1:

4. Discussion
Laparoscopic surgery may be associated with reduced
surgical trauma response and shortened recuperation
when compared with open procedures. However, early
postoperative pain is a frequent complaint among such
patients, thus arising need for parenteral opioids and
NSAIDs(nonsteroidal anti-inflammatory drugs) especially
in the first 24 hours postoperatively but due to adverse

Fig. 3:

effects of opioids and NSAIDs, the use of epidural and TAP
block in laparoscopic surgeries including nephrectomies is
growing. 8,12–15 TAP block is more effective in somatic pain
as it interrupt innervation to the abdominal skin, muscles,
and parietal peritoneum but it does not block visceral
pain. TAP block effectively reduces opioid consumption
and related complications like nausea/vomiting, sedation
and also complications related to epidural analgesia like
hypotension, bradycardia and motor block. Thus it is a
suitable substitute for intravenous analgesia and epidural
block. 16–18
Till date, various studies and review articles have been
published to evaluate and demonstrate the efficacy of TAP
block in several laparoscopic surgeries. 17,19–21 but only a
few studies have been done in laparoscopic nephrectomies.
In a randomized controlled trial by Hasgood et al, he found
that USG guided TAP blocks reduces VAS scores and the
amount of morphine used 6 hours after laparoscopic donor
nephrectomy. 8 In another study conducted by Aniskevich et
al ,concluded that TAP block for laparoscopic nephrectomy
reduced overall pain scores at 24 hours with a trend towards
decreased total morphine consumption. 22 Similarly, Parikh
et al 23 also concluded the overall reduction in consumption
of tramadol up to 12 hours after giving USG guided TAP
block at the end of donor nephrectomy.
However, till now no study has been conducted to
compare efficacy of lateral USG guided unilateral versus
bilateral TAP block in laparoscopic nephrectomies and its
effect on total opioid consumption. Hence the strength
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of this study is, it is first to compare the effect of
USG guided unilateral versus bilateral TAP block for
postoperative pain. Here we have found that USG guided
bilateral TAP block (lateral approach) using bupivacaine
in laparoscopic nephrectomies reduced the total fentanyl
requirements and lowered VAS scores more than unilateral
TAP block. It also offered good analgesia, cardiopulmonary
stability, no significant side effects and had high level of
patient satisfaction. We also evaluated total mean analgesic
duration of block and it was better in patients who received
bilateral TAP block. In this study, two different volumes of
local anaesthetic (0.25% bupivacvaine) were used in group
A and B, hence it can be one of the reasons leading to
significantly better efficacy of TAP block in bilateral group
(B) as it provides more complete blockade of the abdominal
wall. Total volume of the drug which is to be used in
the bilateral group needs to be accurately calculated to
avoid any drug overdosage related toxicity. In our study,
bupivacaine was used after proper and effective calculation
of dose, so as to not exceed 2mg/kg and no incidence of any
side effects or toxicity due to higher volume of bupivacaine
was manifested. We did not observe any complications
either due to unilateral or bilateral TAP block with respect
to needle puncture technique as it was practiced under
ultrasound guidance.
This study is not without limitations. The calculation
of the mean analgesic duration has some flaws, patient
may demand rescue analgesic for pain originating from
viscera thus we couldn’t assessed the exact duration of
sensory block as TAP block effectively reduces the somatic
pain but doesn’t block the visceral pain. The depth of
anaesthesia was not monitored in this study and it is
suggested that depth of anaesthesia may influences the
postoperative analgesia 24,25 , and it can also be the limiting
factor.
The confounding variable in this study is the amount of
dissection which is needed varies with the indication for
laparoscopic nephrectomy. The analgesic efficacy of sub
costal and lateral TAP block is less in patients who undergo
extensive resection compare to simple nephrectomy. The
difference in the number of port entry points in right and left
sided nephrectomies can also affect the analgesic efficacy of
the block.
In summary, patients who received bilateral ultrasound
guided TAP block have overall reduced VAS scores, total
fentanyl consumption and provided longer duration of
analgesia as compared to unilateral TAP block (given on the
side of incision) postoperatively. Further large scale studies
are warranted and should be undertaken to fully evaluate and
address the comparison of bilateral versus unilateral TAP
block, its ideal timing, measuring depth of anaesthesia and
ideal local anaesthetic agent with adjuvants and dosage to
be used in laparoscopic nephrectomies.

5. Source of funding
None.
6. Conflict of interest
None.
References
1. Conacher ID, Soomro NA, Rix D. Anaesthesia for laparoscopic
urological surgery. BJA Br J Anaesth. 2004;93(6):859–864.
2. Saxena R, Joshi S, Srivastava K, Tiwari S, Sharma N, Valecha UK.
Comparative study of ultrasound-guided abdominal field blocks versus
port infiltration in laparoscopic cholecystectomies for post-operative
pain relief. Indian J Anaesth. 2016;60(8):578–583.
3. Barazanchi AWH, Macfater WS, Rahiri JL, Tutone S, Hill AG,
et al.
Evidence-based management of pain after laparoscopic
cholecystectomy: a PROSPECT review update. Br J Anaesth.
2018;121(4):787–803.
4. Wassef M, Lee DY, Levine JL, Ross RE, Guend H, Vandepitte C.
Feasibility and analgesic efficacy of the transversus abdominis plane
block after single-port laparoscopy in patients having bariatric surgery.
J Pain Res. 2013;6:837–841.
5. Petersen PL, Stjernholm P, Kristiansen VB, Torup H, Hansen EG,
Mitchell AU. The beneficial effect of transversus abdominis plane
block after laparoscopic cholecystectomy in day-case surgery: a
randomized clinical trial. Anesth Analg. 2012;115(3):527–533.
6. Zhao X, Tong Y, Ren H, Ding XB, Wang X, Zong JY. Transversus
abdominis plane block for postoperative analgesia after laparoscopic
surgery: a systematic review and meta-analysis. Int J Clin Exp Med.
2014;7(9):2966–2975.
7. Chetwood A, Agrawal S, Hrouda D, Doyle P. Laparoscopic assisted
transversus abdominis plane block: a novel insertion technique during
laparoscopic nephrectomy. Anaesthesia. 2011;66(4):317–318.
8. Hosgood SA, Thiyagarajan UM, Nicholson H, Jeyapalan I, Nicholson
ML. Randomized clinical trial of transversus abdominis plane block
versus placebo control in live-donor nephrectomy. Transplantation.
2012;94(5):520–525.
9. El-Boghdadly K, Pawa A, Chin KJ. Local anesthetic systemic toxicity:
current perspectives. Local Reg Anesth. 2018;11:35–44.
10. Chhaya V, Sharma V, Mehta. Paracetamol: mechanisms and updates.
Continuing Educ Anaesth Critical Care Pain. 2014;14(4):153–158.
11. Gautier P, Kock MD, Huberty L, Demir T, Izydorzic M, Vanderick B.
Comparison of the effects of intrathecal ropivacaine, levobupivacaine,
and bupivacaine for Caesarean section. Br J Anaesth. 2003;91(5):684–
689.
12. Mukhtar K, Khattak I. Transversus abdominis plane block for renal
transplant recipients. Br J Anaesth. 2010;104(5):663–664.
13. Jankovic ZB, Pollard SG, Nachiappan MM. Continuous Transversus
Abdominis Plane Block for Renal Transplant Recipients. Anesth
Analg. 2009;109(5):1710–1711.
14. Freir NM, Murphy C, Mugawar M, Linnane A, Cunningham
AJ. Transversus abdominis plane block for analgesia in renal
transplantation: a randomized controlled trial.
Anesth Analg.
2012;115(4):953–957.
15. Nicholls AJ, Tucker V, Gibbs P. Awake renal transplantation;
a realistic alternative to general anesthesia.
Transplant Proc.
2010;42(5):1677–1678.
16. Mcdonnell JG, Curley G, Carney J, Benton A, Costello J, et al.
The analgesic efficacy of transversus abdominis plane block after
cesarean delivery: a randomized controlled trial. Anesth Analg.
2008;106(1):186–191.
17. El-Dawlatly AA, Turkistani A, Kettner SC, Machata AM, Delvi
MB, et al. Ultrasound-guided transversus abdominis plane block:
description of a new technique and comparison with conventional
systemic analgesia during laparoscopic cholecystectomy.
Br J
Anaesth. 2009;102(6):763–767.

Nath et al. / Indian Journal of Clinical Anaesthesia 2020;7(1):88–93
18. Niraj G, Searle A, Mathews M, Misra V, Baban M, Kiani S.
Analgesic efficacy of ultrasound-guided transversus abdominis plane
block in patients undergoing open appendicectomy. Br J Anaesth.
2009;103(4):601–605.
19. Mcdonnell JG, Donnell B, Curley G, Heffernan A, Power C, Laffey
JG. The analgesic efficacy of transversus abdominis plane block after
abdominal surgery: a prospective randomized controlled trial. Anesth
Analg. 2007;104(1):193–197.
20. Johns N, Neill SO, Ventham NT, Barron F, Brady RR, Daniel T.
Clinical effectiveness of transversus abdominis plane (TAP) block in
abdominal surgery: a systematic review and meta-analysis. Colorectal
Dis Off J Assoc Coloproctology G B Irel. 2012;14(10):635–642.
21. Abdallah FW, Chan VW, Brull R. Transversus abdominis plane block:
a systematic review. Reg Anesth Pain Med. 2012;37(2):193–209.
22. Aniskevich S, Taner CB, Perry DK, Robards CB, Porter SB,
Thomas CS. Ultrasound-guided transversus abdominis plane blocks
for patients undergoing laparoscopic hand-assisted nephrectomy: a
randomized, placebo-controlled trial. Local Reg Anesth. 2014;7:11–
16.
23. Parikh BK, Waghmare VT, Shah VR, Mehta T, Butala BP, Parikh
GP.
The analgesic efficacy of ultrasound-guided transversus
abdominis plane block for retroperitoneoscopic donor nephrectomy:
A randomized controlled study. Saudi J Anaesth. 2013;7(1):43–47.
24. Faiz S, Siamdoust S, Rahimzadeh SA, Houshmand P, L. An
investigation into the effect of depth of anaesthesia on postoperative
pain in laparoscopic cholecystectomy surgery: a double-blind clinical
trial. J Pain Res. 2017;10:2311–2317.
25. Sahni N, Anand LK, Gombar S. Effect of intraoperative depth
of anaesthesia on postoperative pain and analgesic requirement: A

93

randomized prospective observer blinded study. J Anaesthesiol Clin
Pharmacol. 2012;28:266–267.

Author biography
Shivika Nath Consultant
Sahil Gupta Secondary DNB
Dipankar Dhar HOD
Suneva Sadhu Consultant
Dushyant Nadar HOD
Piyush Varshney Senior Consultant

Cite this article: Nath S, Gupta S, Dhar D, Sadhu S, Nadar D,
Varshney P. A comparative study to evaluate the analgesic efficacy of
unilateral transvere abdominis plane block versus bilateral tap block
using 0.25% bupivacaine in laparoscopic nephrectomies. Indian J Clin
Anaesth 2020;7(1):88-93.

