
Ophthalmic 
Anaesthesia

� e Journal of 
� e British Ophthalmic Anaesthesia Society 

www.boas.org

P 

Volume 5 • Number 1 • 2015
ISSN 2055-0693

Perspective

Postoperative visual loss following general 
anaesthesia for creation of an arterio-
venous fi stula

Education

A model for teaching peribulbar 
anaesthesia



� e British Ophthalmic Anaesthesia Society 

(BOAS)

Ophthalmic Anaesthesia © 2015 The British Ophthalmic Anaesthesia Society. ISSN 2055-0693.

All rights reserved. No part of this publication may be reproduced, stored or transmitted in any form or by any means 
without the prior permission of copyright holder. 

Any correspondence or editorial enquiries should be addressed to: Dr Jo Budd (email: jobudd@doctors.org.uk)

Ophthalmic Anaesthesia 2015 Vol 5 No 1 is published by: 

Publishing 
esonance

www.resonancepublishing.co.uk
info@resonancepublishing.co.uk

Cover Illustration: Courtesy of Dr Jo Budd 
A model for teaching peribulbar anaesthesia

AWARDS

Lifetime Achievement Award

Prof Chris Dodds
Prof Chandra Kumar

Lifetime Membership Award

Dr Robert Hamilton
Dr Tony Rubin

Dr Robert Johnson
Dr Gary Fanning
Dr Steve Mather
Dr Sean Tighe

Dr Jo Budd
Hereford

Prof Peter Shah
Birmingham

Editors

Dr Matthew Allen 
London

Prof Ezzat Aziz 
Cairo & Chesterfi eld 

Prof Chris Dodds 
Middlesborough

Mr Tom Eke 
Norwich 

Dr Peter James
Reading

Prof Chandra Kumar
Singapore 

Mr Richard Lee
Norwich

Mr Aidan Murray
Birmingham

Other Council Members

President

Prof Peter Shah
Birmingham 

Secretary

Dr Shashi Vohra
Birmingham

Treasurer

Dr Keith Allman
Exeter

Past President

Dr K-L Kong 
Birmingham

COUNCIL

Dr Keith Allman
Exeter 

Dr Jo Budd
Hereford

Mr Tom Eke 
Norwich 

Dr K-L Kong 
Birmingham 

Prof Peter Shah
Birmingham

Editorial Board



Contents

Ophthalmic 
Anaesthesia

�e Journal of 
�e British Ophthalmic Anaesthesia Society 

Volume 5 •  Number 1 •  2015

Editorial
J M Budd

Message from the President
P Shah

PERSPECTIVE

Postoperative visual loss following general anesthesia for creation of an arterio-venous 

fistula
C Hoffman, S Kumar, N Weber, M Purohit, A Sinha 

PATIENT SAFETY IN OPHTHALMIC ANAESTHESIA

Challenges and future perspectives for patient safety in ophthalmic anaesthesia
K-L Kong, P Shah

EDUCATION

A model for teaching peribulbar anaesthesia 
J M Budd, P K Hughes

REPORT

15th BOAS Annual Scientific Meeting
J M Budd

1

2

3
 

5

6

10



ii

CORRESPONDENCE

Reflection on transitions: learning to make decisions
S Ahmed, P Shah, H Philippin

Reflections of a Foundation Year 1 doctor
M Benjamin

CLINICAL CHALLENGE

A case for the readers...

Reply to Ophthalmic Anaesthesia 2014;4(2):19
T Eke

12

13

14

14



1

Editorial

The arrival of spring brings with it the latest edition of Ophthalmic Anaesthesia.

This edition celebrates what our Society has achieved in the past year with a 

focus on the highly successful Annual Scientific Meeting held last October at 
the Royal College of Anaesthetists (RCoA), London. Training and education 

in ophthalmic anaesthesia is a core principle of BOAS and through the 

meeting’s workshop we were able to deliver ‘hands on’ teaching of both sub-
Tenon’s and peribulbar blocks. The last edition of Ophthalmic Anaesthesia 

showed how a simple model for teaching sub-Tenon’s anaesthesia could be 

made. This edition includes an article on the making of a model for teaching 
peribulbar blocks. You will see that this is not as straightforward as the sub-
Tenon’s model but should be a challenge for the determined amateur model 

maker. 

The October Scientific meeting also marked a change in the President of 
BOAS. After completing his three-year term, K-L Kong stepped down as 

President of the Society. K-L has shown exceptional leadership in promoting 

the highest standards in ophthalmic anaesthesia both in the delivery of 

the service and in promoting knowledge through education. His many 
achievements include setting standards for ophthalmic anaesthesia for the 

RCoA’s Clinical Services Accreditation Scheme and leading the development 

of an online educational resource for ophthalmic anaesthesia which will be 

released on the e-Learning for Health website in the near future. It is notable 
that the membership of BOAS has grown during his term of office and the 
Society will be forever grateful for his contribution as President. Replacing 

K-L Kong is Professor Peter Shah. As an eminent ophthalmic surgeon, 

Pete is well positioned to reinforce the links between the Royal College of 
Ophthalmologists and the RCoA. His depth of understanding of the way 
anaesthetists and ophthalmic surgeons work together as a team will be an 
enormous strength in continuing the drive to deliver and maintain standards 

in ophthalmic anaesthesia and to provide an authoritative source of guidance. 

Our Society is committed to maintaining the highest standards of patient 

safety in ophthalmic anaesthesia and both President and immediate past 

President reaffirm this in their article in this edition of the journal. Their call to 
optimizing patient safety through collaborative working should be heeded by 
all our members.

For your diaries: the 16th Annual Scientific Meeting of BOAS will be held at 
the exciting venue of the Magic Circle in London. As ever the programme will 

be of great interest to all those involved in ophthalmic anaesthesia including 

sessions on difficult cases and lessons from overseas and we look forward 
to seeing you there.

Jo Budd

Dr Joanna Budd
Consultant Anaesthetist

The County Hospital

Hereford, UK

College Regional Advisor

West Midlands South, UK

Prof Peter Shah
Consultant Ophthalmic Surgeon

University Hospitals Birmingham NHSFT

Birmingham, UK

Visiting Professor

NIHR Biomedical Research Centre

Moorfields Eye Hospital and 
UCL Institute of Ophthalmology

London, UK

Honorary Professor of Glaucoma
Centre for Health and Social Care 

Improvement

School of Health and Wellbeing

University of Wolverhampton

Wolverhampton, UK
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Message from the President

As I sit writing my reflections on the first six months as President of 
BOAS, I am struck by what a privilege it has been to work with Council 
and also to receive help and wise advice from distinguished Past-

Presidents. We are a very active and productive society with growing 

membership and are well-positioned to champion the needs of the 

patients and communities we serve. This is important because the 

pace of change within the healthcare setting has never been greater. 

I hope that our new-look journal contains something for everyone 
and I am really pleased to see increasing international contributions. I 
would encourage all members of BOAS to share their knowledge and 
thoughts with our editorial team. We are particularly keen to stimulate 
debate around issues concerning patient safety and service delivery. 

Our immediate Past-President K-L Kong has kindly agreed to lead on a 
section within the journal focusing on these issues.

Getting myself squarely back to the coal-face, I would like to share one 
recent reflection regarding the special relationship between ophthalmic 
anaesthetist and surgeon. I mentor several new Consultant Ophthalmic 
Surgeons and twice this week I have been struck by comments they 
have made regarding stress in the operating theatre. Both young 

surgeons made comments that stopped me in my tracks. Both were due 
to perform complex surgery on their lists: one surgeon worked long-
term with a dedicated ophthalmic anaesthetist offering a full range of 

anaesthetic options, and could not speak highly enough of his colleague; 
the other surgeon did not have specialist support and was often placed 

in the situation of performing complex surgery with an anaesthetist that 

he had never met before. Not surprisingly this second surgeon found 

operating under these conditions extremely stressful.

 I too have worked in both systems over the years, and on reflection I 
think that working as part of a dedicated long-term, stable team allows 
each member to function at maximum ability and efficiency. The end 
result is increased patient safety and less burn-out. I fear that unless 
specialist surgeons and anaesthetists are given the resources to work 
together we will be faced with a situation in which there is a significant 
reluctance to undertake high-risk work in the not-too-distant future. Food 
for thought for us all, as there are few who manage to side-step a visit to 

the operating theatre at some point in their life!

Prof Peter Shah
Consultant Ophthalmic Surgeon

University Hospitals Birmingham NHSFT

Birmingham, UK

Visiting Professor

NIHR Biomedical Research Centre

Moorfields Eye Hospital and 
UCL Institute of Ophthalmology

London, UK

Honorary Professor of Glaucoma
Centre for Health and Social Care Improvement

School of Health and Wellbeing

University of Wolverhampton

Wolverhampton, UK
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Postoperative visual loss following general anesthesia 
for creation of an arterio-venous fistula  

C Hoffman, S Kumar, N Weber, M Purohit, A Sinha
Drexel University College of Medicine, Hahnemann University Hospital, Philadelphia, PA USA 19102

Correspondence to: ashish.sinha@drexelmed.edu

PerspectiveOphthalmic Anaesthesia 2015; 5(1): 3-4

INTRODUCTION

Postoperative visual loss (POVL) following anesthesia and 

non-ocular surgery is a relatively uncommon yet disastrous 

complication. It has been reported in a wide spectrum of non-
ocular procedures, including spinal surgery, laparotomy, 

thoracotomy, facial fracture repair, cardiopulmonary bypass, 

craniotomy, coronary artery bypass grafting, vascular 

procedures, and urological procedures.1-10 Shen et al. 

studied the Nationwide Inpatient Sample (NIS) for the United 
States from 1996 through 2005 for patients undergoing the 
most common procedures in the US. Their review yielded 
that the procedures most commonly associated with POVL 

were cardiac procedures (8.64 cases per 10,000), spinal 

fusion (3.09 cases per 10,000), and laminectomy without 
fusion (0.86 cases per 10,000).11 Recognition of relevant 

preoperative and intraoperative ophthalmic risk may help 
reduce perioperative morbidity. We report an episode of 

POVL during a non-ocular procedure and review guidelines 

reducing the risk of developing this complication.

CASE PRESENTATION

A 32-year-old female with end-stage renal disease 

presented for creation of an arterio-venous fistula. The 
patient reported an unremarkable surgical history during 
preoperative evaluation. Preoperative non-invasive blood 

pressures ran in the 160’s/90’s. The patient was taken to 
the operative suite, and standard monitors were attached.  

Induction with propofol and placement of a laryngeal mask 
airway was uncomplicated. Systolic pressures dipped to 

the 100’s on induction, prompting a cut back on volatile 
agent and 50% nitrous oxide for the first 5-10 minutes of 
the case. The remainder of the case at 1 MAC of volatile 

agent allowed for pressures in the 120’s for the duration 

of the entire procedure. 5,000 units of IV heparin was 
administered midway through the case at the surgeon’s 

request. No significant blood loss or other surgical 
complications occurred. After an uncomplicated removal 

of the breathing device, during transport to the PACU 
the patient asked, “Why am I blind?” The patient became 
anxious as she reported bilateral blindness, only able to 

sense changes in light. At this point when the patient was 

asked whether or not she had any relevant procedural 
history did she state, “Yes, but I didn’t mention that because 
I thought everyone knew.” She explained that four weeks 
prior at a different hospital she had sulfur hexafluoride 
placed because her retina was detaching. An emergent 

ophthalmologic consultation yielded normal intraocular 

pressures and visualized hematoma deemed unremarkable 
considering the recent procedure. After thirty minutes, the 

patient’s vision began to improve, and by seventy minutes 

symptoms had resolved entirely. Ophthalmology reported 

no emergent management required and a follow-up appoint 
be made. The patient was discharged to home after the 

PACU stay. 

DISCUSSION

As noted in Miller’s Anesthesia, the entrance of nitrous 

oxide into gas-filled cavities can lead to an increase in 
intraocular pressure. Ocular perfusion pressure is defined 
as the difference between arterial pressure and intraocular 

pressure, and in this setting may be substantially 

decreased. For sulfur hexafluoride, nitrous oxide should be 
avoided 15 minutes prior to its use and for 7-10 days after 

its use. Nitrous oxide use during this period increases the 

risk of blindness.12

In 2006, a report in Anesthesiology from the American 
Society of Anesthesiologists Task Force outlined a 
practice advisory for perioperative visual loss. Though 

this document addresses anesthetic considerations during 

spine surgery, it is the only definitive directive released by 
the Society on the topic. The guidelines emphasize the 

importance of effective preoperative patient evaluation 

and preparation. Acknowledging a case with increased risk 
(presence of anemia, prolonged procedures, substantial 

blood loss) necessitates a conversation about the risk 
of perioperative blindness during the informed consent 

process. Perioperative strategy to reduce risk is mainly 
focused on blood pressure control, efficient intraoperative 
fluid resuscitation, anemia correction, and vasopressor 
utilization. A summarization of the advisory can be found 

in Table 1.13

While this case had a fortunate outcome, it highlights the 

importance of thorough preoperative evaluation. A more 

thorough, literal line of questioning devoid of assumptions 
may elicit key information otherwise undiscovered. A case 
such as this also poses an argument for the development 

of a unified electronic patient chart that is exchangeable 
between hospital systems in order to establish more 

extensive patient handoff and communication. Without 

the development of such technology and in the setting of 

possible ineffective transition of care, the routine utilization 

of nitrous oxide may be worth limiting.  
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Challenges and future perspectives for patient safety in 
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1K-L Kong, 2P Shah
1Consultant Anaesthetist, Birmingham & Midland Eye Centre, Sandwell & West Birmingham Hospitals NHS Trust
2(i)Consultant Ophthalmic Surgeon,University Hospitals Birmingham NHS Foundation Trust, Birmingham, UK; (ii) Visiting Professor, 

National Institute for Health Research Biomedical Research Centre, Moorfields Eye Hospital and UCL Institute of Ophthalmology, 
London, UK; (iii) Honorary Professor of Glaucoma, Centre for Health and Social Care Improvement, School of Health and Wellbeing, 

University of Wolverhampton, Wolverhampton, UK

Correspondence to: k-l.kong@nhs.net

Patient Safety in Ophthalmic AnaesthesiaOphthalmic Anaesthesia 2015; 5(1): 5

A focus on patient safety should underpin every element 

of our clinical practice. There has been an increasing 

trend concentrating on patient safety from all aspects in 

medicine and surgery. A recent inspirational editorial by 

Philip Stahel et al (2014) in the journal ‘Patient Safety in 
Surgery’ outlines the key principles of patient safety that 
can be incorporated into any discipline within medicine.1 

He considers that safety can be modelled on the five core 
areas from NASA’s proven safety culture paradigm:
1. Reporting culture – reporting concerns without fear of 

reprisals

2. Learning culture – learning from successes and 

failures

3. Flexible culture – changing and adapting to meet new 
demands

4. Engaged culture – everyone is doing their part

5. Just culture – treating each other fairly

In our specialty of ophthalmic anaesthesia, we work 
within the constraints of high volume surgery, high patient 

expectation and often a narrow margin for errors. Patient 

demographics are changing rapidly, with an increasingly 

elderly population with multiple co-morbidities. 

We wish to encourage an inclusive and collaborative 

approach to optimizing patient safety within ophthalmic 

anaesthesia. Over the next several years, the areas that 

we think most relevant to our specialty include:
1. Teaching and training

2. Simulation

3. Credentialing

4. Team work and communicating
5. Incident reporting and never events
6. Resources (including time, staffing, equipment)
7. Culture (see above)

We invite comments, case reports, experience and personal 

reflections from our members and the wider community at 
home and abroad. We hope this process will increasingly 

strengthen the essential relationship between ophthalmic 

anaesthetists and surgeons with the sole aim of benefiting 
our patients.

REFERENCES

1. Stahel PF, Mauffrey C, Butler N. Current challenges and 
future perspectives for patient safety in surgery. Patient Saf 

Surg 2014;8:9.

Illustration courtesy of William Hughes
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The regional anaesthetic technique of choice for most 
ophthalmic surgery is now  sub-Tenon’s anaesthesia. The 

popularity of this method of anaesthesia has grown not 

least because of its improved safety profi le compared with 
needle based techniques such as the peribulbar block.1 

Although the demise of the use of peribulbar anaesthesia 

was predicted over 10 years ago2 it continues to have a 

place for use with certain patients and for certain ophthalmic 

procedures.3 However the reduced frequency of its use 
means that the opportunities for learning the technique 
become rarer. It is also not as straightforward technique to 
teach as sub-Tenon’s anaesthesia and the consequences 
of poor technique could be disastrous for patients.

Simulation models are often used to help teach practical 

techniques. In this article we describe a method of 
constructing a model, which can be used to teach peribulbar 

anaesthesia. The model requires some degree of skill to 
make but the materials needed for it are readily available 
and we would hope that it would not be beyond the ability 

of the keen enthusiast.

A model for teaching peribulbar anaesthesia

1JM Budd, 2PK Hughes 
1Consultant Anaesthetist, The County Hospital, Hereford, UK.
2Technical Designer, Malvern, Worcs.

Correspondence to: joanna.budd@wvt.nhs.uk

STAGE ONE
For this you will need a full sized skull, plasticine, clay and 
modelling alginate.

1. Use the plasticine to fi ll the orbital fi ssures at the back 
of the orbit and to model a nose onto the front of the 

skull. Use more to fi ll the contours lateral to the orbit.
2. Using clay make a retaining wall around the orbits.
3. Make up the alginate according to instruction and pour 

into the orbits.

4. Once set, ease out the alginate to give you a relief 

mould of the orbits.

Skull with plasticine fi lling holes

Clay frame around eye sockets

Ophthalmic Anaesthesia 2015; 5(1): 6-9Education
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STAGE TWO
In this stage the relief mould is converted into a plaster of 
Paris model of the orbits. For this you will need a box to 
contain the alginate relief mould and plaster of paris.

1. Find or construct a wooden box that will take the mould 
snuggly.

2. Make up the plaster of Paris, pour it around the mould 
and leave to set.

3. Once the plaster of Paris has set, extract the alginate.

This can be repeated two or possibly three times but you 

will fi nd that the heat of the plaster of Paris successively 
dries the alginate.

After alginate has been poured in Easing out the alginate relief mould

Box containing alginate mould. This box needs to have a 

removable base. If the box is assembled using screws then 

these can be slackened off to aid removal of the plaster cast. 

The base of the alginate mould has been trimmed to fi t.

Pouring plaster of Paris over mould. The box will need to 

be tapped on a hard surface several times to get rid of air 

bubbles.

Removing the plaster of Paris from the box having 

removed the base of the box.

Ophthalmic Anaesthesia 2015; 5(1): 6-9
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STAGE THREE
You now should have a plaster of Paris model of the 
sockets as they appear in the skull. In order to turn this into 
a working model you will need to make eyes and to fi ll in 
the gap between the eyeballs and the orbit walls. For this 
you will require oven hardening modelling clay, plasticine 
and silicone rubber.

1. To make the eyeballs use a white clay rolled to a 
diameter of 23mm or thereabouts. It is helpful if you 
have a hole measure to get the correct size. The 

eyeball can be made more realistic by adding an iris 

made from blue clay and a pupil from black. Bake the 
clay according to instructions in order to harden it.

2. Fix the eyeball at the correct depth in the orbit by 
placing a plasticine ‘stalk’ at the back of the eye for the 
eyeball to rest on. 

3. You then need to fi ll the gap around the eyeball. We 
used a silicone rubber solution for this, which has the 

advantage that it reseals so it can be needled many 

times without harm to the model. The silicone rubber 

may also be dyed if you want more realistic colouring. 

You will fi nd that you need to angle the model to 
ensure that the silicone rubber solution fi lls the nasal 
side effectively. You will also need to put plasticine or 
clay on the lateral side to contain the silicone rubber.

Alginate mould is gently removed from plaster of Paris. Plaster of Paris cast

Eyes can be made with modelling clay. A round measure 

helps to get the correct size and shape. Coloured clay 

can be used to add an iris and pupil. The eyes then need 

to be hardened off in an oven.

Use a ball of plasticine to fi x the eye at the correct 
depth in the socket.

Ophthalmic Anaesthesia 2015; 5(1): 6-9
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STAGE FOUR
In order to create a realistic skin-like covering make a thin 
sheet of the silicone rubber. Cut out holes for the eyes and 

nose and fi x this over the model using robust elastic bands.

Silicone rubber solution is made up with its hardener 

and then is injected around the eye using a syringe. 

The model needs to be wedged up so that the medial 

side fi lls and a retaining wall should be placed at the 
lateral edge to contain the solution.

The method described allows several models to be made. 

An alternative and possibly easier to construct model could 

be made using just the skull itself, following the instructions 
for stage three.

CONCLUSION

It is essential for safe practice that the peribulbar technique 
is taught well. This model allows for demonstration and 

practice of the block without the risk of harm to the patient. 
It also has the advantage of being lightweight AND portable 
and it stands up well to repeated use.

REFERENCES

1. Eke T, Thompson JR. Serious complications of local 
anaesthesia for cataract surgery: a 1 year national survey in 
the United Kingdom. Br J Ophthalmol 2007;91:470-475.

2. Smerdon D. Needle local anaesthesia for cataract surgery: a 
chip off the old block? Eye 2001;15:439-440.

3. Kong K-L. Peribulbar anaesthesia in patients with deep set 

eyes. Ophthalmic Anaesthesia 2013;3:25-26.

APPENDIX

Materials required:
• Full sized skull
• Plasticine

• Pottery clay

• Modelling alginate

• Plaster of Paris

• Oven hardening modelling clay

• Silicone rubber

• A sense of adventure

The silicone rubber needs time to cure after which the 

retaining wall can be removed.

The fi nal model ready for use
A sheet of the silicone rubber can be made by pouring 

the liquid onto a sheet of glass. It can then be cut to 

make holes for the eyes and nose.

Demonstration of medial peribulbar injection

Ophthalmic Anaesthesia 2015; 5(1): 6-9



10

Report

15th BOAS Annual Scientifi c Meeting 
16-17 October 2014 
London, UK

J M Budd

Consultant Anaesthetist, Hereford County Hospital, UK.

This year’s BOAS meeting was held over two days at 

the Royal College of Anaesthetists, London. On the fi rst 
day we held a workshop to teach about ophthalmic local 
anaesthesia and to allow delegates to have hands on 

experience of performing blocks. The workshop was fully 
booked with enthusiastic delegates. The fi rst session 
consisted of small group teaching on anatomy, sub-Tenon’s 

blocks, peribulbar blocks and ‘which block to use when’. 
This was followed by a practical session where delegates 

could practise the sub-Tenon’s technique using both pigs’ 
eyes and a non-animal model and could use a model to 

demonstrate the peribulbar technique. They were helped 
by an expert faculty of anaesthetists and surgeons.

 

The Annual Scientifi c Meeting was held on the following 
day and was focussed on issues to do with patient safety.

The fi rst session very much set the tone for the whole day 
with fascinating and thought provoking lectures. First to 
speak was Professor Peter Shah (BOAS President elect) 
who talked about the serious implications of infection in the 
eye following surgery. As anaesthetists we usually consider 

infection to be a complication of the surgery but Prof Shah 

gave us a stark reminder that we can unwittingly cause 
extrusion of infected material in certain circumstances 

by pressing on the eye. He also warned us of the risk of 
developing corneal epitheliopathy by using excessive 

topical anaesthesia and iodine.

Having had our anxiety about complications raised by 
Prof Shah the following lecture about suprachoioidal 

haemorrhage really made us sit up and take notice. Freda 
Sii showed an alarming video of an evolving haemorrhage 

and the surgeon’s ineffective attempts to halt it resulting in 

loss of the eye. She then went on to give a very interesting 

and informative talk about the causes and effects of 
suprachoroidal haemorrhage.

The focus then switched to anaesthesia related 

complications and their prevention. Dr K-L Kong (BOAS 

President) gave a detailed talk about the risks of globe 
perforation when using sharp needle techniques. In 
particular he highlighted the risk for patients with myopic or 
deep set eyes and reminded us to avoid using the infero-

lateral injection site. He also informed us of the potential 
risk from sub-Tenon’s cannulae that were excessively thin 
and fl exible with a rigid, small radius of curvature. Dr Vohra 
(BOAS Honorary Secretary) followed this with her talk on 
brain stem anaesthesia. As she described, this is when 

‘Local anaesthesia becomes general anaesthesia’ and her 
talk detailed the causes and effects of this uncommon but 
life threatening complication.

At this point of the meeting, having had our anxiety level 

raised by the fi rst session’s talks we were relieved to break 
for coffee and have a chance to catch up with friends and 

to look at the posters on display.

Ophthalmic Anaesthesia 2015; 5(1):  10-11
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The second session started with Mr Tom Eke’s talk entitled 
‘Can local anaesthesia affect the outcome of surgery?’ 
There was plenty to talk about on this subject and Tom 
gave a very comprehensive review of the use and effects 

of local anaesthesia in many different types of surgery. 

With reference back to Prof Shah’s talk he informed us that 
the gel form of topical local anaesthetic could prevent the 

topical iodine from working effectively so increasing the risk 
of infection.

Tom Eke’s talk was then followed by the free paper session 
where papers were presented by Drs Akorli, Singh, Sama, 
Pajaujis and Chan. The studies included two which looked 
at different aspects of the ‘face to face’ technique of cataract 
surgery and the diffi culties encountered in managing some 
of the most challenging patients who could not lie fl at.

The BOAS AGM followed this session and then we all 
went for the delicious lunch provided by the College during 

which time Professor Chris Dodds and Mr Aidan Murray 

decided the winner of the free paper prize and the posters 

were judged.

The prizes were given out immediately after lunch when Dr 

Satish Singh won £500 for his paper on Adhesive Surgical 

Tapes Used for Eye Protection During General Anaesthesia 
and Dr N Nosrati won £100 for her poster entitled Audit 

of Complications of Topical & Topical-intracameral 

Anaesthesia for Cataract Surgery.

In the afternoon we were very fortunate to welcome back Dr 
Alison Budd, a founder member of BOAS who now works 
as a senior advisor for the National Clinical Assessment 

Service. Dr Budd gave a most enlightening talk on how 
NCAS works to help resolve concerns about professional 
practice. It was encouraging to hear that suspensions 
and exclusions were down by 80% and that two thirds of 

doctors get back to work after being referred. 

After Dr Budd it was back to a more clinical subject when 
Dr Debbie Turfrey spoke about anaesthesia for patients 
with cardiac disease. Her particular interest was with those 
patients with adult congenital heart disease and she gave 

us great insight into the particular problems that might be 

encountered during anaesthesia. It was reassuring to know 
that all highly complex cases should be referred to tertiary 

centres. 

The subject of the lecture before tea was How to manage 
the challenging patient safely. Dr Keith Allman, anaesthetist 

and Mr Roland Ling, surgeon demonstrated the importance 

of team working by their entertaining double act. 

The fi nal session started with Mr Imran Masood’s talk on 
the impact of sub-optimal operating conditions. With the 

use of fascinating case examples he encouraged us to aim 

for achieving perfection in complex scenarios.

Finally the day ended with the presentation of four diffi cult 
cases which generated plenty of points for discussion.

The whole day was very well received by the audience and 

I am sure that we all took away ideas for looking at and 
hopefully improving our own practice.

We were very grateful to Nicola Wood and her team at the 

College for helping organise such a successful day.

Dr Singh receiving his prize for the best free paper Dr Nosrati receiving her prize for the best poster
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I have just made a transition from being a medical student 
to a foundation year doctor and I was stunned at the 
sheer volume of scenarios where I found myself in the 
driver’s seat making decisions. Frantically, still wearing my 
student’s jacket looking for someone more senior to pull 
me out of these situations, I quickly came to realise that the 
shadow of doubt and inability to commit to a decision has 

finally caught up to me. I am that senior.  

On reflection with colleagues I tried to dissect the issue 
of dealing with a difficult case and being forced to make 
a decision on its management. Routinely, there is always 

a senior who can be consulted. But another fundamental 

issue is knowing the threshold and timing for escalation. 
Which decision do I have to make on my own, which one 
needs to be harmonized with my senior? It is a swinging 
pendulum between pestering seniors with numerous 

questions and making reckless decisions made on my 
own. In a stressful environment the open door to a superior 
can be very far and seemingly inaccessible. A temptation 

yet a pitiable form of decision is the default of making ‘no 
decision’. An evasive technique may seem like a viable 
solution at first, but the risk of the problem becoming more 
complicated is a possible threat. Inevitably with time we all 
will see ourselves in scenarios where we will be expected 

to make decisions independently. At this point we cannot 
thank our evasive past. The learned skill of decision making 
is an independent attribute which requires pro-activity to 
seek advice and be involved in decision making exercises. 
An essential ingredient is regular dialogue. Dialogue is a 

two-way process and for trainers, many years advanced 

into their career, it can be easy to forget how stressful 

and daunting decision making once was when they were 
a trainee. A continuous programmed dialogue between 

trainer and trainee can be crucial even for only a few minutes 

daily which gives opportunity to discuss all questions. The 
current NHS is under significant pressures and one of the 
consequences off this can be that clinicians retreat into 
their silos. The first and most paramount casualty of such a 
situation is often that dialogue suffers. But regular dialogue 

and meetings are essential in recalibrating and setting 

the threshold for escalation, which in itself is a dynamic 

process. A well balanced threshold will satisfy and benefit 
both the trainer and trainee.

Lack of preparation is often underrated and decision 
making skills are often overlooked as we transition from 
one stage of our lives to another. Whether it is a medical 

student transitioning to a foundation year or a speciality 

registrar transitioning to a consultant’s post, responsibility 

and decision making increase proportionally with grade. 

As with all skills once mastered it becomes an essential 
tool when dealing with complex situations, familiar or 

unfamiliar, to make a balanced, well thought out and an 
accurate decision. As trainees and trainers transitioning at 

every stage of our career, we must ensure we invest time 

as a requisite to improve our decision making in stressful 
situations. It is a skill which can be learnt.

Reflection on Transitions: Learning to make decisions

1Ahmed S, 2Shah P, 3Philippin H
1 Foundation Year 1 Doctor, Heart of England Foundation NHS Trust, Birmingham, UK.
2(i)Consultant Ophthalmic Surgeon,University Hospitals Birmingham NHS Foundation Trust, Birmingham, UK; (ii) Visiting Professor, 

National Institute for Health Research Biomedical Research Centre, Moorfields Eye Hospital and UCL Institute of Ophthalmology, 
London, UK; (iii) Honorary Professor of Glaucoma, Centre for Health and Social Care Improvement, School of Health and Wellbeing, 

University of Wolverhampton, Wolverhampton, UK.
3Consultant Ophthalmic Surgeon, Kilimanjaro Christian Medical Centre, Moshi, Tanzania.

Correspondence to: sohail_ahmed_@hotmail.co.uk
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I would like to share my reflections as a Foundation Year 
1 doctor on my experience as a delegate of the British 

Ophthalmic Anaesthesia Society (BOAS) annual scientific 
meeting held in 2014.  In the current era of speciality 
isolation, it was refreshing to observe two specialties 

working closely together through sharing of knowledge 
and experiences to improve patient safety. I had been 
strongly encouraged to attend and become involved in 

the annual BOAS meeting and I had originally wondered 
what the benefits would be. I had thought that attending 
such meetings might allow engagement with my speciality 

of interest and give me a great opportunity to network, in 
addition to building my portfolio.

The focus of last year’s BOAS meeting was patient safety: 
an important aspect of patient care that a newly qualified 
doctor must understand and grasp rapidly. I was inspired by 
the many distinguished speakers at the meeting. This led 
me to reflect on my current practice, and identify areas that 
I can develop and improve. This event has also allowed 
me to gain a greater appreciation of the role of a medical 

society, which extends beyond the rigid walls of the ward 

or clinic setting. 

Another great aspect of attending this event was the 

opportunity to network. The BOAS meeting provided 
a friendly, non-intimidating and inclusive environment. 

There were ample opportunities for me to meet both 

ophthalmologists and anaesthetists, all of whom were very 

generous and helpful with their advice regarding choice of 

career path. 

The inclusion of a wet lab was also an additional attractive 

feature of the meeting. Such activities provide a chance 

for trainees, and medical students alike, to gain specific 
procedural skills that they can then transfer into their clinical 
practice, hence improving patient safety. These acquired 
skills may also give them an advantage in their pursuit of a 
career in that specialty.

In conclusion, the BOAS 2014 annual meeting offered 
a huge opportunity for professional and personal 

development for me. I would strongly recommend all 
Foundation Trainees and medical students interested in 
ophthalmology or anaesthetics to attend this meeting.

Reflections of a Foundation Year 1 doctor

M Benjamin
1Good Hope Hospital, Heart of England Foundation NHS Trust, Birmingham, UK.

Correspondence to: michae1benjamin@hotmail.com

CorrespondenceOphthalmic Anaesthesia 2015; 5(1): 13
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REPLY to Ophthalmic Anaesthesia 2014;4(2):19

A 36-year-old brittle diabetic who is anxious and claustrophoic 

needs priority left-sided cataract surgery. Her axial lengths are 

19.2 mm in each eye and there is significant posterior scleral 
thickness on B-scan ultrasonography. She has very deep set eyes 

and her palpebral aperture is only 6 mm. How can surgical and 
anaesthetic teams work together to reduce the risk of this 
high complexity operation?

T Eke
Consultant Ophthalmic Surgeon, Norfolk and Norwich University 

Hospital, Norwich, UK.

I’d approach this case, as always, by going back to the 
beginning. Does the patient really ‘need’ a left cataract 
operation at all? If a team-member feels this is a high-risk 
procedure, then the whole plan should be reviewed. 

I recently had a very similar case, put on the waiting list 
by a trainee. The one-eyed patient had a very small eye, 

with an enlarging lens which was threatening to cause 

angle closure (“acute glaucoma”), despite having a patent 
laser iridotomy. She was happy enough with her overall 

vision. Our normal practice is to do ‘cataract’ surgery for 
these cases, but this particular patient had an extremely 

small eye (axial length under 20mm) and she’d already 

got some uveal effusions. We judged that she was highly 
likely to develop symptomatic worsening of the effusions if 
she had surgery. After discussing with the patient, we went 

ahead with argon laser peripheral iridoplasty instead. This 

slit-lamp based procedure is done in the outpatient clinic: 
the angle opened nicely, surgery was avoided (at least for 

several years), and the patient remains happy.

If this patient really does need cataract surgery, then it 
should be done by a senior surgeon who has experience in 

operating on very small eyes. Because of her anxieties, it 

would be desirable for her to meet the surgeon some time 

before the scheduled surgery date, in order to discuss her 

concerns and the fact that this is not ‘just’ a straightforward 
cataract operation. I’d recommend that she also meets the 
nursing team from the peri-operative department and the 

theatre nurses too. We find that many patient anxieties can 
be allayed with a sympathetic discussion: conversation and 
explanation can often mean that there’s no need for sedation. 

Much of pre-operative anxiety is a ‘fear of the unknown’. 
Decision regarding anaesthesia should be agreed before 

the day of surgery: it might be local anaesthesia without 

Clinical Challenge Ophthalmic Anaesthesia 2015; 5(1): 14

A case for the readers...

sedation, or with pre-operative anxiolytic, intravenous 

sedation or even a general anaesthetic. Of course, this 

decision should be reviewed on the day of surgery. 

My usual practice for these cases is as follows. The patient 

should be scheduled early on the list, in order to minimise 

their anxiety. Of course, there is no need to fast before local 

anaesthetic cases that do not need intravenous sedation, 

but the anxious patient would prefer not to have a very 

heavy breakfast. Pre-operative anxiolysis (e.g. diazepam 
5mg) is offered. Nursing staff should give the patient 

opportunity to ask as many questions as she wishes, and 
the surgeon should meet the patient again in order to 

provide reassurance.  

A reclining surgical chair is much better than a flat table.  Most 
patients prefer to sit up a little. Anxious patients are often 

more anxious if they are forced to lie flat. In this particular 
case, it is important to sit the patient up somewhat, in order 

to minimise venous pressure on the orbit: this is likely to 
be a ‘bulgy eye’, risking a per-operative choroidal effusion, 
so a more upright patient position will encourage venous 

return from the orbit and minimise this risk. Likewise, any 
local anaesthetic block could compromise venous return 
and exacerbate any ‘bulginess’, so I’d definitely want 
to do this case with topical-intracameral anaesthesia. 

Claustrophobic patients appreciate the old-fashioned  

draping system with head-towels: in this way, the eye area 
is kept sterile but the patient’s other eye, nose and mouth 
are uncovered. Further reassurance comes from the hand-
holder: if the patient knows that they can squeeze the 
nurse’s hand if they have any concerns, they tend to be 

much more relaxed. The surgeon maintains verbal contact 

with the patient, for reassurance: if the patient does not 
speak English, a translator (often a family member) can be 
recruited to assist with this ‘vocal local’. 

Regarding the actual surgery, for small eyes I’d use a dense 
viscoelastic such as Healon GV and do the capsulorrhexis 
using a cystotome (probably through a side-port). An 

anterior chamber maintainer should maintain a stable 

intraocular pressure throughout the procedure.  Infusion 
bottles should be higher than usual, partly because the 

patient’s head will be closer to the ceiling (because of 

sitting up a little), and also to help minimise the risk of a 
choroidal effusion. Sclerostomies have been used for this 

sort of surgery, but with the above approach sclerostomies 

are usually not necessary. 

A 17-year old type 1 diabetic student has a severe needle 

phobia and needs complex tube drainage surgery (2.5 

hours) for advanced juvenile glaucoma. How would you 
approach this case?

Please send in your response to the Editor. Chosen response will 

be published in the next issue of Ophthalmic Anaesthesia.
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