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Eii7 0 Is there a place for regional anesthesia
in nonoperating room anesthesia?

Anmibal Faddow and Fances Bopmol

» 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.

e 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

Recommendations for standards of monitoring during anaesthesia

and recovery 2015 : Association of Anaesthetists of Great Britain
and Ireland’

M. R. Checketts,' B Alladi,” K. Ferguson,” L. Gemmell,* ]. M. Handy,” A. A. Klein,® M. |. Love,”

U, Misra,® C, Morris,” M. H. Nathanson,'" G. E. Rodney,'' R, Verma'® and 1. ]. Pandit"

» 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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Anesthesia for ambulatory surge
Korean Journal of Anesthesioloey

Jeong Han Lee
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¢ Patient Selection for Adult Ambulatory Surgery:
A Narrative Review
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m NARRATIVE REVIEW ARTICLE

4y Patient Selection for Adult Ambulatory Surgery:

A Narrative Review

ASA IlIl - IV 2> monitoraggio post-operatorio complesso o lunga durata

Eta—> Non é un criterio di esclusione. Considerare le comorbidita associate. Puo essere un vantaggio l'intervento in

regime di day-surgery o ambulatoriale per i pazienti piu anziani

BMI = No Cut-off. Valutare comorbidita, possibile 10T difficile (criterio di esclusione) e OSAS

Niraja Rajan, MD," Enc B. Rosero, MD, MSc,t and Girish R Joshi, MBBS, MD, FFARCSI
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Curr Opin Anesthesial 2018, 28617 -6i2F
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©550 Providing value in ambulatory anesthesia

Carofine D. Fosnot®, Lee A. Fleisher®, and John Keagh™"®
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NON OPERATING ROOM
~ ANESTHESIA

Moving One Step Closer to Personalized Anesthesia
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op 20 major ambulatory surgeries performed in hospital-owned facilities, 2019

Total major Encounters involving
ambulatory one or morg major
CCS-Bervices and Procedures category surgeries | |mhullt-ury surgery
Number | Percent | Number | Percent |
1 | Lens and cataract procedures 1,235,400 791 1472800 | 9.9
Other (select) therapeutic procedures on !
2 S IR i 1,158,800 7.4 811,700 ! F
3 Ehuluc:.r_slal:lumy and comman duct 643,200 a1 606,900 | 5.4
Other (select) operating room therapeutic !
4 mmuﬁ on joints* 584 500 3.8 | 518,600 | 4.4
5 Other (select) operating room tharapeutlcl 537 800 9.4 282 700 i 55
procedures on nose, mouth and pharynx |
Cihver (aelect) operating room therapautic |
__E__ procedures on skin and breast* 53?'?33 1 2 _ 3?&.11‘."}_; a r'{'J
| Inquinal and femoral hernia repair 404 400 3.2 456,600 3.8 ‘i
5 ¥ % r ] l..q.- '--.-'--'. ST -'\-I!'
rHBErfngL;renarrmhar than inguinal and 470,500 10 434,200 37 H-CUI KT FRELIE
9 | Tonsllectomy andior adenosdectomy 460,400 29 | 422100 3.6 Overview of Major Ambulatory Surgeries Perfo
Decompression ol the perpheral nerve 440 200 29 387600 a3 Hospital-Owned Facllities, 2019
141 E:::if;n of semilunar cartdage [meniscus) 433,500 28 404,800 3.4
12 | Hysterectomy, abdominal and vaginal 418,000 2.7 398,800 | 3.4 |
13 | Myringotomny 371,800 24 | 435400 2.8
14 | Lumpectomy, quadranteclomy of breast | 347,500 | 22| 331700 | 28
(Hhar (select) operating room therapuutln
15 L 334,500 21 288,200 2.4
16 | Arthroplasty knee 317,800 2.0 301,900 | 25
Insertion, revision, replacement, removal of
17 | cardiac pacemaker or 310,200 2.0 265,900 2.2
| cardioverier/defibrillator | |
| Appendacionmy 308,500 20 278,400 ' 2.3
| Partial excision bone 307,100 2.0 | 27T, 300 | | 2.3
_Laminectomy, excision inlerveriebral disc 296,200 19| 276700 23
major ambulatory surgeries 10,028,500 64.0 B,057.700 | 1 678
ambulatory surgeries 15,669,400 100.0 11,880,500 | 100.0




CIRIGINAL ARTICLE

Complications of Non—Operating Room Procedures:
Outcomes From the National Anesthesia Clinical Outcomes Registry
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TABLE 3. Minor Adverse Outcomes Analyss: OR Versus NORA

Chutconmes R Counts NORA Counts %’ Valnes " RRs (#5% Cls)

o116 TS5 6,034 <1).0001 35254 (3.8358-4.0170)
Inadequate postopertive 4. 195 T 6721 <1).EMNH 26473 (2.5837-2.7124)

Drentaloralooth/mouth 1055 44 20K <1).001 3.3489 (2, 1B3B-3 985T)
Biood-vasculor 197 A =101 23443 (LL.668E-3.2932)
Airwaviintubation 1763 =1 X4 1] 22148 (205022 39246)
41,902 <0.0001 40427 (3.9226-4.1666)
Unanticipaited upgrsde of care 1324 <1000 43122 {3.63]13-5.14409
Eve/scularcomeal 1475 {1 (M1 16287 (1.4606-1.8162)
Resmiory-pulmonany Bhs <)L 091435 (0B 133-1.0218)
Meurobogical-amy 551 =101 1. 4075 (1. 1892 .666(0)
Duml'welheadache 262 i ; <13, (11 27239 (1.ERT2-3 9318}
Central introvenous line problem 280 <1001 212770 1.5241-2 9564)
Equipment/momnitor 45 ! <1300} 1ARSE (1.2124-1.8105)
Reversal of neuromusculyr T35 <i},(] 40411 (3.2313-5.0540)
I‘Hm:kil.lﬁ ﬂ“l:‘ll.\
Regional anesthesin problem <A (M #0610 (503501 2.9057)
Reversal of narcotics 28 =i, 2805 {1.8935-4. 1560




ORIGINAL ARTICLE

Complications of Non—Operating Room Procedures:

Outcomes From the National Anesthesia Clinical Outcomes Registry
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TABLE 4. Major Adverse Outcomes Analysis: OR Versus NORA—Summary of Outcomes

Duicomes DR Counis NORA Counts % Values o R Hs (95%: Cls)

Amaphy laxis 127 34 210 01473 O ITL (00802001 709)
Awareness L] 5 0.71 033594 08214 (0.5154-12491)
Hemodynumie instabality 2008 782 14.54 <[} (0] L1740 (1.0810-1.2751)
Central nervous systom injury 379 B 3157 (1,00 L.93RG {1.5325-2.4531)
Infection a3 # LR 00017 10090 (1.4624-6.1913)
Malignant hyperthenmaa f 3 0.759 03836 00542 (0,1 364-2.1 80
Medicaton emror |43 3452 (L0632 13536 (0.9823-1.8652)
ipheral nerve imjury 30 0.054 0026 1780 (1.2 165-2.6070)
Respiraiory 6 B7.39 <1 | 15083 (138291 6450)
Resuscitation 4E8.63 <00, 00 | 43028 (3.736]-4.9554)
Spmaliepiduml nerve block 0,008 09244 10407 (0.4559-2 3756)
Upgrade of cane 548,13 =0.0001 2418 (2.2402-2 606
Vascular mocess 1239 <L HI | L.A442 (1.3610-2 494K0)
Visual loss 0.142 0. 7063 L.3287 (0.3020-5.8463)
Wrong patient, wrong site, fall, bum L 0626 D288 1.2565 (0.7129-2.2146)




Is there a place for regional anesthesia
in nonoperating room anesthesia?

Annmibal Faddow! and Francis Bonneal







Peripheral Nerve Blocks Result in Superior Recovery Profile
Compared with General Anesthesia in OQutpatient
Knee Arthroscopy

; Admir Hadzie, MD, PrD, Pelin Emine Karaca, Mp, Paul Hobeika, MD, George Unis, MD,
Jeffrey Dermksian, MpD, Marina Yufa, Mp, Richard Claudio, 85, Jerry D. Vloka, Mp, php,
Alan C. Santos, MD, MPH, and Daniel M. Thys, MD

» 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 | 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.
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Effect of intra-articular dexmedetomidine on postoperative
analgesia after arthroscopic knee surgery

K. B AL-Mriwalid, B, A Mowafi®, 5. A, lumail, A, K. Siddiqui, A, M. A-Ghamdi, M, A, Shali AG 2 Fenta nest chg/Kg — Pro p0f0l 2'5 mg/Kg
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INTRARTICULAR GROUP I.V. GROUP
CONTROL GROUP l.V. Saline 20 ml - l.V. Nacl 20 ml with
l.V. & Intrarticular saline (20ml) Intrarticular Dexmedetomidine Dexmedetomidine 1 mcg/Kg —
(20 ml NaCl with 1mcg/Kg Dex) Intrarticular Saline 20 ml

» V. Group HR decreased significantly compared with preoperative baseline baseline at 1h and 2h after opertion
The mechanism by which dexmedetomidine mediates

» MAP was significantly lower in IV Group compared with Control Group at 1 h R
the mechamisms of analgesic effects for intra-articular
desmedetomidine might be similiar (o those suggested

» Compared with the control group, pain VAS was significantly lower in the fi N TS TR I T o BT 1 EI TS

oy-adrenergic presyniapte receptors and inhihit the release
of norepinephrine ot peripheral afferent nociceptors.'”
Clomding has also been shown to provide local anacsthetic

> The time to first postoperative analgesic request was longer in the intra-arti i
through C and AS fibres’” and may stimulate the release

with the control group [71.0 (50.1) min] and the i.v. group [102.1 (54.4) rmi n e st i R L Y
analgesic effect of clonidine could be mediated via the

ath . P P SN, |
> The three groups were comparable regarding sedation. No differences were it A sss i

incidence of nausea and vomiting.

and only at the first hour after the end of surgery in the i.v. group
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Use of chloroprocaine in orthopedic day surgery:
a brief report in a cohort of patients undergoing

knee arthroscopy

F. TASSOY', G. BMONTELEOME", €. BIAMING', B, LUPCH PASINETTI A,
A GIACOPFTOE Y, A CE AMGELS', ¥, SIMILE, M. BOVIOY, F, MARTORELLL,
G ANTELOTTT -, BL O MATTECY, © FRAMNCESCHF, E. KOMN'", M. SCARDING'
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Anesthesologic Frocedure

Soicel andstResia wmd performed esing A
Whilsere 250 neadle (BN, Franklen Lekes, M)
L&) with the patiest in o lateral decubaius poss-
P fwih e ks i B o] Bacong upwarls)
Afier seiting up o sterile fold, chioroprocaine 1
mpml i 5oml vk (50 mg, e wad ademnis-
tered an the deswgnaisd subarachinnil sgace {1.3-
Ll in lhe majority of poberish A& dose of 40 mg
g ubed b oldaii 8 salialeclony kenbody el i
for Bleck®. Aopinprick test wath o bypodermic noe
dle (230 nesdle, AnHui Hongyo Wrkow hedi-
ral Memifscturer, Ching) was used 1o mmeess the
remding=s for sungers. Molor Bock wes assesl
thevugh the moddiGed Heomage scale (@ = ne mo-
ior Block, shl o raise & stemighl gl | = unshle
b reed m atrsughi lég bt ahle ba fex the knee anil
gnkle, I = umahle w flex 1he kpee i eble (o flex
the ankle, smd 3 = comphote motor hlnckh During
the surgery. the spansl ancsth=a wal consadered
1o ba effective if no frther analpesa, sedation oo
CoBeTAon 10 geserad ancsihesa was nevded

The peri-operative pin Mamagemen] was oom-
parahls For @] pralien i and preesndy consisied
al non-sierondal] adi-milamitaiony Sregs. paroc-
etamed, and opesds

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 7519.4 minutes (Figure 4), while the mean time
from anesthesia induction to discharge from the hospital was 152118.5 minutes
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EJA Ewr J Angesthezind 2018; 35:1 =8
ORIGINAL ARTICLE

Spinal anaesthesia with chloroprocaine 1% versus total
intravenous anaesthesia for outpatient knee arthroscopy

A randomised controlled trial

Valker Gebhardt, Vara Zawierucha, Olivar Schoffsks, Anke Schwarz, Christel Waeiss
and Marz D, Schmittner

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 piu rapido dopo SA

2. Dimissione SA 117 min vs GA 142 min

3. SA piu economica

4. Maggior comfort del paziente con SA







WIDE AWAKE LOCAL ANAESTHESIA WITH NO TOURNIQUET
(R)Evolution of PNB

TRONCULAIRES AU POIGNET
CHIRURGIE MAIN-DOIGTS WHLPLHT

- En..,]

Dlalya OF et ol. Plast Reconsir Surg 2020; 145:737-T44
FHE: perineural Diocks Ayhan E e g, Plast Reconsfr Surg 2020; 145 1197-1203
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REGIONAL ANMESTHESIA AND ACUTE PAIN
Brier TECHNICAL REPORT

Pericapsular Nerve Group (PENG) Block for Hip Fracture

Lanira Girdn-Arango, MD *1 Philip WH. Peng, MBBS, FRCPC, Founder {Pain Med), *t
Ki Jinn Chin, MBBS, MMed, FANZCA, FAMS, FRCPC, *f
Richard Beafl, MDY, FRCPC,® and Anahi Perfas, MDD FRCPC*F
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“Diffusion of innovations": a feasibility
study on the pericapsular nerve group
block in the emergency department for
hip fractures
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Revista Espanola de Anestesiologia y
Reanimacion (English Edition)

alumie 70, [1sue S, Movember 2023, Pages S00-508

Analgesic efficacy of Pericapsular Nerve
Group (PENG) block compared with Fascia
[lhaca Block (FIB) in the elderly patient with
fracture of the proximal femur in the
emergency room. A randomised controlled

trial

Abstract

[ntroduction and objectives

ana on the efficacy of PENG (Pericapsular Merve Group) block in hip rauma gain ae
scarce. We hypothesized that PENG block was mose effective than infra-inguinal
ultrasouind-gulded FIB (Fasca liaca block) for paln control [n patients aged 65 years or
older presenting in the emergency room (ER) with traumatic proximal femoral fractune

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

Results

After ohtaining ethical committes approval and written informed consent. 60 patents
were included.

The primeany endpoant wis achieved in 16 out of 30 patients {53.3%] in the PENG grouap
and in 15 ot of 28 patlents {53.6%) in the FIB groap. Comparison between groups did not
shevw superiority of the PEMG v FIB [ Povalue OE}.

Conclusions

PENG Block does nog provide berter pain than FIE in proximal femanal fracture in elderly
patients treated in the ER,




Case Reponts ~ » Am | Emerg Med. 2020 Do 3B 21:2T61.65-2761 08
P

doi; 10,781 6/ agem 2020 &5 085, Fpuly 2020 May 28

A new frontier in|pelvic fracture pain controllin the
ED: Successful use of the pericapsular nerve group

(PENG) block

1

logsh Loftig ', Andrea Dmeyiuss % Daniel Martuani Eartlen Howall =, Angela White

Arum Magdey

Affilations <+ eopand

PhID: 325326217 DO 101076/ ) alem 202005 085

Abstract

The pericapsular nerve group (PEMG) block is a nowsl ultrasound-guided regional anesthesia
technigue dermed from recent anatomic siudies detailing the sensory innervation of the hip. Targetng
these terminal semsory branches, the PENG block was onginaily deweloped as a potentially more
effective block far pericperative hip fracture anesthasia, with the sdded benefit of prezendmg motor
function, Subzaquent research with higher volurmes of local anesthetic demonsirated the succesdul
wtilizateon of PEMNG block For perioperative acetabsslar fractures, This raises the possibibty that the
PEMHz block may hawve a role in the Emergency Department (EDY) where regional anesthesia options for
pedvic fractures are lacking, Herain, we present the first descoption of PEMG blocks sucoessfully used
for pahvic fractures in the ED sething

Case Reports

? F‘-'._', anmsth Fain Med. 2023 May4805):230-233. doi; 101136 apm-2022- 104151

Epub 3022 Dec 19

Novel use of continuous pericapsular nerve group
(PENG) block technique for traumatic superior and

inferior pubic rami fractures: a case report

! Hon Safa £, Paul G McHardy Ahtzham U Mias #

Anourin Moarthy ' Stephan Cho i

Abstract

B:-:F:gmund: Pubic rarmi fractures ane paindul inuries mare commaondy deen in the alderly with

caieoporos afte hlgh l,'rl.'.|;|1:|.' traema, In the most cases. management is conservatve and rign
operative with the goal to provide optimal pain relief to fadlitate early mobdiizaton and hospital
discharge, Unfortunately, opioids remain the mainstay analgesic eption and regional anesthesia

technigques are limated but may include lumbar epidural anesthesia.

Case presentathon: 5 female patient in her Bls prasentad to the ermengency departmeant of 8 leval 1
trauma canter following a Mgh-spesd motas vehicle coliision. The patient suffered multiple nean-life-
'.hl'l:‘-.'l“"l'lll'li,]’ injures hapr:m!-,,- the patient was eepenencing sevene |||:.|h1 gromn and Il:-g _pain ft"l,'l,'ll'llﬂal'!ll
1o supenor and intenar pubic rami fractures. Due to the saverity of this pain, the pateent was unabde to
rnohifize or participate with phaysiotherapy. & lurnbar epidural anesthesia tachnigue was not deemed
suitatle and instead, we inserted a continuous pencapsular nerve group (PEMNG) block with a
programmed intermittent balus regimen Immediate relief of pain was achieved and 48 hours |ster,
the panent soll repamed satsiactory pam controd and started 10 independanthy mobilize

Conclusion: Analgesia opflions are limitsd in pubss rami fractures We present the first published case
of & moved use of the PENG block with a contineous cathater tachnlgue for the analgesic managemeant
of a Uaurmatc supenor and mfenor pubes rami fracture. The climcal vtsity of this techrique in pubie

ramus Fractures warmants furtber clhimcal imvestigation
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CHRORMIC AMD IKMTERVERTIONAL PAIR

BriEF TECHNICAL REPORT

Ultrasound-Guided Pudendal MNerve Block at the Entrance

of the Pudendal (Alcock) Canal
Description of Anatomy and Clinical Techrnigue
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Research Article

Ultrasound-Guided Pudendal Nerve Block Combined with
Propofol Deep Sedation versus Spinal Anesthesia for
Hemorrhoidectomy: A Prospective Randomized Study

Fimn He ), Lei #hamg, Deng L. Li, Wan ¥. He, Qing M. Xiong, Xoe (. Zheng, Mei ). Lias,
wnd Han B. Wang

[hepaarianinl of Arcateibdiige. T Fer Frogde’s Thamatl #f Foshen, Feadias, Dl

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

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
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Case Presentation
Case 1

An anal fistubectomy was planned for 52=-year-old man, American Society of Anesthesiologists (ASA)
Classification 11 (weight = 98 kg, height = 177.8 cm) with no coexisting diseases. The patient had no unusial
Peatures in his medical history, and his blood tests, electrocandicgrams, and a chest X-may wene evaluated as
narmeal. He did not receive any medications, The risks gnd benefits of genemal anesthesin, spinal anesthesia,
and sacral ESPR for surgical anesthesin were discussed with the patient. The patlent adamantly refused
general and splnal anesthests, so socral ESPR was decided for this patient.

Case 2

A& dt-vear-old man ASA 11 Class {(vasght = B kg, beight = 1E5 cm) and was scheduled bor perianal
flsulectonay. His medical history was stgnificant for a8 230 pack-year of clgarette smoking and uceragive
colitis. The patlent was receiving mesalamine 500 mg every elght hours, Blood tests were noemal,
electrocardiograms showed sinus dhythm, amd imaging (echocardiogram, chest X-roy, and computed
tomography) appearsd normal. The patient prefermed sacral ESPB over general aneesthesia since he had
experienoed severe postoperative nauseds and vomiting during @ previous surgery.

Alter standard monitoring in the operating room, e patients were placed in a prone position for the block
procedure, In sddition to oxygen (Mow rate 2-30/min}, a midaazodam bolus (IV 2 mg) was administered for
seclation and o remifentanil fnfusion was started. The remilentanil infusion (U0S-001 kg min) was
uirrsled [o enable comfmuitication with patients (Ramsay Sedarion Scale 2) throeghout the surgery.

Sensorial Blockade S2-S5 dermatomes 30 min after block

Conclusions

In conclusion, we determined that the saeral ESPR can be safely used for surgleal snesthesla under US
guidance inour cases without cauzing any motor weakness or hemodynamic instabilisy. This block can be
considered in anorectal surgery as an altermative technigque for spinal or general anesthesia, Howerer, most
ol thee literature information on i3 elfectiveness is based on case repoms. Therelore, randomized contrilled
trials are needed that irvestigate the analgesic efficacy/adverse effects. In addition, anstomical cadaver and
imapging studies could also provide a better understanding of the mechanism of actlon.
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Caso Clinico

L Paziente di 32 anni, Il Grav'idanza, | Para, 39 settimana di gestazione, Barriera Linguistica
0 Partoanalgesia h 18:00 2> 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

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

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

O H 19:40 PS con lacerazione IV grado (coinvolgimento mucosa ano-rettale)
U Dopo secondamento si esegue Blocco del Nervo Pudendo ecoguidato bilaterale
(Mepivacaina 2% 4ml + Ropivacaina 0,5% 4 ml)

O 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.
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REVIEW

&= An update on regional analgesia for rib fractures

Vemkatesan Thirvwenkstaraan™, Hillan Cruz Eng”, and Sanyib Das Adhikary”

» 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).
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Serratus anterior fascia plane block for pain
control in patients with multiple rib fractures

Rvorra KaTon™, Toseoo Mamn' ™, Tacamin Masma

A Dheperime s uF Nehatinion Alrdivioe, ome Mrofeceane Generan bt ©rany Jasen
= [ Repegrrmewy ol Apreiogy: Nara Mealirgd Ui A0 Nhio-rla Karkihere, e ni- AL
ERTINT

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

An increase in the risk of hypoventilation and pneumonia
. . " Frg. L Chest isbiogragh are] compuiold smagrapley (0T ) image o the riks
is observed in such patients

T clast radiograsd stoss henoproamambar s, ead the T unage abivws mashiples b e

w Case § jd, 1T}, Case 20, B, Casg ¥
L. F

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.




L ASE SERIES

Diaphragmatic Excursion as a Novel Objective Measure of
Serratus Anterior Plane Block Efficacy: A Case Series

Brian Lemtz, MO, &S5 "Highiand Hasgeinl-Alamads Hesedh Syutaen, Dapaitment af Emengensy Medicne
Sigmend Kharasch, MD' Cakland, Caldorni

Andraw J, Goldemith MD, MBA® 'Massochusesss General Hospital, Deparment of Emergency Medione, Scsion
Jopaph Brown, MD' Mlassachuseiis

Micolo M. Duggan, MD*

funan Miagdey, MO™

Image 2. |A) Pre-block demonstrating right-sided diaphragmatic Image 3, (A} Fre-block demonstrating lefi-sided diaphragrmatic

Mcubiut ol ITRHANES L1 asaicie oF o wisilons) () | | @ucaialon oF & e (Buchete ofthees eusisoen). (21 excursion of 18 mm. (B) Post-block demanstrating lef-sided
osl-block demonsirating right-sided diaphragmalic axoursion o ETIC S I =SI0eC diapragmalic exXCcursson ol 1 F mm S T ! B e R T o

14 mam (Increase of 64%) fincrease of diaphragmatic excursion of 32 mm {increaze of 41%).

Image 4. [A) Pre-block demonsiraling lefi-sided diaphragmatic
excursan of & mm [average of thieg exoursions). (B] Poat-block

CONCLUSION

Sermatus anterior plane bock performed for acute nb
fractures reduced pain in all three patients. It also increased the
digphragmatic excursion and decreased the respiratory rate in
all three cases. Dphragmatic excursion may be an altemanve
to visual pain scores to evaluate SAPB efficacy. More data will
be needed to determine whether this same relationship can
extend to other ultrasound-guided nerve blocks.
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HMiKi-FOCUS ISSUE! ELECTROPHYSIDLOGY

A Nc 2 Block Technigque
a Patient Undergoing Cardiac D
Implantation
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The S5CH and PECS | nerve blocks can be osed as a
primary mode of anesthesia Tor patients undergoing
pre-pectoral CIED implantation fo minimiae or elim-
imate the use of intravenous sedation and local
anesthetic. Farther studies are required to assess the
feasibility, safety, and benehts of using this as a

routine approach.







IL TRATTAMENTO DELLE ARITMIE VENTRICOLARI: IL
FAILURE ABLATIVQ

* Il trattamento della tachicardia ~ W
ventricolare richiede un approccio /; A, .
multidisciplinare che prevede l'utilizzo di ' ;
|

farmaci antiaritmici e I’ 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 puo
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 ¢ 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.
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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 [ h
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.

. ' l -
Pz di 81 anni, ricoverato per Scompenso f ‘
Cardiaco (Bpn 1154, troponine negatuve) e - . l
Dispnea Ingravescente per sforzi lievi ed edemi 4 f‘?/ \
declivi. | - 7Y
BPCO, IPB, Pregressa Polmonite (Tc torace : -
Negativa). L
2019 Perextrasistolia ventricolare eseguiva Holter
ECG > NUMEROSI BEV anche in coppie, TVNS, '. -
TVS con aspetto BBS. Impiantava ICD bicamerale. :
Agli ultimi controlli cardiologici 2023

: /
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Evaluation of Ultrasound-guided Genitofemoral Nerve Block Combined
with Ilicinguinalfiliohypogastiric Nerve Block during Inguinal Hernia
Repair in the Elderly”

Zhi HLTABRG, Wei N1AY, Minc-lbong PENG!, Jin-yuan KE"™, We WARNG™

'Diepartment of Anestheniofogy, Wahan Fourth Hospiiel & Puaal Hospital, Tongh Medical College, Fuaghong Untverxity of
Scremesr and Fircfomeilopy, Wiifsm JI03T, Tl

Departmenyd of Anerihenialogy. Tongry Horputal, Tompr Medical Callege. Hun=hong Lirnverzre of Scveee ond Techmology,
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Fig. 1 The probe powtron and ultrasound images m GFN block combined with OTHN block
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Conclusion

Given the nomber of ever-increasing surgical procedures
that are performed in day surgery, the use of anesthetic
dirugs that allow a rapid functional recovery is essential in
arder to be able to discharge the patient safely and redunce
the incidence of complications and consequently the
need for hospitalization and related costs, Subarachnedd
blockade is a safe method, although there are conflict-
ing opinions on the best type of ancsthetic and dosage,
In this paper, we report our expericnce an the use in day
surgery of hyperbaric prilocaine 2%. In our experience,
the drug has demonstrated a valid anesthetic efficacy
with 40 mg, and the number of complications refated Lo
the method was low as well a3 the need for hospataliza-
tion, We beleve that this drog is valid and safe for the
mest performed outpatient and day surgery procedures;
however, randomized clinical trials are nesded which
confirm our results and which exclude the incidence of
complications in the days following the procedure,
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1°Fase (PACU stay)
Dura fino a quando il paziente e sveglio, i riflessi protettivi delle vie aeree sono tornati e il dolore e controllato.

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

Inizia quando il paziente scende dalla barella e termina quando il paziente & pronto per la dimissione dall'ospedale.
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DIMISSIONE

'AI 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 accompagnera il paziente a

casa e che si occupera della persona nelle successive 24h postop.
L

Non bere alcolici, non usare macchinari e non guidare per 24 ore dopo |'anestesia generale

o la sedazione.

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

dolore
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