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Editorial

On behalf of Jo Budd and myself I would like to thank all the contributors to 

this edition of our journal. The quality of the submissions is extremely high 

and reflects the importance of the sub-speciality of ophthalmic anaesthesia. 
The report from the superb 2017 Annual Scientific Meeting of the British 
Ophthalmic Anaesthesia Society gives a flavour of the depth of collaboration 
between ophthalmologists and anaesthetists. And yet, on talking to 

colleagues around the world, there is an undercurrent of concern that this 

essential collaborative bond between ophthalmic surgeons and anaesthetists 

is being systematically undermined in a range of healthcare settings. This 

sentiment is reflected strongly in the ‘Letter to the Editor’ section of this issue 
of the journal. Both myself and Jo would encourage debate in this area – 

please send us your thoughts and wisdom. In the UK, we are forging even 

stronger links between BOAS and the Royal Colleges of Ophthalmologists 

and Anaesthetists to ensure a healthy long-term future for the sub-speciality 
of Ophthalmic Anaesthesia. I suspect that the advocacy of the patients and 

communities we serve will be a critical factor in the successful negotiation of 

the challenges ahead. Hoping that you enjoy the journal.

Pete and Jo.

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

University College London, 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

Co-Director

Birmingham Institute for Glaucoma Research, 

Institute of Translational Medicine,

University Hospitals Birmingham NHSFT,

Birmingham, UK
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Message from the President

dr Kg allman
Consultant Anaesthetist

West of England Eye Unit,
Royal Devon and Exeter Hospital, 
Exeter, UK

It is, perhaps, more customary to save acknowledgments for one’s outgoing 
message, but on this occasion I thought it might be more appropriate to start my 

tenure as BOAS President by mentioning a few quiet heroes.

First, of course, I would like to thank Prof Peter Shah for all his hard work over 

the past three years.  He has taken BOAS to new heights, specifically with his 
tireless work on the Ophthalmic Anaesthesia journal, but even more importantly in 

championing ophthalmic anaesthesia both at the Royal College of Ophthalmologists 

and nationally / internationally.  

Secondly, I would like to mention Drs Matt Allen and Andy Presland for organising 

such a stunning annual scientific meeting at the Tower of London last year.  The 
quality of the scientific program and the level of organisation was simply breath 
taking. Feedback from all those present has been unanimously excellent.  Well 

done both!

Finally, it would be remiss if I did not specifically thank Dr Jo Budd. I have heard 
it said that if you want something done well you should give the job to a busy 

woman. I can now absolutely concur with this sentiment and am delighted that Jo 

has agreed to take on the responsibilities of BOAS Council Secretary for the next 

three years. She has already re-organised our membership database and allocated 
all current members a new identification number; though she resolutely refused 
to let me have either number #007 or even #101! We still have a few gaps in our 

membership details, so if you haven’t heard from us, please get in touch.

I’m suspecting that the next few years will bring some new and difficult challenges, 
but if we face them together as a Society, and keep our patients’ well-being central, 
then I’m certain we can continue to develop ophthalmic anaesthesia as a speciality.

I hope you enjoy the Journal.

Dr Keith Allman

May 2018
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evaluation of the Blink™ conjunctival probe   

WHD Spencer1, PNR Ford2, KG Allman2 
1South West School of Anaesthesia, UK.
2Royal Devon and Exeter Hospital, Exeter, UK.

Original ArticleOphthalmic Anaesthesia 2018; 8(1): 3-5

introduction

In 1993 Julian Stevens described the use of a fl at-tipped, 
19-gauge, curved cannula, to access the sub-Tenon’s 
space . This “typical” sub-Tenon’s block involves elevating 
the conjunctiva with Moorfi eld’s forceps before making 
an incision through the conjunctiva and Tenon’s capsule 
with Westcott scissors. This allows the aforementioned 

cannula to be passed into the sub-Tenon’s space and 
local anaesthetic to be administered. Historically, there 

have been concerns regarding this technique, especially 

with regards to conjunctival trauma. In 2008, Allman et al  

described an ‘incisionless’ technique in which a 21-gauge, 
curved, pencil-point cannula was used to puncture the 
conjunctival and Tenon’s layers. This technique is less 
traumatic and reduces the likelihood of local anaesthetic 

refl uxing through the incision site. However, for a variety 
of reasons, some patients may have a tougher conjunctiva 

than normal, making blunt penetration diffi cult and 
necessitating the use of Westcott scissors to make an 

incision.

In 2016, Blink Medical™ launched a new device designed 

to create a reliably small circular incision for sub-Tenon’s 
blocks. The Blink™ conjunctival probe (Blink Medical™, 

Radway Rd, Shirley, Solihull, Birmingham, B90 4NS) 

is a small, molded, plastic probe designed to create a 

reproducible hole in the conjunctiva through which a sub-
Tenon’s cannula can then be passed. It is available both 

© The Authors
Published by Resonance Publishing Ltd

as an individually packaged item (REF CP01) (Fig. 1) or 

as a disposable pack containing a speculum, Moorfi eld’s 
forceps and a conjunctival probe (REF 270) (Fig. 2).

This study was undertaken to evaluate performance and 

collate opinions of using the probe during a trial introduction 

to a teaching hospital eye unit. 

Method

During this project, the Royal Devon and Exeter anaesthetic 

department aimed to trial the use of the Blink™ conjunctival 

probe in the West of England Eye Unit. Experienced 

practitioners were invited to utilise the probe to make the 

conjunctival incision during sub-Tenon’s anaesthesia for 
a range of ophthalmic procedures (Fig. 4). We discussed 

the need for ethics committee approval and decided this 

is was not required for a variety of reasons. Firstly, our 

study consisted of a departmental product evaluation 

of an already widely used product and, therefore, no 

research was carried out. We aimed to audit clinician 

perceptions of the probe prior to deciding whether or not 

to integrate it into our everyday clinical practice. We did not 

randomise patients, nor did we compare any treatment to 

another. Finally, there was no change to patient treatment 

parameters throughout our study. 

All participating anaesthetists and operating department 

practitioners were familiarised with the probe, and made 

fully aware of any potential benefi ts and hazards.  After 
its use, they were then asked to assess the degree of 

subconjunctival haemorrhage, chemosis and global 

akinesia at 3 minutes post-block. A standardised evaluation 
form was used (see Appendix 1). Akinesis was scored from 

1 (full) to 3 (slight) in four directions of gaze and the mean 

Fig. 1. Individual Blink™ conjunctival probe

Fig. 2. Disposable pack containing speculum, probe and forceps

Fig. 3. Unopened packs 
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children), the block was performed with the patient under 

general anaesthesia and therefore akinesia was not 

assessed. The mean akinesis score was 1.26 (n=66) (Graph 

2). The mean number of quadrants with subconjunctival 

haemorrhage was 0.33 (n=69) and the mean number of 

quadrants developing chemosis was 0.66 (n=69) (Graphs 

3 and 4). 

With the exception of bleeding and chemosis, there were 

no adverse events noted. 

Opinions were collated from all practitioners who used 

the probe during the project. Through analysing these 

opinions various common themes recurred. The majority of 

practitioners reported the probe was easy to use, reduced 

refl ux of local anaesthetic and produced an effective block 
when compared with a conventional ‘incision’ technique. 
Many reported that it was particularly effective in puncturing 

a small hole in the usually tougher conjunctivae of younger 

patients. 

Generally, only a few disadvantages were reported. Most 

notably, there were general concerns regarding the use of 

a sharp implement near to the eye and the potential risk 

of puncturing the sclera. It was also highlighted that the 

probe created a larger hole than necessary for a 21-gauge 
cannula, therefore increasing the amount of anaesthetic 

refl uxed when compared with an incisionless technique. 
One practitioner found it diffi cult to feel the endpoint 
of puncturing the conjunctiva and had to abandon the 

procedure (as above) and one practitioner highlighted the 

potential environmental impact of a single-use, durable, 
plastic implement.

discussion

The overall opinion of the probe was that it was easy to use 

and practitioners picked up the technique quickly. Where it 

was successfully used, high quality blocks were produced 

and no adverse incidents were reported. It was generally 

considered safe, provided the probe was inserted in a 

fashion tangential to the globe rather than pointing directly 

into it. 

A major advantage was that it appeared to cause less 

conjunctival trauma when compared with Westcott scissors. 

Furthermore, the round incision site created by the probe 

graph 1. Types of surgical procedure involved throughout the study

score calculated. Bleeding and chemosis were assessed 

by the number of quadrants of the eye affected, ranging 

from 0 to 4. At the end of the operation, the patient’s degree 
of intraoperative pain was assessed using a scale of 1 

(none) to 3 (moderate). 

At the end of the study period, the thoughts and opinions of 

practitioners were canvassed in order to defi ne its potential 
role and possible introduction into clinical practice. This 

also allowed us to highlight any possible advantages and 

disadvantages not assessed by the evaluation form. 

results

Over a period of 3 months (2018), 71 evaluation forms 

were collected, from a total of 13 different practitioners. 

Out of the 13, 7 were consultants and the remaining 6 

were experienced registrars, specialty doctors or associate 

specialists. The probe was used effectively in a wide variety 

of patients ranging from 3 to 97 years of age. Out of 71 forms 

collected, use of the conjunctival probe was abandoned on 

2 occasions. The fi rst was due to the practitioner having 
diffi culty feeling the endpoint of penetration, whilst the 
second was due to the same practitioner being unable to 

identify the incision site confi dently.  

Of the remaining 69, the probe was used successfully in 

55 cataract surgeries, 8 vitrectomies, 2 Ozurdex injections, 
1 bleb needling, 1 lamellar graft, 1 band keratopathy and 

1 alcohol delamination (Graph 1). In the latter three (all 

Fig. 4. Subconjuctival probe in use

Ophthalmic Anaesthesia 2018; 8(1): 3-5
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seemed less likely to tear and extend when compared with 

the linear incision created by Westcott scissors. It would 

be interesting to conduct a follow-up study that compares 
the rates of healing between the incisionless, scissor and 

probe techniques. 

In general, diffi culty could be envisaged in patients with 
a fi brosed or adherent conjunctiva, making elevation of 
the conjunctiva away from the sclera problematic. In such 

circumstances, it would perhaps be unwise to persevere 

with using the probe. In addition, it may be less useful for 

a practitioner already experienced in using the incisionless 

technique, as using the probe adds an extra step to the 

procedure. Nevertheless, practitioners may see it as a 

good ‘bridging technique’ between the use of Westcott 
scissors and the incisionless technique. 

The probe appears to have a particular niche in patients 

with a thickened conjunctiva, especially younger patients. 

During this study, the probe was successfully used on three 

children aged from 3 to 10 years, creating effective blocks 

and with no adverse events reported. 

conclusion

From our project, the Blink Medical™ conjunctival probe 

graph 2. Akinesia score after 3 minutes graph 3. Number of quadrants with visible haemorrhage after 3 

minutes

graph 4. Number of quadrants with chemosis after 3 minutes graph 5. Post-operative pain score

would appear to be a safe and effective way of puncturing 

the conjunctiva to access the sub-Tenon’s space. It clearly 
appears to cause less conjunctival trauma than Westcott 

scissors thereby minimising the risk of conjunctival 

complications and reducing refl ux of local anaesthetic. It 
would appear to have a particular role in patients with a 

tough conjunctiva, particularly younger patients. Its primary 

disadvantage is that it is sharp, and if applied incorrectly, 

could conceivably puncture the globe. Nevertheless, the 

general feeling was that it is superior to Westcott scissors 

due to ease of use and the reduction in conjunctival trauma.

 

reFerences

1. Stevens JD. Curved, sub-Tenon cannula for local 
anesthesia. Ophthalmic Surgery 1993;24:121-122.

2. Allman KG, Theron AD, Byles DB. A new technique of 

incisionless minimally invasive sub-Tenon’s anaesthesia. 
Anaesthesia 2008;67(7):782-783.

Confl ict of Interests: Conjunctival probe packs were supplied 

free of charge by BLINK Medical™ for the duration of this 

evaluation. None of the authors have received any stipend from 

the manufacturers, and the manufacturers have no editorial control 

over this article. 

Acknowledgement: We would like to thank colleagues and staff 

at the West of England Eye Unit for their time and participation.

Spencer et al. BlinkTM conjunctival probe
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course in our institute
On examination, the baby was found to have microcephaly, 

macroglossia with protruding tongue, incessant cry, 

myoclonic jerks, global developmental delay and inspiratory 

stridor (room air SaO
2
 95-96%). Baby was on paaladai 

feeds.

systemic examination
• CVS: Soft systolic murmur at apex

• Respiratory system: Normal, bilateral conducted 

sounds heard

• Abdomen: Liver and spleen palpable three fingers 
below the costal margin (hepatosplenomegaly)

• The child was floppy with generalised hypotonia and 
grossly delayed milestones. 

• Airway Malampati II -III 

investigations
• Hb: 8.4 gm/dl (post transfusion)

• Peripheral smear: Spherocytes with thrombocytopenia

• Reticulocyte count: 9%
• Osmotic fragility was increased

• DCT: Negative

• Torch IgM: Negative

• Coagulation profile: 
• PT (T/C): 14.8/11.2

• APTT (T/C): 34.3/28

• INR: 1.3

• Thyroid function test: Normal 

• EEG: Normal

• Echocardiogram: Branch pulmonary stenosis

• Karyotyping: Normal

• Rubella PCR: Normal

• Ultrasound of abdomen: Minimal left hydronephrosis, 

hepatosplenomegaly

• ENT evaluation: Upper airway obstruction, 

laryngomalacia

• MRI brain: Left lateral ventricular dilatation, otherwise 
normal

gaucher disease: a challenge for ophthalmic 
anaesthetists 

S Ravishankar, Jagadeesh V
1 Sankara Nethralaya, Chennai, Tamil Nadu, India

Correspondence to: drsrs@snmail.org

Case report Ophthalmic Anaesthesia 2018; 8(1): 6-8

© The Authors
Published by Resonance Publishing Ltd

introduction

Gaucher disease (GD) is a familial disorder of lipid 

catabolism with autosomal recessive inheritance. Due to 

the defective function of the enzyme glucosylceramide beta-
glucosidase, glycosphingolipids accumulate leading to end 

organ dysfunction involving brain, spleen, liver, lymph node, 

and bone marrow. Three clinical variants of the disease, 

which differ in age of onset, degree of central nervous 

system (CNS) involvement and frequency in the population 

have been described. Of concern to the anaesthesiologist 

is the occurrence of significant CNS dysfunction in types 
II and III, with seizures, gastro-oesophageal reflux and 
chronic aspiration. Bulbar involvement and infiltration of 
upper airway with glycolipids may lead to upper airway 

obstruction, trismus and limitation of neck extension - a 
triad for difficult airway.1 Additionally hepatosplenomegaly, 

present in all three variants, may lead to hypersplenism with 

thrombocytopenia and anaemia. Preoperative identification 
of the associated end organ dysfunction will allow the safe 

provision of anaesthetic care for these children. 

case history

Birth history
A 6-month-old male child weighing 5.6 kg, born of third 
degree consanguinious marriage, was listed for lensectomy 

in both eyes as treatment for congenital cataract. The baby 

was born at 36 weeks of gestation and birth weight was 2.4 

kg. He was normal for the first three days post birth and 
hence was discharged from the hospital. On day 4 the baby 

was brought back to the hospital with complaints of poor 

feeding and crying. On examination the baby was found 

to have icterus, a shrill cry, increased extensor tone and 

hypothermia 32°C, and subsequently developed seizures. 
Investigations revealed anaemia (Hb 7.4 gm/dl) and serum 

bilirubin of 25.4 mg/dl which was treated with double volume 

exchange blood transfusion. The parameters returned to 

baseline and the baby was discharged with the advice to 

continue the anti-epileptics.

Abstract

Gaucher disease, the inherited deficiency of the enzyme glucocerebrosidase, is the most common of the lysosomal 
storage disorders. Type 2 Gaucher disease, the most severe and progressive form, manifests either prenatally or 

in the first months of life, followed by death within the first years of life. The rarity of the many lysosomal storage 
disorders makes their diagnosis a challenge, especially in the newborn period when the focus is often on more 

prevalent illnesses. Thus, a heightened awareness of the presentation of these rare diseases is necessary to 

ensure their timely consideration.
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• Bone marrow smear: Reactive marrow.

• Assay for beta-glucosidase enzyme:
• Patient 0-2.0 nmol/ml/hour (normal range 12.3-14.1)

• Chitotriosidase: 

• Patient 67.7 nmol/ml/hour (normal range <200.0)

• Assay for sphingomylinase enzyme
• Patient <0.8 nmol/ml/hour (normal range 1.0-3.9)

anaesthetic management
After obtaining an informed consent the patient was 

scheduled for lensectomy in both eyes at the same sitting. 

The baby was kept nil by mouth and premedicated with 4 

mcg/kg IM glycopyrolate. 

The baby was induced with O
2
:N

2
O (50:50) and 6% 

sevofl urane. IV access was established using a 24G 
cannula. Ventilation was with 100% O

2
 and 3% sevofl urane 

using bag and mask. Direct laryngoscopy was performed 

after adequate depth of anaesthesia was achieved. The 

vocal cords could be visualised only with deep cricoid 

pressure. The trachea was intubated with a 3.5 mm ID 

endotracheal tube. After confi rming the position of ET tube 
IV fentanyl 7.5 μg and IV hydrocortisone 50 mg were given. 

Mechanical ventilation was instituted. Anaesthesia was 

maintained with O
2
, N

2
O and sevofl urane 3%. Intraoperative 

monitoring included ECG, NIBP, EtCO
2
 and SaO

2
. Vital 

signs remained stable throughout the intraoperative period. 

Total duration of the surgery was three hours.  

At the end of surgery and after the return of good airway 

refl exes, the child was extubated following thorough naso-
gastric suction.

Fig. 1. Baby after intubation Fig. 2. Baby before draping

Post-extubation there was mild respiratory obstruction 
and oxygen saturation was between 92-94% with oral 
airway and oxygen delivered by mask. Also, there was 

increased respiratory effort causing increased work of 

breathing. Hence, it was decided to electively ventilate the 

patient. An attempt at extubation at the end of 48 hours 

failed, necessitating an airway evaluation. This revealed 

tracheomalacia and ventilation was continued for a week. 

As the baby had good respiratory attempts, it was put 

on SIMV mode with PEEP of 5 cmH
2
O. After 3 days of 

SIMV mode, the baby was on CPAP for 2 days and was 

subsequently extubated. Non-invasive ventilation (NIV) 
was instituted with PEEP 5 cmH

2
O. This was continued for 

a week. When NIV was discontinued the baby was nursed 

in prone position. The baby maintained SaO
2
 98% with 

oxygen and subsequently was weaned off oxygen. After 

this the child was active, had good cry, and was discharged.

discussion

Gaucher disease is an autosomal recessive lysosomal 

storage disorder (LSD) caused by a defi ciency of the 
enzyme glucocerebrosidase. It is the most common of the 
more than 50 known LSDs, and is traditionally divided into 
three distinct types based on the presence and progression 

of neurological signs.2 Type 1, non-neuronopathic GD, 
presents with vast clinical heterogeneity, ranging from 

asymptomatic individuals to patients with severely 

enlarged organs and bone involvement.3,4 Type 2 GD, 

or acute neuronopathic GD, presents with neurological 

involvement within the fi rst months of life and progresses 

Fig. 3. Intra-operative monitoring and ventilation

Ravishankar et al. Gaucher disease
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rapidly, culminating in severe degeneration and death in 

infancy or early childhood.3,4 Type 3 GD is considered the 

chronic neuronopathic form and is likewise accompanied 

by a spectrum of manifestations, often with visceral 

involvement as well as impaired horizontal saccadic eye 
movements, and some patients may develop myoclonic 

epilepsy, ataxia, or dementia.3,4 Dysmorphic facial features, 

often associated with other specifi c LSDs but generally not 
GD, have been described in some infants with type 2 GD, 

including low-set ears and a small, upturned nose with a 
fl at nasal bridge.5,6

Clinicians should consider a diagnosis of GD in newborns 

with hepatosplenomegaly, haematological abnormalities, 

developmental delay, and failure to thrive. Among 

Ashkenazi Jewish families the carrier frequency is about 
1 in 16; however neuronopathic forms of GD are relatively 
uncommon in this population.7 Chewing diffi culties, a 
weak suck and/or problems with swallowing occur due to 

neurological involvement.

There is an increased risk for anaesthesia-related 
complications due to increased secretions, gastro-
oesophageal refl ux, poor control of laryngeal musculature 
and/or laryngeal spasm. These may be triggered by pre-
anaesthesia medications or manipulation of the airway.8 

Diffi cult airway access may require the need for smaller 
endotracheal tubes.8 Pulmonary involvement in GD is 

another risk factor for anaesthesia-related complications.
Myoclonic epilepsy and myoclonus are thought to be 

mainly of cortical origin.9,10

Visceral involvement presents as splenomegaly and is 

associated with anaemia and thrombocytopenia. Liver 
enlargement is also seen, and can be accompanied by 

elevations in transaminases.

GD should be considered in the differential diagnosis of 

patients with unexplained splenomegaly especially when 

persistent. Moreover, the early recognition of GD can lead 

to safe and effective treatment with enzyme replacement 
which can decrease morbidity, and reduce visceral and 

skeletal involvements.

Treatment is available in the form of enzyme replacement 
therapy. For types 1 and 3, substrate inhibition therapy 

represents a viable alternative approach to enzyme therapy 

in the treatment of visceral pathology in GD.11 Bone marrow 

transplantation may benefi t type 3 individuals. Currently, 
only supportive therapy is available for type 2. 

In conclusion, multi-organ involvement of GD, co-existing 
systemic illnesses and laboratory abnormalities play key 

roles in these patients undergoing surgery and anaesthesia.

Preoperative identifi cation of the associated end-organ 
dysfunction will allow safe provision of anaesthetic care for 

these children.
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Fig. 5. Baby after extubationFig. 4. Baby at the end of surgery

Ophthalmic Anaesthesia 2018; 8(1): 6-8
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The practice of ophthalmic regional anaesthesia (ORA) 

differs widely in different world-regions. Enjoying lofty 
discussions whether peribulbar or subTenon’s block 
constitute the optimal regional anaesthesia, we often 

ignore that retrobulbar block’s administration is widely 
prevalent. We all are aware of the risks related to 

locoregional anaesthesia but the perceived rarity of the 

feared complications, i.e. (i) brainstem anaesthesia, (ii) 

retrobulbar hemorrhage (orbital compartment syndrome) 

and (iii) bulbar perforation, may often prevent us from being 

really prepared when ill fate strikes. 

Under pressure from health administrations, we see 

traditionally fruitful ties between ophthalmic surgeons 

and their collaborating anaesthesiologists severed in 

many European countries. Elsewhere, retrobulbar blocks 

are traditionally being administered without the presence 

of anaesthetic personnel nearby. In both cases the rare 

advent of brainstem anaesthesia dooms a patient’s fate in 
a critical situation immediately requiring first-class cardio-
pulmonary resuscitation.

On the other end of the spectrum, many ophthalmologists 

and anaesthesiologists perform locoregional anaesthesia 

on a daily basis teaching and accompanying its 

administration with junior staff. Yet while we encourage 

them and refine their technique, we rarely take them 
to walk the second mile, namely being trained for swift 

management of complications. The mutual pact of 

collaboration dictates that ophthalmologists can count on 

anaesthesiologist’s immediate help in case of cardiac or 
respiratory arrest in the context of sharp-needle blocks. 

Vice versa, anesthesiologist should feel entirely free to 

request assistance from their ophthalmic counterpart when 

suspecting scleral perforation. However for retrobulbar 

hematoma (RH), falling into the middle-field of the 
complications cited above, more training is needed for 

members of both disciplines to provide swift and effective 

management through lateral canthotomy. In short, whoever 

is capable of performing ORA should be equally apt to 

diagnose and effectively decompress RH. 

To achieve this, I think members of BOAS should start to 

discuss the following points:

- Which clinical signs are valid red-flags to be taught, such 
as immediate livid swelling, induration and proptosis, lid 

swelling and loss of vision, etc? 

- What role could ultrasound of the orbit play in the 
diagnosis?

- Should we have an “acute canthotomy set” on our trolleys 
including solid surgical forceps, tissue crush clamp, blade 

and scissors?

- How valid are measurements of intraocular pressure in 
deciding whether canthotomy is successful?

- Should we develop an animal model to train on?

With our patients getting older and some of them presenting 

with significantly altered anatomy due to obesity or years 
of glaucoma topical treatment, we might encounter more 

complications. To paraphrase the Robert Baden-Powel 
adage: “An ophthalmic-anaesthesia scout is never taken 
by surprise; he knows exactly what to do when anything 
unexpected happens.“

Ophthalmic Anaesthesia 2018; 8(1): 9
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the practice of ophthalmic regional anaesthesia 
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An ophthalmic anaesthetist is an essential part of the 

operating team. Personally I have worked with my two main 

anaesthetists for over 20 years and I feel very vulnerable 

when they are not present. On occasion, they have not 

been available due to leave and although their anaesthetic 

colleagues are very competent, the rapport is different 

and this changes the whole atmosphere in the operating 

room. I am a big advocate that a calm environment is most 

conducive to surgery and my anaesthetist has a key role. 

They are able to prepare the patient for a very anxious 

experience - potentially vision-threatening and life-changing 
either for the better or pending complications, for the worst. 

My anaesthetist is able to reassure them especially as they 

have worked with me for so many years and can almost 

“trust is built with consistency”

GA Lee1-3

1City Eye Centre, Brisbane, Australia
2 International Ophthalmology Portal (https://iop.vision)
3University of Queensland, Brisbane, Australia

Correspondence to: mdglee@hotmail.com
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second-guess how long and complex the procedure will 
take. This means they can give the appropriate level of 

anaesthesia and sedation to keep the patient settled 

throughout surgery. This not only helps the surgeon but also 

the operating team including the anaesthetic technicians, 

nursing team and postoperative recovery staff. There have 

been occasions where a vital step in the process has been 

missed and due to the long association my anaesthetist, 

they have no issues to freely communicate any problems. I 

also gladly except their advice whether anaesthetic or even 

ophthalmic. No doubt I feel that the operating conditions 

are optimal when I work with my long-term anaesthetists 
as I know that they are performing at their finest and this 
enables me to also do my best surgery for the patient.

“Trust is built with consistency.”

- Lincoln Chafee -
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There is ongoing debate across the world on the issue of 

whether ophthalmic anaesthesia services represent value 

for money in modern healthcare systems. As budgets are 

increasingly squeezed this is understandable, however it 
is imperative that blanket cost cutting in this manner does 

not harm patient care. Whilst I accept that routine and 

straight forward cataract operations can be carried out 

under topical or subtenons anaesthesia, it is crucial that 

patients undergoing any form of ocular surgery are risk 

stratified based on ocular and non-ocular factors. Only 
following a thorough risk assessment should patients be 

allocated to surgical lists without anaesthetic support. 

I myself work in two different healthcare settings; a 
high volume surgery centre where I administer my own 

subtenon blocks and a supra-regional complex cataract 
and glaucoma practice where the presence of a regular, 

senior ophthalmic anaesthetist is a critical component of 

my ability to provide high quality care. With the increasing 

risk stratification and anaesthesia 

I Masood1,2
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prevalence of complex angle procedures such as iStent, 

Cypass and Canaloplasty, it is mandatory that the patient’s 
eye is effectively anaesthetised and akinetic. Indeed I 

have personally witnessed a large iris root dialysis in a 

patient undergoing iStent implantation under topical who 

happened to move his eye at just the wrong time. Modern 

trabeculectomy and aqueous shunt surgery can give 

excellent long-term results but only when the surgery is 
performed in a minimally-traumatic manner. I am reliant on 
high quality and reproducible peri-bulbar blocks to enable 
safe and effective surgery in such cases. During complex 

surgery, I want to focus on looking after the eye and I want 

an anaesthetist to look after the patient. 

In conclusion, complex ophthalmic practices require 

regular and senior anaesthetic support or patient outcomes 

can suffer to the detriment of all concerned.



12

Report

18th Boas annual scientific Meeting 
23-24 november 2017 
london, uK

M Allen

Moorfields Eye Hospital, London, UK

The 18th BOAS Annual Scientific Meeting (hosted by 
Moorfields Eye Hospital) was held in the beautiful and 
iconic Tower of London. This impressive castle, which 
has a rich and complex history dating back to William the 

Conqueror in 1070, proved to be a unique and extremely 

popular venue for our event. As always, we were proud to 

welcome colleagues from around the world, coming from 

far and wide – France, Switzerland, Finland, Russian, 
South Africa and even Australia.

Day one of our meeting encapsulated the importance of 

the working partnership forged between surgeons and 

anaesthetists. It consisted of a series of lectures exploring 

the various sub-specialities of ophthalmic surgery – 
vitreoretinal (Miss Louisa Wickham and Dr Jonathan 
Lord), oculoplastic (Mr David Verity and Dr Matthew Allen), 
strabismus (Miss Gill Adams and Dr Lorna Gallagher), 
corneal (Mr Mark Wilkins and Dr Manish Raval) and 

glaucoma (Prof Peter Shah and Dr K-L Kong). Our surgical 
colleagues first impressed us with their progressive 
knowledge and gave us an insight into the management 

of patients undergoing ophthalmic surgery. Each surgeon 

was paired with their ‘real life’ anaesthetic colleague, who 
then went on to explain to the delegates how we could best 

manage these patients. 

Next up was the hotly anticipated debate, which closely 

examined the role of peribulbar blocks in modern cataract 

surgery. Peter James argued passionately for the continued 

use of peribulbars and was admirably opposed by BOAS’ 
newly elected President, Dr Keith Allman. Whilst opinions 

where divided, might the recent NICE guidance spell the 

end for the routine use of sharp needle blocks in the UK? 

Only time will tell.

The day was concluded with three superb and concise 

lectures examining paediatric anaesthesia (Dr Andrew 

Presland), TIVA for ocular surgery (Dr June Rahman) and 

trauma and the open eye (Dr Jo Budd).

Those of you who were lucky enough to attend the social 

event in the evening had a fantastic treat in store – a 

sublime river cruise down the River Thames. We were 

spoilt by the unrivalled night-time views of London on the 
river, a gorgeous dinner, generous amounts of wine and 

dancing into the late hours of the night. A wonderful and 

memorable night was had by all.

Day two of the conference started with an insightful lecture 

by Dr Santhana Kannan on the management of patients 

with diabetes, followed by an update on the NICE cataract 

Ophthalmic Anaesthesia 2018; 8(1): 12-13

guidance by Dr Keith Allman. Mr David Verity gave a 

passionate and inspirational talk about his tireless work 

with St John of Jerusalem in Gaza. It was certainly very 
humbling to hear and it was no surprise that many delegates 

came away with a great enthusiasm to get involved with 

this most charitable project. The session concluded with an 

outstanding talk by the eminent Sir Professor Peng Khaw 

on the future of glaucoma. 

Following coffee, Mr Tom Eke talked us through a number 

of recent medico-legal cases relevant to our own day-to-
day practice. This proved to be a very thought-provoking 
and interactive session and raised a number of important 

points. Next came the free paper session with 3 fascinating 

presentations, the prize for best paper being won by Dr 
Perihan Ali for her work on minimally invasive sub-Tenon’s 
for intraocular surgery including the “at risk” eye. The prize 
for best poster went to Dr Friedrich Lersch et al for their 
work on providing an opioid-free general anaesthetic for 
ophthalmic surgery.

The Annual General Meeting of BOAS was then held, 

followed by another excellent lunch.

© The Authors
Published by Resonance Publishing Ltd

Presentation of prize for the best paper

Presentation of prize for the best poster
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After lunch the workshops began. Whilst the faculty busied 

themselves behind the scenes in preparation, we heard two 

succinct presentations on how to perform both peribulbar 

and sub-Tenon blocks - delivered by Dr Santhana Kannan 
and Jakob Johannesson respectively. The remaining time 

in the afternoon was split between hands-on ophthalmic 
block training (a very popular session indeed) and 

exploring the Tower of London. Surely no visit to the Tower 
is complete without seeing the Crown Jewels!

We were indebted to both the BOAS Council members and 

all of our speakers for their invaluable help with this event, 

as well as Moya Lord, Debbie Bryant and Louisa Pavlakovic 
for their much-appreciated administrative support.

Finally, huge congratulations to both Dr K-L Kong and 
Dr Shashi Vohra for receiving their lifetime membership 

awards from BOAS. Their dedication and contribution to 

the society has been boundless and has, without a doubt, 

ensured that it continues to succeed and flourish.

We eagerly look forward to the next meeting later this year 

which is being held at the Royal College of Anaesthetists in 

London and we hope that you will all join us again.

Allen. 18th BOAS Annual Scientific Meeting

Dr K-L Kong receiving his Lifetime Membership Award from Prof 
Peter Shah

The organising team of the annual scientific meeting

Dr Shashi Vohra receiving her Lifetime Membership Award from 
Prof Peter Shah
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