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The application of anesthesiology outside of the operating room, while 
widespread and moreover extending, requires heightened vigilance and skill

With new and more invasive interventional procedures becoming more 
commonplace, it remains the anesthesiologists’ responsibility to adapt their 
practice to such procedures and ensure a well tolerated and painless journey 
for their patients

Ultrasound-guided regional anesthesia has become a popular technique 
increasing the opportunities to practice regional anesthesia because of 
technical facilities to perform new blocks.



SAFETY IS A PERMANENT CONCERN
• NORA should follow the same safety protocols agreed upon by local or 

international anesthesia guidelines, and applied in the operating room

• The preoperative assessment should be thorough, and the agreed - upon 
anesthetic plan decided beforehand. 

• Qualified personnel should be present at all times during the procedure. 

• The patient’s vitals should also be continually monitored in accordance with 
the ASA Standards for Basic Anesthesia Monitoring



SAFETY IS A PERMANENT CONCERN

National guidelines for patient monitoring during anesthesia should be followed

An. Techniques must guarantee minimum stress and maximum comfort for the patient
and must take into consideration the risk and benefits of the individual technique

Analgesia is essential and must be long-acting

PONV must be minimezed and indiscriminate use of opioids is not recommended
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ASA III – IV  monitoraggio post-operatorio complesso o lunga durata

Età Non è un criterio di esclusione. Considerare le comorbidità associate. Può essere un vantaggio l’intervento in 
regime di day-surgery o  ambulatoriale per i pazienti più anziani 

BMI No Cut-off. Valutare comorbidità, possibile IOT difficile (criterio di esclusione) e OSAS

Diabete  Rinvio giustificato solo in caso di complicanze significative dell’iperglicemia  
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 Lumbar Plexus Block: (30 ml chloroprocaine 3%) + Sciatic Nerve Block 
(20 ml chloroprocaine 3%) + Na+HCO3- 1mEq/10ml + Adrenalina 1:300000 + sedazione 
con Propofol 

General Anesthesia: ML (Midazolam, Fentanyl, Propofol, N20/02/Desfluorane) 
Seventy-two percent of patients receiving PNB met criteria enabling them to 

bypass Phase I postanesthesia care unit compared with only 24% of those 
receiving GA (P < 0.002). Time to meet criteria for discharge home (home 

readiness) and time to actual discharge were significantly shorter for patients 
given PNBs than for patients given GA (131 +/- 62 versus 205 +/- 94 and 162 +/-

71 versus 226 +/- 96, respectively). Under the conditions of our study, the 
combination of lumbar plexus and sciatic blocks with 2-chloroprocaine 3% was 

associated with a superior recovery profile compared with GA in patients having 
outpatient knee arthroscopy.



CONTROL GROUP
I.V. & Intrarticular saline (20ml)

INTRARTICULAR GROUP
I.V. Saline 20 ml –

Intrarticular Dexmedetomidine
(20 ml NaCl with 1mcg/Kg Dex) 

I.V. GROUP
I.V. Nacl 20 ml with 

Dexmedetomidine 1 mcg/Kg –
Intrarticular Saline 20 ml

 I.V. Group HR decreased significantly compared with preoperative baseline baseline at 1h and 2h after opertion

 MAP was significantly lower in IV Group compared with Control Group at 1 hour 

 Compared with the control group, pain VAS was significantly lower in the first 6 h in the intra-articular group 
and only at the first hour after the end of surgery in the i.v. group 

 The time to first postoperative analgesic request was longer in the intra-articular group [312.0 (120.7) min] compared 
with the control group [71.0 (50.1) min] and the i.v. group [102.1 (54.4) min] (P,0.001).

 The three groups were comparable regarding sedation. No differences were found between the groups in the
incidence of nausea and vomiting.

AG : Fentanest 2mcg/Kg – Propofol 2,5 mg/Kg
MLA (02-ARIA-SEVO)



In 84% of cases, the PADSS score at discharge was 10, whereas in 16% of the 
cases, the PADSS score was 9 (Figure 3). The mean time from anesthesia 
induction to first urination was 75±9.4 minutes (Figure 4), while the mean time 
from anesthesia induction to discharge from the hospital was 152±18.5 minutes

POST ANESTHESIA DISCHARGE SCORING SYSTEM



• Anestesia spinale con Clorprocaina 1% vs TIVA per pazienti che si 
sottopongono a chirurgia ambulatoriale artoscopica del ginocchio ; 50 
pazienti

• Anestesia generale con maschera laringea (propofol e sufentanil)
• SA con 40mg 1% Clorprocaina
• Risultati
1. Recupero più rapido dopo SA 
2. Dimissione SA 117 min vs GA 142 min
3. SA più economica
4. Maggior comfort del paziente con SA





WIDE AWAKE LOCAL ANAESTHESIA WITH NO TOURNIQUET







7 point on
NRS Scale





PENG: Ropivacaine 0,375% 20 ml 
FIB: Ropivacaine 0,2% 40 ml
PRIMARY END-POINT : VAS < 4 30 min POST BLOCK



















SA Group: Ropivacaina 0,5% 2ml + Sedation with Dexmedetomidine 
0,5mcg/Kh/h 

PNB Group: Ropivacaine 0,4% 30 ml + Dex 0,5 mcg/Kg 
(15 ml for each side) + Sedation with Propofol TCI Cp 2 mcg/ml (up 

to 4,5 mcg/ml) + 3-5 mcg Sufentanil ev

Perioperative management: 1 g Paracetamolo 1h preop – 500 mg 
Paracetamolo every 6 h postop – Oxycodone mg 10 every 12 h 

postop until the patient was discharged – PCA Sufentanil: bolus 2 
mcg – lockout 10 min – maximum dose: 6 mcg/hour

In this randomized controlled study, we demonstrated that ultrasound-guided 
bilateral PNB combined with deep sedation using propofol can successfully be 

applied to Milligan–Morgan hemorrhoidectomy. ,is anesthesia technique 
provided the same anal sphincter relaxation and surgical condition for 

surgeons as spinal anesthesia using 0.5% ropivacaine. Bilateral PNB was 
associated with better postoperative pain relief, reduced dosage of rescue 

analgesics, and lowered pain intensity at the first defecation. Moreover, PNB 
combined with propofol sedation could decrease the incidence of urinary 

retention, promoting early ambulation of patients compared to spinal 
anesthesia.









Sensorial Blockade S2-S5 dermatomes 30 min after block



SALA PARTO 





Caso Clinico
 Paziente di 32 anni, II Gravidanza, I Para, 39 settimana di gestazione, Barriera Linguistica

 Partoanalgesia h 18:00  VAS 70, Dilatazione 4 cm, Collo appianato e centralizzato, 
Parte presentata -2, MAC integre. CSE 2,5 mcg Sufentanil + Ropivacaina 0,04% mg 2 

+ sf a 5ml Intratecali

 H 19:30 rottura delle membrane spontanea, liquido chiaro. Dilatazione completa, VAS 50, 
Parte presentata -1/0 

 Al momento di eseguire il top-up ostruzione del catetere epidurale. Paziente non collaborante 
Per poter eseguire riposizionamento.

 H 19:40 PS con lacerazione IV grado (coinvolgimento mucosa ano-rettale)

 Dopo secondamento si esegue Blocco del Nervo Pudendo ecoguidato bilaterale 
(Mepivacaina 2% 4ml + Ropivacaina 0,5% 4 ml)

 Primo tempo chir. eseguito in box travaglio poi h 21:00 si trasferisce la pz in Sala Operatoria 
per miglior comfort dell’operatore e monitoraggio multiparametrico continuo.







 Rib fractures occur most commonly because of blunt thoracic trauma and occur in up to 12% of all trauma patients
 Pulmonary morbidity is increased in these patients as a result of diminished gas exchange from fracture induced pulmonary 

injury and from inadequate analgesia compromising both ventilation and pulmonary mechanics
 Various factors affect outcome and mortality after rib fractures. These include the number of ribs fractured, preexisting 

comorbidities, advanced age, and level of associated pain. Of these, pain is a significant modifiable factor

The most widely used regional techniques for providing analgesia to patients with rib fractures are paravertebral 
block (PVB) and thoracic epidural

Newer myofascial plane blocks such as the erector spinae plane block and the serratus anterior plane block offer 
effective alternatives when paravertebral or epidural techniques are contraindicated or not feasible (as in the case of 

coagulation abnormalities, inability to properly position a patient, and in patients with fractures at multiple sites). 







 Patients with multiple rib fractures experience difficulty in 
coughing and deep breathing

 An increase in the risk of hypoventilation and pneumonia
is observed in such patients

 Chest pain often impedes patients from performing respiratory physiotherapy

 Pain management plays a crucial role as pulmonary complications are observed in 11–31% of patients with multiple 
rib fractures

 Only 9.9–18.4% of patients with multiple rib fractures receive TEA or PVB due to hemostatic coagulation, circulatory 
fluctuations, risk of infection, spinal cord injury, and difficulty in repositioning due to pain

 We reported the cases of three patients with multiple rib fractures who completed respiratory physiotherapy 
after receiving intermittent SAP blocks for pain management.















IL TRATTAMENTO DELLE ARITMIE VENTRICOLARI: IL 
FAILURE ABLATIVO

• Il trattamento della tachicardia 
ventricolare richiede un approccio 
multidisciplinare che prevede l’utilizzo di 
farmaci antiaritmici e l’ ablazione 
transcatetere.

• Nonostante la tecnologia e le recenti 
conoscenze nell’ambito elettrofisiologico il 
tasso di insuccesso talvolta raggiunge ed 
oltrepassa il 30%. 

• Questo elevato tasso di insuccesso può 
essere imputato a diversi fattori 
(anatomia, tecnologia, scarsa conoscenza 
della fisiopatologia). 



IL SISTEMA NERVOSO AUTONOMO E LE ARITMIE 
VENTRICOLARI

• Il sistema nervoso autonomico ha un’ 
azione potente sul sistema 
cardiovascolare. La neuromodulazione in 
campo aritmico è un campo di ricerca 
florido, complesso e in fase crescente di 
sviluppo.

• Numerosi studi hanno dimostrato come la 
sua applicazione sia nell’ambito della 
fibrillazione atriale sia nel campo delle 
aritmie ventricolari complesse, riduca 
sostanzialmente il burden aritmico. Antonio Scarpa

Tabulae Neurologicae



Heart Rhythm. 2015 Mar;12(3):612-620. doi: 
10.1016/j.hrthm.2014.11.007.



Zeppenfeld K, Guidelines EHJ 2022
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Pz di 81 anni, ricoverato per Scompenso 
Cardiaco (Bpn 1154, troponine negatuve) e 
Dispnea Ingravescente per sforzi lievi ed edemi 
declivi. 
BPCO, IPB, Pregressa Polmonite (Tc torace 
Negativa).
2019 Per extrasistolia ventricolare eseguiva Holter
ECG  NUMEROSI BEV anche in coppie, TVNS,
TVS con aspetto BBS. Impiantava ICD bicamerale.
Agli ultimi controlli cardiologici 2023 
veniva aumentata la sua tp con Cordarone.
Tp domiciliare (Lasix, Laventair, Lopresor, 
Cordarone).
Eco cardio: cardiopatia dilatativa non ischemica 
(FE 30%), studio aritmologico :  storm aritmico per 
aritmie settali.
Da inviare presso altra struttura per eseguire
RDT del setto .
Bridge solution blocco in continuo del ganglio stellato. Prima somministrazione Ropivacaina 0,5% 8ml + Mepivacaina 2% 2ml.
Top –Up a 8 e 16 h (Ropivacaina 0,5% 10 ml).  
Interruzione degli episodi. Pz inviato ad eseguire la procedura  di rdt dopo 20 h senza complicanze.















2° Fase
Inizia quando il paziente scende dalla barella e termina quando il paziente è pronto per la dimissione dall'ospedale. 

Bypass 1° fase per pazienti selezionati  
Outcome preso spesso in considerazione in letteratura

1°Fase (PACU stay)
Dura fino a quando il paziente è sveglio, i riflessi protettivi delle vie aeree sono tornati e il dolore è controllato. 

Questa fase dovrebbe essere svolta in un'area di recupero dotata di strutture e personale adeguati (Gestione delle complicaze postop)

RECUPERO
POST-OPERATORIO



Al momento della dimissione, tutti i pazienti devono ricevere istruzioni verbali e scritte ed 
essere avvertiti di eventuali sintomi che potrebbero manifestarsi. Se possibile, queste istruzioni 
devono essere fornite in presenza della persona responsabile che accompagnerà il paziente a 
casa e che si occupera della persona nelle successive 24h postop.

Non bere alcolici, non usare macchinari e non guidare per 24 ore dopo l'anestesia generale 
o la sedazione.

È importante trovarsi entro 1 ora dai servizi medici di emergenza e ridurre al minimo il 
dolore

DIMISSIONE




