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Editorial
Dear Colleagues,

dr Joanna Budd
Consultant Anaesthetist
The County Hospital
Hereford, UK
College Regional Advisor
West Midlands South, UK

Welcome to the latest edition of “Ophthalmic Anaesthesia”. We hope you
enjoy the diverse articles we have received. Patient safety remains a
common theme linking the articles submitted, and on reflecting on them we
are struck by the passion of our colleagues; continuously working to enhance
patient safety and helping to ensure optimum outcomes for surgery. It is once
again very pleasing to see joint articles from anaesthetic / surgical teams.
The “Perspectives” article from Chris Bradshaw and Graham Lee from
Brisbane exemplifies this, and is packed full of clinical pearls. The paper from
John Horsburgh et al (again from Brisbane) serves as an elegant review to
remind us of the potential dangers of guttae Phenlyephrine – a drug that
we work with on a daily basis. Continuing the Australian theme, the article
from Lake and Clarke from Adelaide, alerts us to the important clinical sign
of subcutaneous emphysema in ophthalmic surgery and contains a helpful
review of the world literature.
We continue to strengthen our journal and now allow authors to have copies
of their articles to post on ResearchGate (open access), facilitating global
exposure to their important work. As always, the strength of our journal
relies on contributions from ophthalmic anaesthetists and surgeons, and we
encourage authors to send us their valuable work.
Jo Budd
Pete Shah
Co-Editors of Ophthalmic Anaesthesia

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
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Message from the President
It is a great pleasure to once again pen an introduction to our journal.
Much has happened since our last edition six months ago. The pace of
change within the NHS continues to stretch our abilities to adapt to the
very limit, and I am very aware of the high levels of stress experienced
by doctors of all grades. Just this week a press release from the General
Medical Council from Professor Terence Stevenson (GMC Chair) and
Niall Dickson (GMC Chief Executive) stated,
“There is a state of unease within the medical profession across
the UK that risks affecting patients as well as doctors. The reasons
for this are complex and multifactorial, and some are longstanding.
Yet the signals of distress are unmistakeable.”

Prof Peter Shah
Consultant Ophthalmic Surgeon
University Hospitals Birmingham NHSFT
Birmingham, UK
Co-Director
Birmingham Institute for Glaucoma Research
Birmingham, UK
Visiting Professor
University College London
London, UK
Honorary Professor of Glaucoma
Centre for Health and Social Care
Improvement, University of Wolverhampton
Wolverhampton, UK

This is a very clear and bold statement from the GMC. When taken down
to an individual level, it is clear from talking to colleagues that many feel
they receive little or no support or protection in their day to day clinical
lives. It is more important than ever that we continue to form networks
to disseminate best practice, share concerns and problems, and support
each other. The British Ophthalmic Anaesthesia Society is one such
network, and I encourage colleagues to communicate with Council
members and correspond with each other through our journal to achieve
these aims. I think it is particularly important that we plan ahead and
formulate a strategy for ensuring that government and commissioners
recognise the importance of specialist ophthalmic anaesthetic skills, so
that we have a long-term workforce that is fit for purpose. We may need to
consider issues such as specialist credentialing in ophthalmic anaesthesia
to underpin this strategy. As always, I welcome personal communications
from our knowledgeable membership to help generate ideas.
Members of BOAS and Council continue to be actively involved in many
important national projects and are currently involved in the following
areas:
1.
2.
3.

Chapter Development Group (RCoA) drafting the “Guidelines for
Provision of Ophthalmic Anaesthesia Services 2017”.
NICE Committee looking at guidelines for cataract surgery pathways
in adults (Due: Oct 2017)
BOAS Council representation on the RCOphth Professional
Standards Committee.

As always we all thank our members for their professionalism and the
tireless work they do to maintain the standards of ophthalmic anaesthesia
in the UK. This work is essential if we are to offer our patients the highest
levels of clinical care and safety.
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challenges in ocular anaesthesia
C Bradshaw, 1GA Lee
1

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

Correspondence to: mdglee@hotmail.com

ANxIETY
1.

Pre-operative consultation

The Anaesthetist should visit the patient before bringing
them to the induction room. The Anaesthetist should
introduce himself/ herself and the anaesthetic assistant to
the patient.
2.

Explanation

The Anaesthetist should explain the forthcoming procedure
in a short, simple and understandable way.
3.

Safety

The Anaesthetist could mention that sedation and local
anaesthetic eye block is associated with lower morbidity
and mortality than general anaesthesia for ophthalmic
surgery.
4.

discussion with the patients regarding their
concerns

Give the patient the opportunity to ask questions. It is worth
asking the patient specifically if they have had a previous
bad experience with surgery or anaesthesia. If they have,
enquire as to what exactly happened. Explain how the
Anaesthetist can prevent an unfavourable experience this
time, especially using the insight the patient has kindly
given.
If it is still unclear which particular issue is causing anxiety,
the Anaesthetist should specifically ask whether it is the
needle, the drape, feeling pain, being awake or something
else.
5.

reassurance

The Anaesthetist should reassure the patient that the
anaesthetic team is there to ensure that he / she is
comfortable and safe at all times. The Anaesthetist can
also mention that ophthalmic surgery is one of the most
frequent procedures performed in developed countries so
there is a lot of experience.
The patient should be informed that Ophthalmic surgery
is associated with a low risk of mortality and morbidity
compared to other types of surgery, with high success
rates and good recovery.
6.

Needle phobia

If the patient is anxious about the needle, the Anaesthetist
should explain that there is topical local anaesthetic cream
(containing lignocaine and prilocaine) which can numb the
© The Authors
Published by Resonance Publishing Ltd

skin before cannula insertion. In addition, methoxyflurane
(Penthrox, Medical Developments International Ltd,
Springvale, Australia) in the form of a disposable, selfadministered, single use inhaler device can be used
to provide analgesia during cannulation if the patient
has normal renal function and no personal or family
history of malignant hyperthermia. Of note, 4-6 hours of
an anaesthetic dose of methoxyflurane is nephrotoxic
and therefore is no longer used for general anaesthesia
purposes. Both of these measures have a psychological
benefit for the patient as well as their proven efficacy.
7.

Awareness

It is best to explain that Anaesthetists have a wide range of
drugs to choose from in order to ensure that the patient is
comfortable and sedated as well as able to customise the
drug combination in order to make it appropriate for each
individual.
8.

monitoring

The Anaesthetist should reassure the patient that one of
the anaesthetic team members will be present for them
before, during and after the procedure to measure their
vital signs and levels of sedation or comfort.
If available, a Bispectral Index Monitor (BIS) can be
applied to the patient’s forehead and is a useful measure
of the hypnotic and general anaesthetic effects of anxiolytic
drugs, especially for the longer cases of more than half
an hour. The monitor uses an algorithm to create a “BIS
index”. A reading of 40 -60 indicates amnesia and general
anaesthesia. A reading of 80 is a “sweet spot” for ophthalmic
sedation without excessive patient movement.
9.

Fear of feeling pain during surgery

The Anaesthetist can reassure the patient that he / she
will check the block before surgery commences by asking
them to look towards each of the four quadrants. This will
not hurt the patient. Movement in one direction can be
tolerated for cataract surgery, however akinesia is desirable
for glaucoma, corneal and retinal surgery. If akinesia is
present, the patient can be reassured that they will not feel
pain during surgery.
10. Say “Stop!”
The patient should be encouraged to say “Stop!” at any
point during surgery if he/ she is feeling discomfort or
pain, is too hot or cold, has a full bladder, or has any other
problem such as back pain. Anxious patients are more
likely to require a bathroom visit and this best done prior to
the anaesthetic block.
35
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cLAuSTroPhoBIA
1.

Pre-operative consultation

The pre-operative visit is extremely important to determine
the severity of the claustrophobia and explain what
measures are available to prevent and treat claustrophobia.
2.

Explanation of procedure

The Anaesthetist should explain that he / she can administer
drugs that can alleviate any fear of being “closed in”.
3.

Premedication

A premedication of paracetamol (for analgesia and placebo
effect) if the patient is ambulant is worthwhile.
If the patient is being trolleyed to theatre, temazepam 1020mg can be added and/ or paracetamol with codeine can
be substituted for paracetamol.
4.

drape

The Anaesthetist should inform the patient that a lightweight
drape will be placed over them for surgery. This can be
tented up by a trolley mounted stick or infusion line stand to
hold it away from the patients face. This will allow enough
space for free breathing under the drape. Alternatively
semi-transparent plastic drapes are available to cover the
patients face whilst allowing some vision out of the nonsurgical eye.
5.

Air blower

The patient can be offered the option of an ambient airblowing device to be placed under the drape, blowing air
onto the patient’s face that can be adjusted in terms of air
flow and distance from their face. The fresh air flow will
also reduce the patient’s inspired CO2 levels thus reducing
anxiety and lowering ocular congestion by reducing the
vasodilation from hypercarbia.
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6.

mental image

The Anaesthetist can perform a “conscious hypnosis”
by suggesting an attractive mental image to the patient,
especially something that is familiar and attractive to them
e.g. lying on the beach.
7.

Intellectual disability

Claustrophobia can be difficult to manage in intellectually
disabled patients e.g. Down Syndrome. This group
of patients is therefore better served with a general
anaesthetic. It is best for the Anaesthetist to assess these
patients well before the day of surgery by inviting them
and their carers to a prior to the day of surgery office
consultation.
8.

claustrophobic attack

If the patient has a claustrophobic attack during the surgery,
the Anaesthetist can notify the surgeon to stop operating
and then:
a. elevate the drape. The surgical drapes should be tented
away from the patient immediately whilst maintaining the
sterile field. The patient should be reassured that the team
is aware of their discomfort and taking measures, which
can be described, to improve the situation. If not already in
use, the air blower should be used to blow ambient air onto
the patient’s face.
b. administer pharmacology. Pharmacological control of
the patient is gained with a very small dose of intravenous
propofol e.g. 10 or 20mg increments. Subsequently a very
small dose of intravenous midazolam e.g. 0.5mg can be
given and / or a propofol infusion, aiming for a BIS reading
of 80.
Editorial comment: This article reflects current practice in
Australia. Methoxyflurane is now available in the UK but the
indications for its use are 'Emergency relief of moderate to severe
pain in conscious adult patients with trauma and associated pain'.

Patient safety

Ophthalmic Anaesthesia 2016; 6(2): 37-38

cardiovascular risks of topical phenylephrine:
continuing need for vigilance
1

J Horsburgh, 1,2F Sii, 1MA Burdon, 3X Liu, 1-3I Masood, 1,2,4,5P Shah

1

University Hospitals Birmingham NHS Foundation Trust, Birmingham, UK
Birmingham Institute for Glaucoma Research, Institute for Translational Medicine, Birmingham, UK
3
Birmingham and Midland Eye Centre, Sandwell and West Birmingham Hospitals NHS Trust, Birmingham, UK
4
Univeristy College London, London, UK
5
Centre for Health and Social Care Improvement, School of Health and Wellbeing, University of Wolverhampton, Wolverhampton, UK
2

Correspondence to: johnhorsburgh@gmail.com

Adequate mydriasis is an essential prerequisite for safe
completion of cataract surgery. Topical phenylephrine is
routinely used as part of the preoperative pupil dilation
regime. Intracameral phenylephrine is also used during
surgery to increase mydriasis when pupil size is suboptimal
and to help reduce the severity of intraoperative floppy
iris syndrome (IFIS).1 While prospective studies have not
identified a significant risk in normal patients, multiple
case reports have been published detailing adverse
cardiovascular effects associated with the use of topical
phenylephrine in ophthalmology.2-5
Phenylephrine is a sympathomimetic agent (primarily
a direct α-1 agonist) that achieves mydriasis without
cycloplegia. It is routinely available in 2.5% and 10%
ophthalmic formulations. Its α activity makes it effective not
only as a mydriatic agent but also in dealing with IFIS, a
condition associated with systemic α-antagonist use (e.g.
in prostate disease).
Unwanted systemic absorption of topical phenylephrine
has long been suggested to cause adverse cardiovascular
consequences including systemic hypertension (well
documented), cardiac dysrhythmia, myocardial infarction,
congestive cardiac failure or pulmonary oedema, and
subarachnoid haemorrhage.2 Whilst tachycardia is a
common side effect, systemic phenylephrine may also
cause reflex bradycardia due to baroreceptor responses to
arterial hypertension. Patients experiencing cardiovascular
side-effects before, during or after ophthalmic surgery
complain of restlessness, palpitations, chest pain and
dyspnoea.
In 1989, Lai reported the case of a 57-year-old patient
undergoing surgery for retinal detachment who developed
exacerbated hypertension with a subsequent myocardial
infarction associated with the use of guttae phenylephrine
10%.3 In 2009, Ahmed et al reported the case of a 36-yearold patient undergoing pterygium excision who developed
severe hypertension (240/130 mmHg) and reflex
bradycardia (30 bpm) associated with guttae phenylephrine
2.5%.4
This year, a case involving a six-week-old infant, born
prematurely at 31 weeks gestation, was reported.5 The
reported event occurred in the ophthalmology office during
retinopathy of prematurity screening. Five minutes after
© The Authors
Published by Resonance Publishing Ltd

tropicamide 1% and phenylephrine 2.5% were instilled in
each eye, the mother noticed decreasing suckling. Cardiopulmonary resuscitation was initiated and spontaneous
circulation returned within two minutes. Due to the age of
the infant, apnoea and bradycardia of prematurity were
considered less likely, and the authors concluded that the
adverse event was drug-induced cardio-pulmonary arrest.
Despite several case reports describing systemic adverse
effects associated with the use of topical phenylephrine
drops, evidence from prospective studies remains limited
due to small sample sizes and conflicting results. A recent
meta-analysis of eight randomised controlled trials did not
identify any clinically significant effect on blood pressure
or heart rate with use of topical phenylephrine 2.5%.6 The
effects of 10% preparations on blood pressure and heart
rate remains unclear.
Due to lack of evidence to guide the safe use of topical
phenylephrine, its administration in high-risk patients
(Table 1) is a concern. In the British National Formulary,
topical phenylephrine 10% is contraindicated in children,
elderly patients and patients with cardiovascular disease,
hypertension, aneurysms or thyrotoxicosis.7 The Royal
College of Ophthalmologists similarly advises against the
use of topical phenylephrine 10% in children for cataract
surgery8 due to reported cases of heart failure.9
Table 1: high risk patients
• Infants and small children, especially in repeated doses
(10% preparation is contraindicated)
• Hypertension (especially uncontrolled or treated with
β-blockers)
• Monoamine oxidase inhibitor use
• Thyrotoxicosis
• Orthostatic hypotension
• Severe cardiac disease
• Cerebrovascular disease
• Elderly patients (10% preparation may be contraindicated)

There are few high quality studies on the cardiovascular
effects of phenylephrine eye drops. To date, topical
phenylephrine 2.5% has not been shown to cause
significant adverse effects in the normal patient population.6
Nevertheless, many patients undergoing cataract surgery
have co-morbidities, some of which may increase the risk of
37
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these cardiovascular complications. Therefore, the use of
topical phenylephrine, especially 10%, should be judicious
and every effort made to reduce the risk of adverse events
(Table 2).
Table 2: Practical points
• Extra care should be taken when using topical phenylephrine 10%.
• Plasma phenylephrine levels (and blood pressure) peak
within 20 minutes. Close observation for adverse effects
during this period is recommended. Patients may exhibit
signs of cardiovascular compromise during surgery
(having initially been OK) as the effects of pre-operative drops take effect.
• Phenylephrine should not be administered as a subconjunctival injection or nasolacrimal irrigation due to
increased risk of systemic absorption. Extra care should be
taken with the use of pledgets.
• Efforts should be made to limit systemic absorption (e.g.
punctal occlusion, wiping away excess, administering
drops to supine patient)

rEFErENcES
1.

2.
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how can anaesthetists help to reduce the carbon footprint of ophthalmic surgery?
JEA Somner, 2-5P Shah
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A carbon footprint is defined as the total amount of
greenhouse gases produced to directly and indirectly
support human activities – usually measured in equivalent
tons of carbon dioxide (CO2). A carbon footprint can
represent an individual or industry contribution to climate
change and global warming. As individuals, the main areas
that affect our carbon footprints are: (i) how we travel, (ii)
what we eat, (iii) how we heat and light our buildings, (iv)
what we buy, (v) whether we recycle and (vi) how we work.
Many industries now target the triple bottom line of
maximum profitability with minimal negative impact on
people and planet.1 While global problems like climate
change may seem insurmountable, the maxims, “think
global, act local” and “reduce, reuse, recycle” coupled with
an understanding of carbon footprints can helpfully guide
action.
The carbon emissions from ophthalmic interventions may
be considered small when compared to other industries2
however, 5% of the carbon footprint of the NHS is
attributable to exhaled anaesthetic agents,3 and targeting
waste and reduced carbon emissions can result in
improved outcomes for both patients and the planet. A low
carbon cataract pathway, for example, may result in fewer
visits to hospital, reduced traffic and societal cost in terms
of lost productivity.4

anaesthetic techniques that ensure a good outcome while
minimising harm to the environment.3 There are many
other simple carbon and cost saving measures that can
be employed, such as the recycling of anaesthetic room
steel.8
Developing sustainable ophthalmic services requires
balancing social, financial and environmental factors in
order to ensure that future generations do not suffer as
a result of the way we live today. In ophthalmic theatres
we can reduce our impact on global warming and climate
change through simple measures which ultimately will
enhance patient care. It is up to each of us to learn about
our carbon footprints and take practical steps to reduce
them. If we are knowledgeable and innovative in our dayto-day work, we can each help to find solutions.
rEFErENcES
1.
2.

3.
4.

Anaesthetic gases are potent greenhouse gases with a
global warming potential 2000 times greater than CO2.5
Where appropriate, alternative anaesthetic techniques (e.g.
intravenous anaesthesia) can be considered and appear
to be equivalent.6 Marked inter-centre variation has been
described in terms of the anaesthetic techniques employed
during certain ophthalmic procedures (e.g. vitreoretinal
surgery) which suggests that there is at least potential to
reduce the amount of general anaesthesia used.7
If practice was measured according to the triple bottom
line, general anaesthetic techniques could be utilised for
those who most require them, but with a principle of using
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Subcutaneous emphysema following vitrectomy with
air-fluid exchange: a case report and literature review
S Lake, J Clarke
Vista Day Surgery, Adelaide, Australia

Correspondence to: jon.clarke@health.sa.gov.au

A 69 year old female was undergoing a 23-gauge
vitrectomy for traction retinal detachment secondary to
proliferative diabetic retinopathy. The anaesthetic was subTenon’s block without sedation. Port placement, vitrectomy
and membrane dissection were completed, then a fluid-air
exchange was performed prior to endolaser and silicone oil
insertion. Air infusion pressure remained 30mmHg prior to
oil injection, when it was lowered to 5mmHg.
At the completion of the procedure, the patient was noted
to have facial swelling. The patient had not coughed
or sneezed at any point. On examination, crepitus was
present bilaterally on the face and neck extending down to
the level of the clavicles diagnostic of surgical emphysema.
There was no dyspnea, dysphonia or dysphagia.
The patient was observed and discharged home that day.
The surgical emphysema resolved over 72 hours.
The patient returned for a similar procedure 8 weeks later
on the same eye, which was uneventful: an oil exchange
occurred, with fluid-air exchange (briefly) prior to oil
insertion. No surgical emphysema developed after this
procedure.
dIScuSSIoN
Subcutaneous emphysema is a rare complication of pars
plana vitrectomy caused by air-fluid exchange. We believe
this is the first reported case without predisposing risk
factors. There are 3 reported cases in the literature. The
pathophysiological mechanisms proposed in other cases
involve abnormal pathways for gas to leave the globe and
orbit.
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Two reported cases involve globe trauma from needle eye
blocks.1,2 The first case involved a globe rupture from a
retrobulbar block where the pressure of the air had to be
raised to 60mmHg to control haemorrhage.1 The second
case involved an air pressure of 30mmHg in the presence
of a double globe perforation from a peribulbar block.2 The
third case had a history of an untreated orbital floor fracture
facilitating air spreading out of the orbit.3
coNcLuSIoN
Surgical emphysema of the face and neck is a rare
complication of air-fluid exchange in retinal surgery. In this
case, it occurred without any predisposing risk factors.
In the case presented, we presume the air left the globe
around the vitrectomy ports and further spread from an
intact orbit.
rEFErENcES
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TASEr (Total Assessment before Surgical Eye repair)
I Elaraoud, R Blanch, SB Vohra, F Mellington
Birmingham and Midland Eye Centre, Birmingham, UK

INTroducTIoN
The TASER (Thomas A. Swift’s Electric Rifle) is an
increasingly popular non-lethal weapon used by law
enforcement agencies across the world, delivering a series
of pulses, each measuring at 0.36 Joules and up to 50 000
Volts via a barbed dart. TASER deployment may lead to
globe injury, either by direct mechanical trauma or from a
combination of mechanical force and the electric current
(e.g. traumatic cataract).1 We report a case with excellent
visual recovery following a TASER dart-induced open globe
injury procedure.
cASE rEPorT
A 29 year-old previously fit and healthy male was brought
to the eye casualty department by paramedics, after being
subdued by two police officers using TASERs with one
of the barbed darts embedded in his frontal bone and
the other through the eyelid. The patient was unable to
open his eye due to pain (Figure1). Analgesia was given
and a history taken from both the patient and a witness.
There was no loss of consciousness, he denied any other
neurological, respiratory or cardiac symptoms. Ocular
examination, although limited, revealed a soft globe
suggesting a penetration. The patient was neuro-imaged
by high resolution CT and was given prophylactic oral
ciprofloxacin to reduce endophthalmitis risk. His tetanus
immunisation was recent and no further prophylaxis was
given. Computed tomography showed air in the globe
– confirming open globe injury (Figure 2) – and a small
piece of metal from the dart embedded in the frontal
bone. The patient was taken to the operating theatre for
an examination under general anaesthesia and primary
globe repair. Upon exploration the barbed dart was not

embedded in the sclera but was firmly stuck in the lid and,
because of its hooked configuration, required release of
the surrounding tissue for removal. The lid injury did not
involve the lid margin and was closed in two layers. There
was a 1-cm full thickness scleral laceration in the superomedial quadrant with vitreous loss, which was repaired
under the operating microscope using 9-0 Nylon suture.
Dilated fundoscopy showed a mild vitreous hemorrhage
with localised infero-lateral supra-choroidal hemorrhage,
confirmed by B ultrasound scan (Figure 3a). The patient
was discharged the next day with oral ciprofloxacin 750mg
twice a day, topical antibiotic and steroid prophylaxis for
review one week later. Vision on the first post-operative
day was 6/60 in the affected eye. This has slowly improved
to 6/12 3 months post-operatively as the vitreous and
suprachoroidal haemorrhages have cleared (Figure 3b).
dIScuSSIoN
Although TASERs are considered to be a safer alternative
to conventional firearms, both fatal and non-fatal injuries
are reported in the literature.2,3 On deployment, two barbed
darts are deployed to embed in the target, completing an
electrical circuit and delivering a 5-second electric shock,
causing tonic–clonic skeletal muscle contractions and
incapacitating the target. Although intended not to be life
or limb threatening, direct mechanical damage to delicate
organs such as eyes, genitals, or major blood vessels may
be induced.4,5 The electrical current also damages tissue
locally and in distant organs, with fatality reported after
cardiac arrest and cerebral damage.6 A number of cases
of TASER-induced open globe injury have been reported
and outcomes vary from full recovery to complete visual
loss.3 When patients present to emergency services with
suspected TASER eye injury it is important to consider

Figure1: Colour photos showing different view of a TASER dart penetrating the left eye through the eyelid.
© The Authors
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Figure 2: Axial computed tomography scan shows high intensity signal (see arrow) of TASER barb in the left globe.

Figure 3: B-Ultrasound of the left eye shows improvement of the choroidal detachments (yellow arrow).

the possible systemic complications, including cardiac and
brain injury. Although it may be tempting to remove the
dart, it is important not to do so outside of theatre because
its barbed configuration may cause very extensive ocular
damage on forced removal. After adequate analgesia and
neuroimaging in the form of CT to assess the extent of injury
maxillofacial or neurosurgical consults may be required.
MRI is contraindicated because the darts are magnetic.
Oral ciprofloxacin may reduce the risk of traumatic
endophthalmitis, which carries a much worse prognosis.7
An urgent referral to Ophthalmology is required and, as
most cases will be repaired under general anesthesia the
same day, patients need to be kept nil by mouth.
In conclusion the globe is vulnerable to TASERs injuries.
Outcomes vary greatly in the published literature but relate
to the extent of globe injury and pre-existing pathology. A
systematic approach may be life-saving and avoiding delay
in systemic antibiotic administration and neuroimaging will
expedite the repair and help to ensure the best possible
visual outcome.
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Letter to the Editor

New block on the kids: my Swiss soft spot for scissorless sub-Tenon's
F Lersch
Inselspital, University of Berne, Bern Augenspital, Bern, Switzerland.

After having been called to lead the anesthesiological
team in Berne's university Augenspital last year, my first
aim was to convince surgeons and anesthesiologists
alike that reducing the number of general anesthesias on
elderly patients was of utmost importance. This may seem
strange to readers from the Commonwealth but merits
some historical elaborations teaching important lessons on
how "soft" factors determine our clinical decisions and the
course of our actions ever so often more than rational data.
Contrary to developments in Great Britain, the increasing
feeling of unease with retrobulbar block (RBB) and its
risks in the 1990’s did not translate into implementation
of peribulbar or sub-Tenon's blocks (STBs) among
anesthesiologists in Switzerland and, I think, most parts of
Germany and Austria. Rather, it led to a dichotomic division
into topical anesthesia or general anesthesia (GA). This
"drop in or knock-out" mentality is still the rule in most eyeanesthesiology departments in this country, and there is a
lack of a “third way” of anesthetizing eyes. With the advent
of surgically simpler cataract techniques, more and more
topical anesthesia was used, and operations that were not
amenable to this technique were relegated to GA, if no one
of the present ophthalmologists set out to give regional
anesthesia. This situation pertains to the vast majority of
tertiary hospitals in Switzerland, as shown by an informal
telephone survey in March 2016: this indicated that only
two of five university eye hospitals and one out of ten nonuniversity tertiary public hospitals employ anesthesiologists
providing regional eye-anesthesia. Thus, some might
say that the learning and teaching of regional ophthalmic
anesthesia in Switzerland is in a vegetative state at best. In
some smaller private clinics experienced anesthesiologists
with a long practice of RBBs and peribulbar blocks continue
to provide regional ophthalmic blocks, but their knowledge
is doomed to die out with the approaching retirement of
said colleagues.
To counter this dismal trend in anesthesiological education,
and spurred on by the conviction that replacing GAs by
regional anesthesia will have significant beneficial effects
on the mental integrity of our aged patients, I set out to
learn and perform STBs. I had read of "no-snip-subTenon's" and was lucky to meet Dr. K. Allman at the BOAS
meeting in November 2015. He went out of his way to help
with information and I am much indebted to him.
While giving invited lectures to our ophthalmic surgeons
and the anesthesiology department alike on the
importance of post-operative delirium, post-operative
cognitive dysfunction and the post-operative aggravation
of dementia in the elderly, we started to perform "nosnip-STB". Our learning curves are steep and make for a
thrilling experience; initially we found that chemosis was
our most important unwanted side-effect. Thanks to the
© The Authors
Published by Resonance Publishing Ltd

help of our surgeons and the untiring e-mailed counsel
of Dr. K. Allman, we perform STB more and more often
and with increasing confidence. It's a block that lends itself
very well to be taught, and after 8 months of practice there
are 5 consultants in our service who can offer the block.
This contrasts starkly with the efforts and gleaned success
made to teach needle blocks to senior staff at our institution
over the last years. Another "soft factor" here that might
incline anesthesiologists with no experience in ophthalmic
RA is, that leaving aside scissors to open sub-Tenon's
space makes the no-snip block more "anesthesiological"
and thus more acceptable.
We certainly have no reason to be self-congratulatory,
much needs to be done; we need to train more senior staff,
so we can provide the method 24/7, improve our technique
so there is less chemosis and conjunctival bleeding, and
gain more experience with vitreo-retinal surgery under
STB. Furthermore we are interested in providing an
animal-model tailored to the no-snip technique that should
facilitate our teaching efforts to new colleagues. We would
also like to find out whether STB in anesthetized patients
really blocks oculo-cardiac reflex, as many colleagues
seem to believe.
Adopting the STB block dissolves a gridlock situation that
seems quite typical for many ophthalmic anesthesia teams
in Switzerland and the German speaking area surrounding
it. Establishing knowledge about ophthalmic RA and further
development motivates younger anesthesia colleagues to
take an interest in our work. Although we do not gather
statistical data yet, we no longer see octogenerians
wrestling medical staff due to emergence-delirium. With
STB as an option, we believe that the mental integrity
of staff and patients is better preserved. We can teach
newcomers a block without fearing for the eye of the patient
undergoing surgery; this is another "soft" factor that has
lead to a drastic and positive change of attitude amongst
anesthesia staff and ophthalmic surgeons alike. We lead
more engaged and problem-solving discussions with our
surgical counterparts.
In summary, we profited a great deal from yet another
"soft" transcultural experience: coming to London and
seeing ophthalmic anesthesiologists take pride in what
they do and how well they do it, experiencing their high
degree of know-how in presentations, wet-labs and debate
with ophthalmic surgeons made a deep and long-lasting
impression. If slowly we start to reap the fruits in our effort
to make more of our elderly patients amenable to regional
ophthalmic anesthesia and all the beneficial consequences
this entails, we are grateful and indebted to the work of
many BOAS members for their example. But in the end,
that's just a "soft" factor....
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continuity of anaesthetic support and patient safety
1-3
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Safe patient care in complex settings requires wellestablished, functional teams. High quality stable teams
make a huge difference to the quality, efficiency and
productivity of care. Success in complex ophthalmic surgical
procedures is highly dependent on perfect anaesthesia.
Working with a regular ophthalmic anaesthetist in my
view makes a huge difference to patient care and safety.
Complex procedures often require a perfectly akinetic
globe. Having a regular high quality anaesthetist skilled
in ophthalmic blocks gives the surgeon the confidence
to perform procedures under local anaesthetic with the
full knowledge that anaesthetic will be perfect. At times
I may have to resort to performing certain procedures
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under general anaesthesia if my regular anaesthetist is not
available, just to ensure perfect operating conditions.
Over a period of time the anaesthetist becomes a trusted
colleague and will even highlight issues crucial to execution
of procedures if the surgeon has failed to identify these
pre-operatively. This continuity of care creates an added
layer of safety. Theatre turn around times and productivity
also improve as all members of the team are intimately
acquainted with procedural nuances. Thus, continuity of
care can deliver safe, high quality, effective and efficient
care as required by a modern NHS under great pressure.
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‘Let there be light’
4th World congress of ophthalmic Anaesthesia 2016: a
report
SB Vohra
Sandwell and West Birmingham Hospitals NHS Trust, Birmingham, UK.

Correspondence to: shashi@vohra.org.uk

The 4th World Congress of Anaesthesia was organised
in partnership with the British Ophthalmic Anaesthesia
Society and Sankar Nethralaya in the sumptuous Grand
ITC Chola, a landmark heritage hotel in Chennai, India, in
September 2016.
The Congress spanning over two days attracted 151
delegates from the four corners of the world and several
internal states of India. These included UK, Indonesia,
Russia, Australia, Malaysia, Romania, New Zealand,
Columbia, Switzerland, Mauritius, USA and of course
India. It was encouraging to see cross fertilisation of ideas
and diversity of practice. Several BOAS members (Prof C
Kumar, Dr E Aziz, Dr SB Vohra, Dr J Budd, Dr K Allman,
and Mr T Eke) had a major role to play in the Congress at
its academic and organisation platform.
Ophthalmic anaesthesia is still in its infancy in several parts
of the world and is considered a Cinderella specialty. The
service in the developing countries is largely provided by
the ophthalmologists. The Congress was well supported
by the Consultants as well as Trainees. There was a
substantial contribution from the ophthalmologists who
formed almost fifty percent of the delegates.
The scientific programme comprising 36 lectures was spread
over two days. The comprehensive line-up represented all
aspect of ophthalmic anaesthesia including basic science,
current practice and recent advances. Special attention was
focussed on understanding, and reducing complications.
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Another session dealt with controversial decisions, problem
solving, review of anaesthesia for specialist procedures for
both adult and paediatric patients. The programme also
helped to unravel some of the ‘Gordian Knots’. Delegates
were encouraged to think ‘out of the box’ when they were
treated with a special screening of ophthalmic surgery and
anaesthesia for exotic, non human ‘patients’, ranging from
hawks to lions!!
Trainees were given a special platform to present their
research, innovation and audit projects. There were
51 abstracts of which nine were selected for verbal
presentation following a peer review process, the rest
were poster displays. Adjudicators had a tough task of
choosing the winners for the verbal presentations. After
some deliberations, the authors of “Effect of lignocaine
concentration on human fibroblasts growth in eyes
undergoing trabeculectomy: an in-vitro study” (Dr M
Janani et al) were awarded the first prize and the second
place (only by a whisker) went to “A mannequin based
system for real-time view of ophthalmic regional blocks”.
Its innovator, Dr N J Kumar, an IT graduate was the only
engineer amongst the medical delegates. The first prize for
the poster went to Dr A Kumar for his work on ‘Efficacy
of topical anesthesia in reducing ocular discomfort and
improving mydriasis in patients undergoing routine
pupillary dilatation in out-patient clinics: a double blinded
randomized placebo-controlled trial’. Dr RC Iyer won the
second prize on ‘Anesthesia for ophthalmic surgery in
man’s best friends… the canines!’
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The Hands-on work-shop is always a highly anticipated and
appreciated element of these conferences. This year was
no different: ‘Anatomy relevant to eye blocks’ and ‘Lecture
based needle block’ were followed by the Wet-lab session
on ‘Subtenon’s block’ and ‘Needle-block on Simulator:
OASiS’. Ever popular, these workshops were the major
attraction of the Congress. Conducted on the ‘animal eye
model’ (developed by Dr Vohra), and polystyrene balls
(designed by Mr Eke), the delegates had a chance to dissect
the delicate ocular tissues and learn the correct technique
of needle placement under direct supervision of the experts.
The Congress excelled in the social side of life too. Academic
networking was amply supplemented by a fantastic evening
programme comprising of professional dance recitals,
magic show and juggling. In keeping with the Congress’
‘hands on workshop’ ethos, the evening programme too had
a ‘juggling’ and ‘dance workshop’ for the ‘Volunteers’! This
turned out to be a thoroughly enjoyable treat, both for the
audience as well as the participants.
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The feedback for the Congress, both verbal and formal, was
excellent.
BOAS wishes to thank Prof Ezzat Aziz, Prof Chandra
Kumar, Dr Jaichand, the Scientific Committee and behind
the scene workers of Sankar Nethralaya for their tireless
efforts in putting together a most memorable, and highly
enjoyable experience.
The next WCoA is to be held in 2020, in Jakarta, Indonesia.
Mr Tom Eke, ophthalmologist from the UK and a Council
member of BOAS was unanimously elected to be the next
Scientific Chair. Following a successful pitch, it was decided
that Singapore will be holding the 2024 WCoA. On behalf
of BOAS, I wish the organisers of both these events every
success.
Dr Shashi B Vohra, MBBS, MD, FFARCSI, FRCA
Hon Secretary, BOAS
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First-time acute charles Bonnet Syndrome
(cBS) tiggered by subtenon’s block
1
1

P Jerney, 1F Lersch
Inselspital, Bern, Switzerland

Introduction
Amongst the many elderly patients referred for ophthalmic
surgery there is a significant share presenting culminated
risk factors making them prone to have complex
hallucinations. Anesthesia caregivers are usually unaware
of these risks.
case report
We report the case of a 91-year old lady who lives by
herself, referred for vitro-retinal surgery. She is known for
arterial hypertension accompanied by diastolic dysfunction
Type II, chronic dyspnea (NYHA 2) treated by low-dose
corticosteroids, inner-ear deafness and reduced vision
and osteoporosis. Her actual vision is OD 0.10 and OS
0.05. While undergoing sub-Tenon’s block and surgery the
patient experiences complex visual hallucinations for the
first time which over the course of a day deteriorate to fullblown post-operative delirium.
discussion
The last years have seen more literature about Charles
Bonnet Syndrome “going bad”. We comment on the
literature, drawing attention to neuroscientific aspects
relevant to anesthesia, aspects of clinical organization
that may help to forego similar complications and raise
the question, whether history taking of nearly blind
elderly patients should include asking for hallucinations in
anesthesia out-clinic.

A 100,000 good reason to use subtenons for IoL

Outcomes and patient satisfaction on more than 100,000
consecutive subtenons for intraocular lens implantation
since 2007 using an upgraded technique
1
1

L Dagobert, 1J Madalina
Montanamed Ltd. Sankt Gallen, Switzerland

objectives
To evaluate outcomes and patient experience with more
than 100,000 subtenon’s anaesthesia performed prior to
intraocular lens implantation in 52,000 consecutive patients
as an exclusively used technique.
design and methods
This prospective study included consecutive eyes that
underwent intraocular lens implantation between 2007 and
2015 with the use of subtenon’s anaesthesia. All patients
received subtenon’s blocks using a plastic cannula with the
aim to increase efficacy, minimise chemosis and reduce

haemorrhage with a novel self invented anti-haemorrhage
technique. Common eye spears are used to drain the
blood caused by the incision as long as the bleeding time
last. All patients received mild conscious sedation with the
dosage adjusted to age, medical and general condition.
Sedation was increased by 50% for second IOL procedure
performed on each patient. Data on outcome and patient
satisfaction were collected using a computerised proforma.
results
Average age of the study population was 52 years.
Incidence of chemosis was 5.2% and subconjunctival
haemorhage was reported by 5% of patients. Of all
patients, 98% claimed to be satisfied with their procedure
and journey. Zero sight threatening / enduring complication,
life threatening event or infection occurred.
conclusion
Subtenon’s anaesthesia with the use of a plastic cannula,
in combination with conscious sedation, provided excellent
eye immobilisation, positively affected patient experience,
and reduced common complications associated with
regional anaesthesia performed prior to intraocular lens
implantation. The modernised technique had a relatively
short learning curve. No severe complication occurred.

Preoperative assessment of older patients
undergoing cataract surgery in a specilaist
centre
A Deasy, MN Fanning
Royal Victoria Eye and Ear Hospital, Dublin, Ireland, UK

Background
From January to June 2016, we audited 700 patients
greater than 70 years undergoing cataract surgery at the
Royal Victoria Eye and Ear Hospital. All patients attended
our nurse-led pre-assessment clinic.
results
374 patients were aged 70-80 years. Surgery was
performed under local / regional anaesthesia in 348/374
(93%). 26 patients received general anaesthesia (GA).
13/26 of GAs were mandated by the procedure type,
7 were at patient request and 6 due to patient condition
which challenged compliance with regional technique.
301 patients were aged 80-90 years. Surgery was
performed under local / regional in 286/301 patients (95%).
15 patients received general anaesthesia, of which 7 were
procedure related, and 8 were patient related.
25 patients were aged 90-100. years All cases were
performed under local / regional anaesthesia.
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There were 4 cancellations on day of surgery (0.6 %), 2
due to anticoagulation issues, 1 due to unexpected illness
on day of surgery and 1 due to a patient’s cardiac status.
Summary
Nurse-led pre-assessment was effective in our audit
period, delivering a negligible day of surgery cancellation
rate. Identification of both surgical and patient factors
which put patients at high risk of general anaesthesia is
important to optimise resource utilisation and ensure high
patient satisfaction.

Flying in a ‘No Fly Zone’: the dangers of surgical
Sums (sudden unexpected movements)
A Ahmed, 2,3I Masood, 3,4P Shah
Nottingham University Hospitals NHS Trust, Nottingham, UK
2
Birmingham and Midland Eye Centre, Birmingham, UK
3
Birmingham Institute for Glaucoma Research, Institute for
Translational Medicine, Birmingham, UK
4
University Hospitals Birmingham NHS Foundation Trust,
Birmingham, UK.

results
77 (85.5%) of 90 surgeons experienced near misses to their
patients as a result of SUMs primarily to the operating table,
microscope or surgeon themselves. Of these 31 (40.2%)
surgeons reported anaesthetic colleagues leaning on the
table was the cause of the SUM. Although there were no
reported adverse ocular outcomes the most serious near
miss involved a microscope falling onto the patient table.
conclusion
Our study reveals SUMs in ophthalmic theatres are
commonplace and often lead to near misses. Furthermore,
it highlights the importance of making theatre staff aware
that surgical SUMs can lead to sight loss in ophthalmic
patients. We propose introducing a ‘No Fly Zone’ around
surgeons to raise awareness and help eliminate near
misses and adverse outcomes.

1

1

Introduction
Two recent medico legal cases have involved external
observers inadvertently knocking the operating surgeon’s
arm. This resulted in a poor visual outcome for the first
patient and the more devastating loss of an eye for the
second patient. Sudden unexpected movements can have
serious consequences in ophthalmic surgery.
methods
We interviewed 90 Ophthalmologists face to face using a
pre-determined questionnaire using a mixture of open and
closed questions to explore whether they had experienced
SUMs whilst operating.
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TASEr (Total Assessment before Surgical Eye
repair)
I Elaraoud, R Blanch, S Vohra, F Mellington
Birmingham and Midland Eye Centre, Birmingham, UK

TASER® (TASER International, Inc., Scottsdale, AZ) is a
high-voltage, low-current stimulator which is increasingly
used by law enforcement agencies around the world as
a non-lethal method of subduing combative suspects.
Although it is generally considered to be a safe device,
morbidity and even mortality has been associated with
TASER use. We report a case where the barbed TASER
dart penetrated a young man’s right eyelid and globe,
causing a penetrating open globe injury with vitreous loss
and requiring emergency primary repair with an excellent
visual outcome.
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Audit of monitoring during ophthalmic surgery
under local anaesthesia
SA Jameel, B Gunga
St.Helens & Knowsley Teaching Hospital NHS Trust, Prescot, UK

Introduction
Severe systemic complications during ophthalmic surgery
are well recognised and have been known to be associated
with all types of orbital blocks. It is therefore important
that the patients are selected carefully and monitored
at all times. The Royal College of Anaesthetists and the
Royal College of Ophthalmologists guidance on provision
of Ophthalmic Anaesthesia recommends that monitoring
should start before the administration of local anaesthesia
and continue until the surgical procedure is completed.
The level of monitoring and intra-operative interventions
required for each case will depend on the medical
condition of the patient, the local anaesthetic technique
used and the surgical procedure. The guidelines state that
the minimum measures for monitoring required for a fit
person having routine surgery under local anaesthesia are:
clinical observation, communication and pulse oximetry.1
Intravenous (IV) access is essential with peribulbar and
retrobulbar blocks and when intra-operative sedation is
used. Full monitoring is recommended if sedation is used.
Aims
This audit aimed to look at current practice of monitoring
patients during ophthalmic surgery under local
anaesthesia, compare our practice with the guidelines and
to determine whether our practice has improved following
the recommendations of the last audit in 2014.
methods
This prospective audit carried out in a large district general
hospital included all patients undergoing eye surgery under
local anaesthesia. A standardised audit proforma was
completed by the anaesthetists for each patient and the
results collated and analysed. Data were collected from
a total of 79 patients. The following data were collected:
ASA status, type of surgery, type of eye block, IV access,
monitoring used in anaesthetic room and in theatre, and
use of sedation.
results
Data was collected for a total of 79 patients. 89% of patients
had cataract surgery, 9% vitrectomy, 2% trabeculectomies.
87% of cases were done using subtenon block, 8% topical
and 5% peribulbar. Pulse oximetry monitoring was used in
99% of cases. ECG monitoring was used in 67% of cases
and NIBP monitoring was used in 71% of cases. Sedation
was used in 6% of cases. In sedated patients, 100% of
patients had full monitoring (with pulse oximetry, ECG and
NIBP).

conclusion
The re-audit has demonstrated that we have improved
our practice since the initial audit. There was considerable
variable practice of monitoring during ophthalmic surgery
under local anaesthesia. But the monitoring standards
does meet the current guidelines The type of block was
mainly subtenons. Most anaesthetists would use at least
SpO2 monitoring during surgery. ECG monitoring seems to
be guided by the patient’s risk factors.
references

1. Kumar C, Eke T, Dodds C, Deane J, El-Hindy N, Johnston R,
et al. Local anaesthesia for ophthalmic surgery: joint guidelines
from the Royal College of Anaesthetists and the Royal College
of Ophthalmologists. 2012.

QuIcK-coG: a novel screening tool for cognitive
impairment in ophthalmology
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Introduction
With an ageing population, caring for cognitively impaired
patients is one of the biggest challenges we face. Routine
cognitive assessment is difficult in ophthalmology, as care
is typically delivered in outpatient clinics with tight time
constraints. Currently, there is no routine screening for
cognitive impairment, as current cognitive assessment tools
available are too time-costly and many are inappropriate
for visually impaired patients.
Purpose
To create a fast and effective differentiating tool for cognitive
impairment, for use in the ophthalmic outpatient and preoperative setting.
outcome
We propose the Quick-Cog as a suitable tool for quick
and practical cognitive screening. The Quick-Cog does
not include visual components, and takes less than 3
minutes to complete, making it preferable to other cognitive
assessment tools. There are 3 steps, with questions
which can easily be integrated into a normal ophthalmic
consultation, as well as in the pre-operative setting. Its use
is appropriate for clinics, pre-operative assessments, and
the questions can easily be tailored for purpose.
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A retrospective comparison of general
anaesthesia alone versus peribulbar block and
sedation technique
N Ward, S Namasivayam, M Mathew, A Padmakumar
Chesterfield Royal Hospital NHS Foundation Trust, Chesterfield,
UK

Background
With changing trends, anaesthetists are now performing
regional blocks with or without sedation for glaucoma
surgery (GS) using peribulbar blocks (PB) as they have less
complications and are easier to perform.1 The purpose of
this study was to compare efficacy of general anaesthesia
(GA) alone versus PB with sedation (PBS).
methods
All
glaucoma
surgeries
(including
augmented
trabeculectomy and/or laser) from Jan 2015 – Aug 2016
(18 months) were included. MicroSoft Excel was used
to collect and analyse data. Various parameters such as
quality, safety and efficacy of anaesthesia and surgery
were studied retrospectively.
results
17 patients were reviewed. Patient demographics,
anaesthesia and surgical outcomes are summarised in
Table 1. There were no surgical / anaesthetic complications
or post-operative nausea and vomiting (PONV) episodes
in either group. All GA patients received Propofol induction
and maintenance with Sevoflurane/Isoflurane. Sedation
was provided with Propofol target-controlled infusion.
Parameter

GA
(n=15)

PB+sedation
(n=2)

Patient demographics
Avg age (yrs)

71.8

71.0

BMI

28.5

30.4

ASA
M:F ratio
Avg temperature difference
(°C) from pre- to postoperative
status

2

2

1.14:1

1:1

+0.2

+0.4

Avg heart rate (bpm)

73.5

73.0

Avg arterial pressure (mmHg)

77.1

77.0

Avg drop in IOP (mmHg) from
pre- to postoperative status

14.3

12.0

Oculocardiac reflex
(needing anti-cholinergics)

73.3%
(11/15)

50.0%
(1/2)

Avg pain score (0-3 scale)

0

0

1.24

1.25

Avg sedation score (0-3 scale)
Avg time spent (mins)
Waiting area prior to surgery

20.0

11.0

Anaesthetic room

11.8

21.0

Operating room

63.7

72.5

Recovery area prior to ward
discharge

47.3

34.0

Table 1: M:F = male to female, bpm = beats per minute, IOP
= intraocular pressure, BMI = body mass index, GA = general
anaesthesia, PB = peribulbar group.
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conclusion
Preliminary results of our ongoing study suggest that PBS
technique has better surgical outcomes (lesser incidence
of oculocardiac reflex and post-operative intraocular
pressures) and lesser time spent in recovery (by 13.3
minutes). Pain, PONV and sedation scores in both groups
were comparable. Limitations of this study are retrospective
nature and small numbers, however a prospective study is
being planned.
references
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challenges, and solutions. Local Reg Anesth. 2015;8:57-70.

ophthalmic pre-operative assessments: are we
up to scratch?
Annoh R, S Hasan
Maidstone & Tunbridge Wells NHS Trust, UK

Introduction
Pre-operative assessment is an important tool to identify
any clinical factors that may affect surgery and to reduce
the risk of adverse outcomes. There is published guidance
on pre-operative assessments for local anaesthesia in
ophthalmic surgery.1 We performed a retrospective audit to
evaluate our existing service.
methods
Patients undergoing ophthalmic surgery were identified
using Theatre Man software over a 2-week period before
and after implementation of new guidance. Data was
collected from the pre-operative assessment proforma,
using both electronic E-notes software and paper records.
This included history taking, examination findings, any
evidence of significant co-morbidities, the interval period
between the pre-operative assessment and date of surgery,
the theatre checklist and an identifiable lead anaesthesist.
Results were analysed and compared against Royal
College guidance.
results
38 proformas were analysed before introduction of changes
and 45 thereafter. Over 1/3 of patients had significant comorbidities (44.7 vs 37.3 %) and the majority of patients
had pre-operative assessment within 3 months of surgery
(92.1 vs 80.4%). There was improvement in pre-operative
assessment history taking and examination findings
after introduction of new guidance (Table 1). However,
documentation of drug history (81.6 vs. 75.6%), allergen
effect (0 vs 0%) and pulse rhythm (3 vs 0%) were still
substandard.
conclusion
Revision of local guidance can significantly improve preoperative assessment prior to ophthalmic surgery. Over
30% of patients have co-morbidities, therefore appropriate
documentation of medication history and examination is
essential to reduce patient morbidity and improve patient
outcomes post-operatively.
references

1. Kumar CM, Eke T, Dodds C, Deane JS, El-Hindy N, Johnston
RL et al. Local anaesthesia for ophthalmic surgery. Joint
guidelines from the Royal College of Anaesthetists and the
Royal College of Ophthalmologists: London, 2012.
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Table 1. Audit results of pre-operative assessment service pre- (A) and post- (B) implementation of new guidance. ↑ indicates
improvement and ↓ indicates deterioration in service.

royal college guidelines

A %(n)

B %(n)

1

Every ophthalmic unit should identify one anaesthetist with overall responsibility for
ophthalmic anaesthetic services and critical care pathways.

0
(0/38)

100
(51/51)

↑

2

Pre-op assessment should be within 3 months of surgery.
Exception: If surgery has been deferred beyond 3 months, pre-operative assessment should
be repeated to ensure no changes in health or circumstances.

92.1
(35/38)

80.4
(41/51)

↓

3

All patients with significant systemic or ocular disease, hospital medical records and/or GP
summary should be available prior to surgery; if unavailable, surgery should be deferred

100
(17/17)

95
(19/20)

↓

4

All patients should have a record of history, examination, results of investigations (if
required) and any actions to be taken. A checklist should be completed before the patient
enters the operating theatre.

86.7
(33/38)

94.1
(48/51)

↑

history taking
1

Patient’s age.

92.1
(35/38)

100
(45/45)

↑

2

Past illness.

86.8
(33/38)

97.8
(44/45)

↑

3

Present illness and any abnormal symptoms, determined by system e.g. cardiovascular,
respiratory (including orthopnoea), nervous system, renal (including urinary incontinence),
hepatobiliary, endocrine (including diabetes) and severe positional vertigo on lying flat.

13.2
(5/38)

77.8
(35.45)

↑

4

The ability to lie flat and still.

78.9
(30/38)

88.9
(40/45)

↑

5

All current medications with generic names should be recorded, including eye drops.

81.6
(31/38)

73.6
(34.45)

↓

6

Some medications are particularly relevant to the choice of anaesthesia and surgery, e.g.
aspirin, clopidogrel, warfarin, tamsulosin, doxazosin. Non-prescription medicines (e.g.
gingko biloba) should also be recorded.

76.3
(29/38)

82.2
(37/45)

↑

7

Allergies, idiosyncratic drug reactions and sensitivities, noting the presumed causative
agent.

92.1
(35/38)

97.8
(44/45)

↑

8

The effect of allergen exposure.

0
(0/38)

0
(0/13)

↓

9

Past surgery and any complications.

76.3
(29/38)

86.7
(39/45)

↑

10

Past anaesthetic procedures and any complications.

3
(1/38)

62.2
(28/45)

↑

11

Psychosocial matters including anxiety, confusion, panic attacks and claustrophobia.

5
(2/38)

84.4
(38/45)

↑

12

Communicable diseases e.g. viral status.

3
(1/38)

77.8
(35/45)

↑

13

Communication issues.

76.3
(29/38)

82.2
(37/45)

↑

Examination findings
1

Pulse rate

86.8
(33/38)

93.3
(42/45)

↑

2

Pulse rhythm

3
(1/38)

0
(0/45)

↓

3

BP (to be repeated if abnormal)

89.5
(34/38)

91.1
(41/45)

↑

4

Hearing

5
(2/38)

55.5
(25/45)

↑

5

Comprehension and co-operation

5
(2/38)

82.2
(37/45)

↑

6

Tremor and abnormal body movements

3
(1/38)

84.4
(38.45)

↑
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Norwich experience on the safety of the use of
xylometazoline nasal spray in young children
undergoing lacrimal surgery
V Joganathan, C Rai, B Begi
Norfolk and Norwich University Hospital, Norfolk, UK

Background
It is common practice to prepare the nasal mucosa with
vasoconstrictor in children undergoing lacrimal surgery.
The Norwich protocol uses pre-operative Xylometazoline
0.05% (Otrivine) nasal spray in addition to intra-operative,
topical application of Adrenaline 1:1000 solution.
Cardiopulmonary side effects have been reported with
the use of sympathomimetic agents.1 We reviewed our
practice to answer the question: How safe is the use
of sympathomimetic Xylometazoline pre-operatively in
addition to intra-operative vasoconstrictor?
methods
Departmental registered, retrospective audit of medical
notes of young children receiving intranasal Xylometazoline
for lacrimal surgery, over a 5 year period (2009-2014).
results
Twenty nine (13 female, 16 male) children under 6 years
of age (mean 3 years) had lacrimal surgery under general
anaesthesia. All children received Xylometazoline spray
into both nostrils, 15 minutes before surgery and needed
additional topical Adrenaline, intra-operatively. All children
had uneventful surgery and recovery from anaesthesia. No
adverse events were reported to a follow up period of 6
months.
conclusion
In our experience, the use of Xylometazoline 0.05%
in addition to topical Adrenaline 1:1000 was found to
be safe and effective in young children. The type of
general anaesthesia and analgesia used may influence
cardiopulmonary side effects.
references

1. Higgins TS, Hwang PH, Kingdom TT, Orlandi RR et al.
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ophthalmology cancellations – why are they
occurring?
Gerrish, S Vohra
Birmingham and Midland Eye Centre, Birmingham, UK

Introduction
Cancelled operations lead to a waste of time and resources
which are already limited. Eight per cent of scheduled
elective operations are cancelled nationally, on-the-day
of surgery. The Department of Health guidelines state
that if an operation is cancelled on the day of surgery
for a non-clinical reason then the patient should be
readmitted within 28 days. Re-scheduling appointments
create an administrative burden and can be upsetting and
inconvenient for patients.
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Aim
The aim of this retrospective service evaluation is to
determine the extent of this problem in the Ophthalmology
department in one Trust. It looks at why on-the-day
cancellations are occurring, and what measures can be put
in place to help prevent them. By analysing the reasons for
why cancellations occurred problems in the patient pathway
can be picked up well before the day of the operation.
methods
The medical records of all Ophthalmology surgical
patients, from December 2014 to December 2015, who
had their operations cancelled on the day of surgery, were
retrospectively accessed and analysed. The number of
operations cancelled and reasons for cancellation were
documented and group according to category.
results
A total of 98 patients were found to have their operation
cancelled on the day over the 12 month period. Fifty-three
percent (n=52) of cases were found to be avoidable, and
47% (n=46) were found to be unavoidable. The most
common avoidable cause of cancellations was found to be
due to a communication error (n=15) and the most common
unavoidable reason was due to running out of theatre time
(n=22).
conclusion
A considerable number of surgical cancellations are
avoidable leading to a waste of time and resources. Better
awareness into why these cancellations are occurring will
help identify where the patient pathway can be improve to
stop them from occurring.

Subconjunctival-intracameral anaesthesia for
surgical management of cataract and uveal
effusion in a nanophthalmic eye
T Sohail, T Eke
Norfolk and Norwich University Hospital Trust, Norwich, UK

Introduction
Uveal effusion syndrome (UES) is a rare condition that
usually presents in small (nanophthalmic) eyes that have a
thick sclera. Fluid accumulation at the level of the choroid
can cause reduced vision, and these small eyes are also
at risk of developing narrow angles and angle closure
glaucoma. Surgical management involves full-thickness
scleral decompression.
case report
A 64-year-old woman with UES needed cataract surgery
and drainage of effusions, following failure of conservative
management. Pre-operatively, the angles were narrow, the
axial length was 17.58 mm and visual acuity was 6/36 with
a spectacle prescription of +12.5 dioptres.
We used subconjunctival lidocaine 0.5% anaesthesia.
Following conjunctival peritomy, two half-thickness flaps
were made in the sclera, at the equator (Figure 1). Under
each flap, sclera was opened with a nick with an MVR blade
and then using a Descemet’s punch (Figure 2). The patient
commented that the punch was uncomfortable, therefore
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we irrigated some lidocaine 0.5% through the MVR
incision, to the choroidal level (Figure 3). Following this,
the patient remained comfortable. Surgery was completed
with phacoemulsification-viscogonioplasty, using topicalintracameral lidocaine, and a +40 dioptre intraocular
lens was inserted into the capsular bag. Recovery was
uneventful, with resolution of the UES, open angle, normal
intraocular pressure and final unaided acuity of 6/24.
discussion
Surgery in eyes with UES is perceived to be at higher risk
of operative complications, including vitreous bulge and
choroidal haemorrhage. For this reason, we did not want to
use a ‘block’ anaesthesia (sub-Tenon or peribulbar), which
might theoretically exacerbate this tendency. Instead, we
chose a ‘front of eye’ anaesthesia technique. The patient
felt some discomfort from the scleral punch, presumably
because her very thick sclera prevented the lidocaine
from reaching the deeper part of the sclera. Irrigating the
area with 0.5% lidocaine, in the same manner that we use
for cataract surgery, resulted in complete comfort for the
patient.

Beware the glaucoma patient with sunnken
eyes!
R de Plater, 2-4GA Lee
Eye-Tech Day Surgeries, Brisbane, Australia
2
International Ophthalmology Portal
3
City Eye Centre, Brisbane, Australia
4
University of Queensland, Australia
1

1

Many glaucoma patients are on prostaglandin analogues.
Long-term use however, can lead to significant periocular changes including peri-orbital fat atrophy resulting
in enophthalmos. In practice, this has consequences for
regional anaesthesia. The palpebral aperture is greatly
narrowed making eye exposure challenging. The paucity
of fat results in less space between the globe and bony
orbit as well as the globe positioned deeper within the bony
socket. These factors combine to increase the risks of
complications associated with regional anaesthesia.
The enophthalmic globe may present an overwhelming
challenge to the less experienced ophthalmic anaesthetist.
Even the experienced ophthalmic anaesthetist, when
presented with this circumstance, in combination with other
challenges such as axial length >26mm, an anxious or
uncooperative patient, a single seeing eye or anticoagulant
therapy, may decide that it is prudent to abandon regional
anaesthesia techniques.
An alternative may be topical anaesthesia or indeed,
general anaesthesia. General anaesthesia may be the
anaesthetic of choice when sufficient warning flags are
raised, even for the experienced ophthalmic anaesthetist.
The sunken eye of the glaucoma patient may be the
warning flag that tips the balance.

Figure 1

Setting up an open-source “eye-anesthesia“
homepage based on WordPress
P Jerney, F Lersch
Inselspital, Bern, Switzerland

Figure 2

Figure 3

Introduction
Anesthesia for ophthalmological procedures is a subject
much neglected amongst anesthesiologists in wide parts
of Europe, especially the German-speaking regions.
Given the small number of capable anesthesiologists in
this field in said parts of the world there is little exchange
of techniques and practical experiences. Practitioners of
ophthalmic anesthesia may find themselves to be at a far
distance of experienced colleagues. Apart from national
society's homepages and an excellent e-learning program
from the Royal College of Anaesthetists, there are, to our
knowledge, few online resources to help a newcomer to
ophthalmic anesthesia.
methods
We set up an open homepage for medical staff concerned
with “eye-anesthesia“ in the name of ROAH (réseaux
ophthalmo-anésthétique helvétique) on a server from a
hosting provider located in Switzerland (cyon.ch) using
the open source software WordPress and the “OnePress”
theme, as this fitted our needs most. WordPress features
an easy-to-use interface for writing and reviewing blog
53
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entries, a powerful administration interface as well as the
possibility to extend it with plugins. We integrated (preprogrammed) plugins to publish uploaded videos, easily
reference scientific articles, start surveys, add forums to
promote discussion and to generate statistical data about
website usage etc. Security against spam bots is also
provided by plugins. Though the website and the published
contents are open, new users wishing to actively take part
have to enroll once and are granted additional rights by an
administrator. New blog posts from participants have to be
reviewed and published by an editor.
results
After setting up our homepage in July 2016, it received
very little attention or contributions. Nevertheless we are
convinced that an open-source forum for discussion and
exchange of ideas using the advantages of social media
has a lot to offer. Highly specialized groups can be drawn
together by blogs or homepages.1 Our article reflects several
of these advantages (immediate low-barrier publication
of ideas and practical experience, graphical information
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in photos and movies, support in learning situation, high
number of potential contributors via the www) weighing them
against risks of this format (lack of traditional prepublication
peer review entailing low credibility or authority).
conclusion
Visibility of the ROAH homepage needs to be increased
amongst members of the international “ophthalmic
anesthesia community” to provide diversity in contributions
and discussions. WordPress is an excellent tool to be used
in setting up an open-source anaesthesiological blog with
wide arrays of functions to be “plugged-in”. The obvious
advantages of immediate exchange of information in the
open source form of social media lends itself well to being
a supplement to traditional peer-reviewed publications and
textbooks.
references
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