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Editorial

We are delighted to introduce the latest edition of the journal and hope that 

you will enjoy reading the diverse range of articles.

In November 2018 we held the 19th BOAS Annual Scientific Meeting at the 
Royal College of Anaesthetists, London, which was a very successful event 

with over 100 delegates. One of the many fascinating talks concerned pre-

operative fasting and was given by Dr Bhatia from Manchester. He has very 

kindly written up this talk and here presents a very useful summary of fasting 

and risk of aspiration for patients undergoing ophthalmic surgery. A review 

of the meeting as a whole is provided by the organisers, Anand Arora and 

Santhana Kannan.

The national and international meetings are always an excellent forum for 

meeting colleagues in the field of ophthalmic anaesthesia and we are also 
pleased to include details of two forthcoming meetings, the next BOAS 

Scientific meeting to be held in Switzerland in December and the World 
Congress of Ophthalmic Anaesthesia to be held in Jakarta in 2020.

Patient safety and local anaesthetic techniques for ophthalmic surgery are 

of the upmost importance to ophthalmic anaesthetists and in this edition we 

have a thought provoking piece on reducing harm from needle techniques as 

well as the report of an unusual complication of the sub-Tenon technique. This 

case together with the second case report describing a patient with periorbital 

necrotising fasciitis highlight the importance of collaboration between 

ophthalmic surgeons and anaesthetists. This continuing collaboration is 

essential and as Graham Lee points out, without this combined expertise 

‘safety will be compromised and quality of surgical outcomes will suffer’. 

Dr Joanna Budd
Consultant Anaesthetist

The County Hospital, 

Hereford, UK

Regional Advisor Anaesthesia

Birmingham, 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

Welcome again to the latest edition of Ophthalmic Anaesthesia, and thanks once 

again to our hard working Editorial team for all their much-appreciated effort.

I would first like to welcome the three latest members to the BOAS Council – 
Friedrich Lersch, Berne, elected 2018, and Andy Presland, Moorfields, and Adrian 
Kwa, Nottingham, both elected 2019.  They join an excellent team all of whom work 

incredibly hard on your behalf to improve our discipline of Ophthalmic Anaesthesia. 

Of particular note has the increasing representation of Ophthalmic Anaesthesia 

at both National and International Conferences lately.  Last year Anand Arora 

and Santhana Kannan organised an excellent international BOAS Conference in 

London, and in May, Tom Eke is heading up a session dedicated to ophthalmic 

anaesthesia at the Royal College of Ophthalmologists annual conference in 

Glasgow.  

In December, Friedrich is organising a combined meeting for BOAS and the newly 

formed European Society of Ophthalmic Anaesthesia, to which we hope to have 

lasting and fruitful ties.  This will take place in the beautiful town of Engelberg, 

nestled high in the Swiss Alps, so book early!

For those wishing to travel further afield, there is also the World Congress of 
Ophthalmic Anaesthesia in Jakarta.  This will take place early February 2020, and 

will attract speakers from all over the globe.

If you are interested in any of the above, details are available on the website.  Or, if 

you would like to get involved in any capacity, please don’t hesitate to get in touch 

with either Jo or myself.  Any offers of help are gratefully received – and the more 
people involved, the more fun it is!

Have a great summer.

Keith Allman
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fasting guidelines and pulmonary aspiration during 
cataract surgery - a focus on the available evidence  

K Bhatia1,2

1University of Mancheester, Manchester, UK.
2Manchester Royal Eye Hospital, Mancester, UK.

Correspondence to: kailash.bhatia@mft.nhs.uk

PerspectiveOphthalmic Anaesthesia 2019; 9(1): 3-6

Cataract remains one of the most common ophthalmic 

surgical procedures performed in the world. The National 

Ophthalmology Database Audit highlighted that over 

400,000 cataract surgeries were performed in England and 

Wales (UK) in 2017.1  A 50% increase in cataract surgery 

is expected by the Royal College of Ophthalmologists over 

the next 20 years.2

A recent study in the UK which looked at 357,000 patients 

having cataract surgery found that techniques of local and 

regional anaesthesia for cataract comprised: 50.5% sub-

Tenon’s, 24.2% topical-intracameral, 13.8% topical, 8.8% 

peribulbar, 1.4% subconjunctival, and 1.3% retrobulbar 

block. Of these, 4.3% of patients needed sedation and 

3% of patients required a general anaesthetic (GA).3 Any 

patient that requires a GA or sedation for elective surgery 

is fasted in accordance with GA protocols. Patients who 

need peri-bulbar or retrobulbar blocks for cataract surgery, 

may also be fasted to facilitate sedation before the block 

is administered to allay anxiety or in case they develop 

complications such as brain-stem anaesthesia, anaphylaxis 

or cardiovascular manifestations of local anaesthetic 

systemic toxicity (LAST) requiring resuscitation. This 

article aims to throw light on the current fasting guidelines 

for patients having cataract surgery, the available evidence 

on pulmonary aspiration during sedation or GA for cataract 

surgery and appraising the available evidence.

fastinG Before surGery – a necessary evil

The basis for starving patients before sedation or GA is 

based on the concept of it potentially preventing pulmonary 

aspiration (PA) of gastric contents and its sequelae. Most 

anaesthetists are reminded of the Mendelson’s classic 

paper reporting on 66 cases of aspiration pneumonitis in 

44,016 pregnancies between 1932-1945 and two hypoxic 

deaths resulting from upper airway obstruction as a result 

solid food pieces ingested before the caesarean section.4 

Over the last six decades, significant advancement in 
the field of airway devices, technology, pharmacology 
and understanding of human factors have contributed 

significantly in improving safety in modern anaesthetic 
practice.

PA rates in adults during GA for elective surgery range from 

1:13,000-1:17,000 whereas for unplanned or emergency 

surgery, it ranges from 1:489 -1:933.5 In paediatrics, multi-

centred studies have suggested PA rates of 1-4:10,000.6 

Death from aspiration is even rarer with, the 4th National 

© The Authors
Published by Resonance Publishing Ltd

Audit Project (NAP4), suggesting that the risk of death from 

PA in an adult is almost 1:360,000.7 Anaesthetists perceive 

this risk of aspiration much greater than the detrimental 

physical, metabolic and psychological impact fasting has 

on a daily basis.

Excessive fasting can lead to increased thirst, irritability, 

headache, hunger, nausea, vomiting, failure to take routine 

medications and increased pain after surgery.8 The median 

age of patients having cataract surgery is 76 years and 

dehydration could contribute to post-operative cognitive 

dysfunction in this cohort. A recent national audit found 

that almost 25% of cataract patients have diabetes and 

excessive starvation could subject elderly patients to both 

hypo- as well as hyperglycaemia and insulin resistance.1 

Appropriate fasting regimes can not only decrease 

morbidity from fasting, but also improve patient safety and 

satisfaction.

 

fastinG Before surGery GuiDelines 

The popular international guidelines for fasting before 

surgery under sedation or anaesthesia are highlighted in 

Table 1.9-13 The Association of Anaesthetists in UK endorse 

the European Society of Anaesthesiology (ESA) guidelines 

for starvation before anaesthesia for elective surgery. Most 

guidelines, as can be seen recommend a two-hour fasting 

interval for clear liquids (clear fluids including water, pulp 
free juice, tea/coffee without milk or milk comprising 20% 

total volume of the drink), four-hour interval for breast milk 

and six-hour interval of solid food before sedation or GA. 

This is commonly referred as 6-4-2 rule. These guidelines 

originate from the fact that clear liquids exhibit first order 
kinetics while leaving the stomach leading to an exponential 

decrease in their volume. Here the concept of half-life 

(T1/2) becomes important. Water has a T1/2 of just under 

15 minutes. Solids exhibit zero-order kinetics and a fixed 
amount will leave the stomach at the fixed rate of 1-1.5g/
min, hence taking longer to leave the stomach.14 These 

findings, which were discovered using isotope studies,15 

have now been confirmed using gastric ultrasound and 
MRI studies.16-17 

Studies have highlighted that a two-hour fasting interval for 

clear fluids translates more commonly to a fasting duration 
of greater than 12 hours leading to some of the adverse 

effects highlighted above.18 Some of the reasons for this 

could be: frequent change in the order of the lists, losing 

the situational awareness and insight of the number of 
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aspiration was reported in their series. No details of the 

sedation were provided in the letter.27

Steeds and Mather surveyed 60 British Ophthalmic 

Anaesthesia Society members (51 anaesthetists and 

9 surgeons) on fasting regimes for regional ophthalmic 

anaesthesia. To the question: ‘Would you personally give 

supplemental intravenous sedation or analgesia to a patient 

who had not been fasted?’, 22/60 (37.3%) replied ‘Yes’ 

to sedation and 16/60 (27.8%) replied ‘Yes’ to analgesia. 

Midazolam was the most common intra-operative sedative 
agent used by the respondents in that survey.28

In another retrospective review published by 

Sanmugasunderam and Khalfan highlighted that in 

their series on 5125 patients having cataract surgery 

under regional/topical anaesthesia with 50% of cases 

receiving sedation, no cases of aspiration were reported. 

Unfortunately, no details of sedation and how it was 

administered were provided in the paper.29 Critics of the 

paper would point out that the data was retrospective, 

based on recall from anaesthetists, surgeons and some 

hospital records of admission from pneumonia (assumed 

to be caused as result of aspiration).

No cases of aspiration were reported in a review of 

outpatient cataract surgery on 7,000 patients by Koolwijk 

et al, where 0.7% (49 patients) of patients received oral 

benzodiazepine for sedation.30 Based on this evidence, the 

joint RCOO and RCOA guidelines recommend that fasting 

is not necessary for cases done under ophthalmic regional 

anaesthesia with or without light sedation on board.  

Aspiration did not feature in the observational review 

published by Lee et al of adverse events associated with 

LA in 357,000 cataract surgeries.3 A recent comprehensive 

systematic review published on aspiration during 

procedural sedation found that most cases occur during 

endoscopy. No cases of aspiration were reported during 

eye surgery in non-fasted patients receiving sedation. The 

authors further state that their data indicate that aspiration 

during procedural sedation appears rare, idiosyncratic, and 

typically benign.31

The American College of Emergency Physicians’ clinical 

policy on procedural sedation and analgesia stated 

that pre-procedural fasting for any duration has not 

demonstrated a reduction in the risk of emesis or aspiration 

when administering procedural sedation and analgesia. 

The policy further adds that a combination of propofol and 

ketamine (ketofol) can be safely administered for procedural 

sedation and analgesia in unfasted patients without an 

increase in the risk of regurgitation and aspiration.32 

summary

1. Aspiration has not been reported under local 

anaesthesia for cataract even after peri-bulbar and 

retrobulbar blocks. This group should be allowed to 

eat and drink before their scheduled surgery as per 

the RCOO and RCOA guidelines.

2. Aspiration under sedation has also not been reported 

for cataract surgery even for patients who have not been 

fasting, hinting that liberal regimes could be utilised for 

this cohort. Perhaps data to support this mainly comes 

patients listed, poor theatre scheduling, surgical delay, 

general attitudes towards starvation and lack of staff and 

patient education.

Recently, liberal regimes have been successfully utilised in 

paediatric anaesthesia. When clear fluid was administered 
to children up to 30 minutes before induction, the median 

fasting duration was reduced from 4 to 1 hour and the 

proportion of patients fasting for more than 6 hours was 

reduced from 33.3% to 6.3%. Hunger, thirst, nausea 

vomiting and pain following surgery was much reduced 

leading to improved patient and parent satisfaction from 

such a liberal fluid regime.19 Based on the evidence from 

similar studies, The Association of Paediatric Anaesthetists 

of Great Britain and Ireland (APAGBI) and the European 

Society for Paediatric Anaesthesiology (ESPA) in their 

joint statement highlight that unless there is a clear 

contraindication, it is safe and recommended for all children 

able to take clear fluids, to be allowed and encouraged to 
have them up to 1 hour before elective GA.20 

fastinG Before cataract surGery – What Do 
the GuiDelines say?

The guidelines recommending a liberal fluid regime 
in patients specifically having ophthalmic surgery (not 
just cataract) comes jointly from The Royal College of 

Anaesthetists and The Royal College of Ophthalmologists 

published in 2012. These guidelines do not recommend 

fasting for patients having cataract surgery under regional 

anaesthesia. The guidelines go further stating that 

“starvation is generally not needed for minimal sedation” 

(defined as per American Society of Anesthesiologists 
policy statement on the depth of sedation - Minimal 

sedation (anxiolysis) is a drug-induced state during which 

patients respond normally to verbal commands).21 More 

recently NICE (National Institute for Health and Care 

Excellence) guidelines on cataract surgery have been 

introduced but there is no mention on fasting before 

an anaesthetic or sedation in those guidelines.22 The 

Preferred Practice Pattern Guidelines of the American 

Academy of Ophthalmology and The Preferred Practice 

Pattern from the Royal Australian and New Zealand 

College of Ophthalmologists do not discuss fasting before 

anaesthesia.23-24 The Canadian Ophthalmological Society’s 

Cataract Guidelines 2008 cites the guidance from the 

Canadian Anesthesiologists’ Society recommending a two-

hour fast after clear fluid intake and a six-hour fast after a 
light meal for all types of anaesthesia.25

aspiration DurinG reGional anaesthesia, 
seDation/Ga for cataract surGery – the 
availaBle eviDence

The only case of aspiration for cataract surgery under a 

GA has been reported in 1987 by Kumar and Lawler in a 

patient who was fit and well and had fasted for over 14 
hours before the scheduled surgery.26 Maltby et al in a brief 

letter in 1993 highlighted that in their hospital in Canada 

over 30,000 patients having cataract surgery under a 

retrobulbar or a peri-bulbar block were allowed to have 

their breakfast before surgery. Almost 1% (300 patients) 

of these patients required sedation. 14 patients developed 

unconsciousness and brain-stem anaesthesia, but no 

Ophthalmic Anaesthesia 2019; 9(1): 3-6
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from single centres or retrospective observational 

reviews or case reports. Not a single prospective 

study or randomised controlled multi-centred trial 

has investigated aspiration under sedation in non-

fasted individuals. As aspiration is rare, confirming it 
clinically difficult and death from aspiration even rarer, 
it might be difficult to do RCT on this topic though not 
impossible given the huge volumes of cataract surgery 

done worldwide. Though gastric US is being used as 

point of care testing to assess aspiration risk, most 

studies utilising liberal fluid regimes before scheduled 
surgery have been published in the paediatric 

population. None of the studies published on gastric 

US have involved geriatric patients with significant co-
morbidities including diabetes, hypertension, chronic 

kidney disease or obesity – common co-morbidities 
seen in patients having cataract surgery. Clearly 

more research is needed in this area before making 

recommendations for liberal fluid regime in this cohort. 
There clearly seems to be a lack of international 

consensus on fasting patients having sedation for 

cataract surgery and variations in fasting practices 

and guidelines across the world. Perhaps best way 

to move forward in this cohort would be to do a risk 

assessment on an individual basis, with those at low 

risk of aspiration and having light sedation allowed at 

least clear fluids until the point of sedation and surgery.
3. Aspiration has been reported under a GA in a patient 

having cataract surgery – albeit just one case and 
that too in a patient who was starving. Most would 

starve patients having a GA for cataract as per their 

current national fasting guidelines - as per the 6-4-2 

rule, though the available evidence might question this 

practice. Again, more research would be needed in 

this area. 

Anaesthetists along with the surgeons, theatre and nursing 

staff perhaps should channel their energies in making sure 

that the 6-4-2 fasting regime is appropriately implemented 

via awareness, resource utilisation, and staff and patient 

education rather than focus on changing guidelines. This 

would ensure that evidence-based guidelines can translate 

into evidence-based practice and decrease the common 

side effects and associated morbidity experienced on a 

daily basis as result of inappropriate fasting.
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Inadvertent globe perforation (IGP) is a rare but serious 

complication of ophthalmic regional blocks using sharp 

needles with an estimated incidence of about 1 in 4500 

for peribulbar block (PBB).1 In 50% of the cases, it goes 

unrecognised at the time of block. Even with corrective 

surgery, it leads to significant visual loss – a disastrous 
outcome of an iatrogenic potentially preventable 

complication in someone who would have come for a minor 

procedure such as cataract. 

A report published last year mentioned 5 instances of IGP 

after PBB in a single day by a single anaesthesiologist in 

a USA health facility in 2014.2 In all cases, the block was 

administered under midazolam and fentanyl sedation using 
16 mm needle via infra-temporal approach and the IGP 

was only discovered during follow-up. 

One easy way to prevent IGP by anaesthetist is to avoid 

sharp needle eye blocks altogether. An increasing number 

of cataracts are being done under topical or subconjunctival 

anaesthesia administered by surgeon. Vitrectomy under 

topical anaesthesia is now possible due to advent of 27G 

trocar and self-sealing valved cannula system.3 Limitations 

such as lack of eye akinesia means that topical anaesthesia 

is not suited in many instances. 

The next best alternative will be to perform needle blocks 

without a sharp needle and subtenon block (STB) is an 

excellent option for this. IGP after STB has been reported.4 

However, these happened more than a decade ago and 

were related to scarring from previous surgery. The recent 

UK survey did not have a single report of IGP out of 

estimated 180000 patients who received STB.1 While IGP 

does not seem to be an issue with STB, there are some 

drawbacks of the technique. There is a high incidence of 

conjunctival chemosis and subconjunctival bleed even 

in patients not on any form of systemic anticoagulation. 

Considering that the surgical incision for cataract is around 

3 mm, the eye can look ‘disproportionately red’ after the 

procedure. Performing STB involves a greater level of 

instrumentation compared to PBB. The conjunctival layers 

need to be cut through before inserting the blunt metallic 

or plastic cannula for injection. The need for cutting the 

conjunctival layers can be avoided by using a conjunctival 

probe (Blink Medical, UK). However, this still requires the 

use of forceps. Patients need to be able to alter their gaze 
to allow the anaesthetist access to area of incision. Scarred 

conjunctiva or lesions such as pterygium can add challenge 

to the process. Presence of a scleral buckle may increase 

the risk of complications.

can we eliminate inadvertent globe perforation from 
sharp needle blocks?

SG Kannan

City Hospital, Sandwell & West Midlands Hospitals NHS Trust, Birmingham, UK.

Correspondence to: kannan.gas@gmail.com

Ophthalmic Anaesthesia 2019; 9(1): 7-8 Patient safety
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Sharp needle blocks have the advantages of reduced 

instrumentation, less incidence of conjunctival chemosis 

and subconjunctival bleed, and the lack of impact from 

conjunctival lesions or previous surgery. The use of 

intraconal retrobulbar block has reduced dramatically in 

the UK. Although the most recent UK survey1 did not find 
any IGP in the 4600 patients receiving retrobulbar block, 

reports from other countries continue to be published.5 As 

an extraconal block, PBB was deemed to be safer than 

retrobulbar route. It was initially reported as a single or 

multiple injection technique with infra-temporal injection as 

the prime component.6 Shortly after, reports of IGP from 

PBB began to emerge.7 

All the literature reports to date about IGP after PBB relate 

to infra-temporal and/or supero-nasal approach. PBB 

by single medial injection (SMI) has not been reported 

to cause IGP. In SMI technique, the needle is inserted at 

the medial canthus medial to the caruncle and directed 

posteriorly parallel to the globe.8 The posterior direction 

of the needle without need for angulation keeps the globe 

out of the needle path (Fig. 1). It will also avoid almost all 

staphylomas as they predominantly occur in the inferior or 

postero-lateral part of globe.9 The axial length of the globe 

and any enopthalmos are rendered less relevant due to 

parallel orientation of the needle to the globe.10 The risk 

of injuring any blood vessels is very low due to lack of 

major vessels in the needle path. There is evidence that 

using shorter needles (15 mm) provides good results.11 

The only reported instances of IGP with medial injection 

relate to cases where it was used as a second injection 

following an initial infra-temporal injection. It is likely that 

the globe was pushed medially by the first injection.12 

The medial canthus injection described by Ripart et al is 

slightly different where the needle is inserted much closer 

to the globe at the semilunaris fold lateral to the caruncle.10 

The authors themselves reported that their technique is 

an episcleral subtenon block done with a sharp needle. 

This use of this approach is restricted to certain centres 

only. Although there have been no reports of IGP with this 

technique, the proximity of needle insertion to the globe 

raises the possibility of increased risk of IGP.

Recent reviews by expert panel continue to describe 

PBB technique using infratemporal approach.13,14 They 

suggest safety measures such as looking out for indicators 

of needle contact with sclera (e.g. movement of globe), 

perception of orientation of the needle in relation to the 

globe and establishing the position of tip of the needle 

using an imaginary line etc. which are all subjective and 

hence are unlikely to prevent IGP. For SMI, it is essential 
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fig. 1. Cross section of orbit showing the extraconal needle location between the medial rectus and the medial wall of orbit. The needle 

is directed posteriorly from point of insertion medial to medial canthus. 1 Globe, 2 Optic nerve, 3 Medial rectus, 4 Lateral rectus, 5 

Ethmoid sinus.

that the needle is inserted in a posterior direction parallel to 

the globe. The temptation of directing the needle towards 

the cone must be avoided. 

Ultrasound guided eye blocks is another option. It does 

require special equipment and expertise. Whether it will 

prevent IGP remains to be seen. In theory, visualisation of 

needle trajectory within the orbit should enhance safety. 

However, getting good in-plane views of the needle shaft 

and tip can be challenging. Ultrasound guided blocks 

reduced the incidence of intraconal placement of needle, 

but patient satisfaction was significantly lower compared to 
landmark technique.15

Until ultrasound guided block is proven to be safe and 

effective, for sharp needle blocks, PBB with SMI using 

a needle length of 25 mm or less should be the default 

option. This is highly likely to eliminate IGP from regional 

eye blocks.
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Joint review by Ophthalmology and Maxillofacial teams 

led to diagnosis of necrotising fasciitis and urgent transfer 

to theatre was arranged. CT head was performed to aid 

in planning the extent of debridement and to examine for 

abscesses. Imaging showed severe soft tissue swelling and 

fat stranding in the right orbit in keeping with right orbital 

cellulitis. There was no evidence of intraorbital abscess, 

and extraocular muscles and optic nerve sheath appeared 

normal. The globe was found to be intact. 

Bilateral periorbital necrotising fasciitis 

L Crawford1, SN Madge1

1Hereford County Hospital, Hereford, UK

Correspondence to: louise.crawford4@nhs.net
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introDuction

Necrotising fasciitis is a life-threatening bacterial infection 

of the superfi cial fascial plane. It can extend to the deep 
fascia and causes overlying skin necrosis.1 Sepsis and 

multiple organ dysfunction often complicate necrotising 

fasciitis and these patients present a challenge to Intensive 

Care Physicians.2 They may require prolonged ventilatory, 

cardiovascular and renal support and can undergo multiple 

episodes of surgical debridement. Outcomes mainly 

depend on the extent of debridement and the degree of 

ensuing critical illness.1 Long term morbidity specifi cally 
associated with periorbital necrotising fasciitis includes 

vision loss and facial involvement resulting in functional 

and cosmetic impairment.2

case repOrt

An eighty-seven-year old man presented to the emergency 

department with a 24-hour history of bilateral eye pain 

and swelling. There was discharge from both eyes and 

the eyelids were erythematous and swollen to the point 

of being unable to open. Associated symptoms included 

fever and general malaise. Past medical history included 

hypertension, hyperlipidaemia and benign prostatic 

hypertrophy. Living and mobilising independently, his pre-

morbid function was excellent, demonstrated by the patient 

gardening earlier in the day prior to presentation. 

Initially diagnosed as bilateral orbital cellulitis he was 

treated with intravenous metronidazole 500mg TDS, 
ceftriaxone 2g BD, intravenous fl uids and oral analgesia. 
Eye swabs were sent for culture. Within eight hours 

rapid spread of erythema and swelling to the mid-face 

and forehead ensued. Both eyes were completely closed 

with pupils equal and reactive to light. Necrotic skin was 

sloughing from both eyelids and surgical emphysema was 

evident in the periorbital tissue. 

Summary

Periorbital necrotising fasciitis is a rare but potentially life- and sight-threatening condition. Presenting with non-

specifi c erythema and oedema it can initially be mistaken for bilateral orbital cellulitis. Early recognition and 
surgical debridement may prevent severe morbidity and mortality. Anaesthetists and Intensive Care Physicians 

may be involved with providing anaesthesia for repeated surgical debridement or in the delivery of critical care to 

these potentially unwell and unstable patients. Infection with Group A Streptococcus is commonly implicated and 

the role of immunoglobulins in the management of these patients is controversial and requires further study. We 

describe a case of bilateral periorbital necrotising fasciitis with particular emphasis on the anaesthetic and critical 

care aspects.

Preoperative assessment indicated potential diffi cult airway 
with grade four Mallampati score and thyromental distance 

less than 7cm. General anaesthesia was induced by rapid 

sequence using fentanyl 200mcg, propofol 200mg and 

rocuronium 100mg. View at laryngoscopy was Cormack-

Lehane grade 3. The trachea was intubated with a south-

facing RAE tube utilising a MAC 4 blade and bougie. Full 

AAGBI monitoring was applied and a radial arterial line 

and a femoral central venous catheter were inserted prior 

to transfer into theatre. Anaesthesia was maintained with 

sevofl urane in an oxygen and air mixture. Metaraminol 
infusion was commenced whilst in theatre to maintain blood 

fig. 1. CT Head showing severe soft tissue swelling.
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fig. 2. Before initial debridement.

pressure and two litres of Hartmann’s solution were given 

intravenously. Analgesia was titrated with morphine 10mg. 

Antiemesis included ondansetron 4mg and dexamethasone 

6.6mg.  Necrotic tissue was debrided from three of four 

eyelids, forehead, glabella and right temple, down to the 

temporalis muscle. 

fig. 3. Following initial debridement. 

Postoperatively the patient was transferred to the Critical 

Care Unit. He remained sedated and ventilated during his 

three-day admission pending further surgical debridement. 

Appropriate infection control measures were followed, 

and he was cared for in a side room. Noradrenaline was 

titrated to maintain mean arterial pressure, however this 

was rapidly weaned to a minimal rate. Culture of debrided 

tissue grew Group A Streptococcus and coagulase 

negative Staphylococcus; the former was also evident on 

blood culture. Ongoing antimicrobial treatment included 

clindamycin 900mg QDS, benzyl penicillin 1.2g 4 hourly 
and intravenous immunoglobulin G 140mg in a single 

loading dose. After 48 hours the patient returned to theatre 

for further surgical debridement; little extra debridement 

was necessary at this stage. 

On the third day after presentation the patient was 

transferred to the Critical Care Unit at a local tertiary centre. 

Further debridement and orbital reconstruction were 

carried out by a specialist Plastic Surgery team. The patient 

spent a further seven days in Critical Care before being 

discharged to the ward. After two weeks of physiotherapy 

and occupational therapy the patient was able to return 

home with planned Plastics and Ophthalmology follow-

up. The outcome was a return to his pre-morbid level of 

function and normal vision in the left eye. Optic neuropathy 

in the right eye, likely secondary to the orbital cellulitis, 

caused a partial loss of vision which unfortunately persists. 

Final visual acuities at 10 weeks post presentation were: 

6/18 in the right eye and 6/6 in the left eye. 

Discussion

Infection with Group A Streptococcus is responsible for 

around half of periorbital necrotising fasciitis cases and was 

implicated in this case.2,3  This was isolated in eye swabs 

and blood culture and treated with clindamycin and benzyl 
penicillin. Intravenous immunoglobulin G was administered 

as a single loading dose for adjunctive management of 

sepsis. Its use in the setting of necrotising fasciitis has 

been controversial.4 The impact of immunoglobulin G on 

mortality and length of hospital stay beyond that achieved 

with debridement and antibiotics remains unproven.4

Severe sepsis associated with extensive necrotising 

fasciitis often leads to cardiovascular instability and organ 

dysfunction.1 Remarkable cardiovascular stability was 

achieved early in the post-operative period in this case. 

Within hours of surgical debridement noradrenalin infusion 

was weaned to a minimal rate and mean arterial pressure, 

central venous pressure and urine output stabilised 

rapidly. The patient did not require renal support during his 

admission to Critical Care. This stability may be associated 

with his favourable pre-morbid cardiorespiratory state, 

timely surgical intervention and careful management of 

fl uid and vasopressors. 

Diagnosis and management of this debilitating condition 

may be delayed by its subtle presentation with non-specifi c 
erythema and swelling of the eyelids and periorbital skin.3 

Initial diagnosis of orbital cellulitis is common and was the 

case for this patient.3 Rapidly spreading soft tissue necrosis 

prompted early surgical debridement and Critical Care 

involvement, leading to a life and sight saving outcome. 

A low threshold for diagnosis of periorbital necrotising 

fasciitis and timely surgical debridement may avoid severe 

morbidity and mortality. Postoperative admission to Critical 

Care is often required to manage potential complications 

of sepsis including cardiovascular instability and organ 

dysfunction. Prolonged sedation and ventilatory support 

may be necessary to achieve cardiovascular and metabolic 

stability and to facilitate further episodes of debridement.  

references

1. BMJ Best Practice. Necrotising Fasciitis. https://bestpractice.

bmj.com/topics/en-gb/821. Accessed 14/2/19. 

2. Amrith S, Hosdurga Pai V, Ling WW. Periorbital necrotizing 
fasciitis - A review. Acta Ophthalmol 2013; 91(7):596-603. 

DOI: 10.1111/j.1755-3768.2012.02420.x.

3. Lazzeri D, Lazzeri S, Figus M, et al. Periorbital necrotising 
fasciitis. Br J Ophthalmol 2010; 94:1577-1585. DOI: 10.1136/

bjo.2009.167486.

4. Kadri et al. Impact of Intravenous Immunoglobulin on survival 

in necrotizing fasciitis with vasopressor-dependent shock: A 
propensity score–matched analysis from 130 US hospitals. 
Clin Infect Dis 2017; 64(7):877–85. DOI: 10.1093/cid/ciw871. 

Ophthalmic Anaesthesia 2019; 9(1): 9-10



11

introDuction

Sub-Tenon’s anaesthesia has become a widely accepted 

technique for achieving akinesia and analgesia in intra-

ocular surgery. Prospective studies have failed to show 

significant block-related complications, even in patients 
taking oral anticoagulant drugs.1-3 I present a case of 

retrobulbar haemorrhage following sub-Tenon’s block in a 

patient who was not taking any anticoagulants.

case repOrt

A 71-year-old woman with NIDDM was admitted for elective 

phacoemulsification of her right eye (RE) and intraocular 
lens (IOL) insertion under local anaesthesia for cataract in 

her RE. She had the same procedure done in her left eye 

(LE) a while before with good results. She also had multiple 

co-morbidities.

I met her in the pre-anaesthetic assessment lounge on the 

morning of her cataract surgery. She had multiple medical 

and ophthalmic co-morbidities. She was hypertensive. 

Her BP was well-controlled with Ramipril. Her NIDDM 

was managed by metformin and insulin. She was on 

methotrexate for her pemphigoid but the drug did not cause 

any bone marrow suppression. She had rheumatoid arthritis 

treated by salazopyrin. She was not on any treatment for 
her generalised anxiety disorder. She had diverticulitis and 

was on simvastatin for her hypercholesterolaemia. She 

had orthopnoea and chronic alcoholism. She was not on 

any anti-thrombotic or anticoagulant medication.

In her RE she had cataract and macular drusen. She 

had primary open angle glaucoma and retinal pigment 

epithelium changes suggestive of early stage macular 

degeneration in LE. She had dry eyes and Fuchs corneal 

endothelial dystrophy in both the eyes. She took multiple 

eye drops. Her pre-operative eye examination was 

unremarkable and revealed normal axial lengths.
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Case report

I verbally consented her for sub-Tenon’s anaesthesia 

explaining the risks and benefits. She happily agreed to 
my plan. On her arrival to the anaesthetic room we did 

WHO sign-in successfully. My assistant instilled topical 

proxymethocaine in the RE and cleaned inside and 

outside of RE with povidone iodine. I applied universal eye 

retractor to RE. I carefully dissected the inferonasal sub-

Tenon’s space with the Wescott scissors. I did not notice 

any bleeding. I inserted a single-use, blunt end Tri-port 

cannula into the inferonasal sub-Tenon’s space. I then 

injected 6 mL of a 50:50 mixture of 2% lignocaine and 0.5% 

bupivacaine along with 150U hyaluronidase easily into the 

space without any resistance. I removed the cannula. I did 

manual oculo-compression on RE after eye closure for 

couple of minutes to reduce the IOP.

Approximately five minutes later she started to vomit 
actively. I sat her up, gave her 50 mg intramuscular 

cyclizine, a vomit bowl and reassured her. Although there 
was no eye pain her RE became a little red. After ten 

minutes into the block she settled. I then transferred her 

into the OR via trolley. Just before surgery she did have a 

numb and akinetic RE.

After a short while into her surgery the surgeon felt her RE 

was unusually tense with proptosis. The surgeon thought 

it was because of her anxiety and requested sedation. 

Surgery stopped. The patient started to move, became a 

little uncooperative and felt nauseous again. I inserted a 

20G peripheral venous cannula and administered 4mg IV 

ondansetron. Nausea settled. I put a nasal cannula O2 4L/

min and administered 2 mg midazolam and 20 mg propofol 
slow IV. She desaturated to 80%; but immediately I could 

revert her back to spO
2
 98% with jaw thrust and 100% high 

flow oxygen via the anaesthetic machine. Surgery was 
completed with hand holding and reassurance.

A retrobulbar haemorrhage was diagnosed. An emergency 

lateral canthotomy was done to decompress; pain and 

nausea got immediately better. An immediate orbital 

Abstract

The origins of ophthalmic anaesthesia date back to 1884 when Carl Koller applied cocaine drops directly to the 

surface of the eye. His contemporaries provided early descriptions of retrobulbar and sub-Tenon anaesthesia. 

Variations of these approaches have since been described. The sub-Tenon’s was introduced as a simple, safe, 

and effective block in the early 1990s. In a survey of National Cataract Dataset Registry in the UK from 2001 

through 2006 extracted from 12 NHS Trusts the incidence of serious sight- or life-threatening complications in 

55,567 cataract operations was found to be 0.066%. I describe an unusual case of retrobulbar haemorrhage in a 

71 years-old-lady following sub-Tenon anaesthesia who was not on any anticoagulants. To my knowledge, similar 

case reports available in the literature to date are very few in number.
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The source of haemorrhage is more controversial. An 

inferonasal approach is associated with reduced rate of 

haemorrhagic complications more than an inferotemporal 

approach. The temporal vortex vein reflects onto the inner 
surface of Tenon’s capsule posterior to the insertion of the 

inferior rectus muscle, whereas the inferonasal quadrant 

has no such vein loop on the inner Tenon’s capsule. The 

cannulas used for injection are theoretically long enough to 

reach the posterior location.8 This, coupled with anatomical 

variation or even slight inferior displacement of the cannula 

during injection, may lead to rupture of the vein and 

subsequent retrobulbar haemorrhage. The blood tracks 

through Tenon’s space and into the retrobulbar region in a 

manner similar to the progression of an injected anaesthetic 

agent in an uncomplicated block.10

The patient in this instance developed acute orbital 

compartment syndrome. This was suspected and 

recognised by severe eye pain, nausea and vomiting, 

diplopia, proptosis, bloody chemosis and significant ocular 
hypertension in the middle of the operation by the theatre 

team. 

Vision loss is a major concern of retrobulbar haemorrhage. 

As a result, intervention must be rapid. In patients with 

vision loss, proptosis, extraocular movement deficiencies, 
or any sign of elevated IOP, lateral canthotomy with 

cantholysis has been shown to be an effective first line 
treatment.11 It is crucial to decompress the orbit and relieve 

pressure to prevent compartment syndrome and permanent 

vision loss. If the symptoms do not improve with lateral 

canthotomy/cantholysis, surgical evacuation of infraorbital 

hematoma can be performed. The inferior lateral orbitomy 

in which blunt dissection is performed through the lateral 

cantholysis incision has also been reported to evacuate 

retrobulbar haemorrhage that may be entrapped within 

the numerous fibrous Koorneef’s septae in the orbit.12 

Emergent decompression through these techniques has 

been shown to lead to vision improvement. 

In an experimental model, lateral canthotomy produced a 

mean IOP reduction of 14.2 mm Hg; isolated disinsertion, 

19.2 mm Hg; and combined, 30.4 mm Hg. 

Other methods to reduce IOP, including anterior chamber 

paracentesis and insertion of a mosquito clip inferiorly 

to break through the inferior orbital floor, are beyond the 
scope of this discussion.

To avoid permanent damage, it has been shown that 

intervention must be carried out within 2 hours of 

onset.11 Surgical management is preferred over medical 

management due to better results. However, medical 

management can be used in conjunction with surgery. 

Some recommend IV acetazolamide 500 mg or IM/IV 
hydrocortisone 100 mg to be used to decrease pressure.11 

Proper management of patients can prevent permanent 

vision loss.

There are no prospective studies on risk factors for RBH; 

however, common associations include hypertension, 

Valsalva manoeuvre, orbital vascular malformations, 

anticoagulant medications and blood dyscrasias, etc.13 

My patient was hypertensive. She was not on any 

anticoagulant medications and had no known blood 

dyscrasias. She however had Valsalva manoeuvre as she 

non-contrast CT revealed retrobulbar haemorrhage RE 

and presence of blood in the R optic nerve sheath. She 

maintained her full vision throughout the event.

We kept her for observation in our day surgery unit. 

An ophthalmology examination revealed a reduction of 

proptosis, no pain, no reduction in vision and a fairly full 

range of eye movements. She was discharged home by 

the surgical team in the same evening with a follow-up 

clinic appointment.

Discussion

Sub-Tenon’s anaesthesia is a commonly practiced4,5 

technique to achieve analgesia and akinesia before 

intraocular surgery. It is generally preferred by patients 

with regard to comfort.6,7 It has a reputation of generally 

being free of the rare, but significant, risks associated with 
retrobulbar and peribulbar injection. 

There are few reports of complications with this technique 

in the literature. However, retrobulbar haemorrhage, 

traumatic optic neuropathy, and globe perforation have been 

described.1,8,9 A prospective study of 6000 blocks revealed 

no sight-threatening complications.2 Complications are 

uncommon even in the anticoagulated patients and/or 

elevated INR.3 
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persistently coughed and strained during the course of the 

surgery, most likely from intense anxiety. The RBH in our 

patient could have been from a slow leak from the vortex 

veins in the vicinity of the sub-Tenon’s injection or leakage 

from an undiagnosed pre-existing orbital vascular anomaly, 

induced by the Valsalva manoeuvre.

It was also likely that my patient may have had an underlying 

chronic liver disease from the hepatotoxic drugs she was 

on and from her chronic alcoholism. The widespread belief 

that liver disease is associated with a haemostasis-related 

bleeding tendency is supported by clinical observations 

showing that bleeding complications are common in 

patients with advanced liver disease. However, the 

clinically most relevant bleeding problem in patients with 

cirrhosis - bleeding from ruptured oesophageal varices 

- is considered mainly a consequence of local vascular 

abnormalities as well as increased splanchnic blood 

pressure, and the role of deranged haemostasis in variceal 

bleeding is questionable. Other bleeding complications, 

including bruising, purpura, epistaxis, gingival bleeding, 

menorrhagia, and bleeding associated with invasive 

procedures may be related to defective haemostasis. 

However, in some cases, elevated venous pressure (which 

may be instigated or exaggerated by administration of 

FFP) may contribute to bleeding problems that at first 
sight appear as a consequence of deranged haemostasis 

(see “Clinical evidence for rebalanced haemostasis in 

liver disease”). Interestingly, the extent of coagulopathy 

as measured by the PT or International Normalized Ratio 
(INR) does not appear predictive of bleeding complications. 

In patients with acute liver failure, in whom coagulation 

parameters such as the PT are frequently more prolonged 

than in patients with cirrhosis, spontaneous bleeding 

complications are relatively uncommon (estimated at 

~5%). Invasive procedures such as placement of indwelling 

venous catheters or an intracranial pressure monitor may 

result in serious bleeding. However, the majority of patients 

receive substantial amounts of FFP before the instalment 

of the intracranial pressure monitor, which may provoke 

bleeding by enhancing intracranial hypertension due to 

volume overload.

Complications of liver disease may aggravate the 

coagulopathy and thus contribute to the bleeding tendency. 

Bacterial infections are common in patients with cirrhosis 

and are an important cause of mortality but are also 

associated with an increased bleeding risk. Up to two-

thirds of patients with gastrointestinal bleeding have a 

bacterial infection, and prophylactic administration of 

antibiotics has been shown to reduce the bleeding risk. 

However, it has not yet been established whether these 

effects are mediated by improvement of haemostasis, 

improvement of haemodynamics, or both. Renal failure 

also frequently complicates liver disease, which may 

also aggravate haemostatic abnormalities. Uraemia is 

associated with disturbed platelet-vessel wall interaction 

mediated by multiple mechanisms including intrinsic 

platelet abnormalities, enhanced production of nitric oxide, 

and anaemia. Several independent studies in patients 

undergoing liver transplantation have demonstrated that 

renal function is an important predictor of intraoperative 

blood loss and transfusion requirements. 

Methotrexate has been associated with a range of liver 

related adverse events ranging from asymptomatic 

transaminase elevations to fibrosis and fatal hepatic 
necrosis. Up to 22% of patients taking methotrexate 

will have deranged LFTs at some point, with a further 

increased association if there is a history of underlying liver 

disease or daily alcohol use.13 The majority of present-day 

studies report an approximate doubling of the relative risk 

of elevated transaminases in methotrexate treated patients 

but no increased risk of symptomatic or severe liver related 

adverse events.

Sulfasalazine causes a characteristic idiosyncratic liver 
injury that has features of drug-allergy or hypersensitivity.  

The typical onset is sudden development of fever and rash 

followed by jaundice within a few days or weeks of starting 

the medication.  Eosinophilia or atypical lymphocytosis are 

also common.  The pattern of injury is typically mixed but can 

be cholestatic or hepatocellular, and can be complicated 

and prolonged.  Sulfasalazine has been linked to cases of 
acute liver failure, particularly with hepatocellular patterns 

of injury.  Most cases, however, resolve rapidly once the 

mediation is withdrawn, usually within 2 to 4 weeks unless 

cholestasis is severe. Because sulfasalazine is given 
chronically, rare instances of late onset of drug induced 

liver disease have been reported. Chronic therapy may 

also be associated with mild and transient ALT elevations 

either alone or as a part of a generalised hypersensitivity 

reaction; these elevations can be accompanied by hepatic 

granulomas.

Up to 5% of patients taking simvastatin chronically may 

experience minor elevations in serum ALT levels during 

therapy, but confirmed elevations to above three times the 
upper limit of normal (ULN) occur in only 1% to 2% of patients.  

These abnormalities are usually asymptomatic and self-

limited even if therapy is continued. In some studies, ALT 

elevations have occurred no more frequently in simvastatin 

treated as in control subjects. Clinically apparent liver injury 

due to simvastatin is rare. The usual latency to onset of 

symptoms of liver disease ranges from 1 week to as long 

as 3 years, but most cases have a latency of 1 to 6 months.  

The pattern of injury is variable, hepatocellular, cholestatic 

or mixed patterns have been described.  Immuno-allergic 

symptoms of fever and rash are uncommon.  Isolated cases 

of an autoimmune hepatitis-like syndrome associated with 

simvastatin therapy have been reported, some of which did 

not reverse completely with discontinuation, resulting in a 

chronic hepatitis requiring long term immunosuppressive 

therapy.  In most cases, however, recovery occurs within 

1 to 3 months.  Rare cases of acute liver failure and death 

have been attributed to simvastatin.  But in view of the 

wide use of simvastatin, clinically apparent liver injury is 

exceeding rare and is estimated to occur in 1 per 100,000 

patient years of exposure.

Bullous pemphigoid is the most frequent autoimmune 

blistering skin disease. There have been few reports of an 

association with primary biliary cirrhosis and vitiligo. 

Hypercholesterolaemia in some instances may give rise to 

non-alcoholic fatty liver disease (NAFLD).

The first case report of retrobulbar haemorrhage following 
sub-Tenon’s anaesthesia was described in 1997 in a 

patient who underwent strabismus surgery.15 The second 

case report of retrobulbar haemorrhage from uneventful, 

Bagchi. Retrobulbar haemorrhage following sub-Tenon’s  anaesthesia
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infra-nasal, sub-Tenon’s anaesthesia before cataract 

surgery was made in 2004.1 There was no visible source 

of bleeding in the patient. The third such case report was 

published in 2007 in a patient who was taking combined 

oral antiplatelet agents; aspirin and clopidogrel.16 The 

fourth case report was from Nigeria in 2018. A retrobulbar 

haemorrhage developed following O’Brien facial block 

and right sub-Tenon’s block for RE trabeculectomy to 

treat primary open angle glaucoma. Although the patient 

was not on any anticoagulant she coughed persistently 

and strained intensely throughout surgery. Sub-Tenon’s 

anaesthesia with Valsalva manoeuvre can be a cause of 

intraoperative RBH.17

The visual outcome in all the above reported cases and 

in my case was good following prompt recognition and 

management.

summary

Sub-Tenon’s anaesthesia remains an important and 

effective method to attain ocular anaesthesia; it is, however, 

not without risk. Using an ultrashort or soft cannula for 

sub-Tenon’s injection,18,19  a modification of the technique 
and opting for superficial over deep block may reduce any 
possibility of any sight-threatening complications.
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The Ophthalmologist and Anaesthetist team plays a critical 

role in optimal patient care and safety during ophthalmic 

surgery. The Anaesthetist prepares the patient so that the 

surgery can be performed under the most advantageous 

conditions, with the best outcomes and recovery being 

consistently achieved.

Typically, the Anaesthetist talks to the patient in the 

consultation room for 15 minutes, well before the surgery 

commences. Patients usually take advantage of this time 

to ask multiple questions such as “Will I be awake?” and 

“Will I hear anything during the surgery?” Patients are 

greatly reassured by this opportunity and appreciate the 

chance to establish a rapport and bond with a member of 

their surgical team. Medical conditions of the patients are 

addressed. For example, patients frequently present with 

extreme hypertension. This can occur because the patients 

have not taken their usual antihypertensive medications 

or because of anxiety. Systolic blood pressure readings 

between 190 and 210 are often observed and if untreated 

can lead to both ophthalmic and systemic complications.

Sedation plays a major role in reducing anxiety, prior to the 

eye block and during the surgery. It provides both patient 

and surgeon high levels of satisfaction, with optimal level 

of sedation around 80-85 when using Bispectral (BIS) 

need for anaesthetic care during ophthalmic surgery
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index monitoring.1 The eye block is ideally performed by 

the Anaesthetist in the anaesthetic bay, well before the 

commencement of surgery, so that the pressure of the 

local anaesthetic in the orbit will have time to settle. It 

also allows the surgeon to focus on the surgery resulting 

in a faster turnover and more efficient utilisation of the 
theatres. During surgery, patients may need extra sedation 

for example if they are becoming restless, tachycardic and 

or tachypnoeic. Monitoring by an Anaesthetist can detect 

critical medical events such as hypertension, hypocapnea, 

bradycardia and/or pharmacological side-effects requiring 

immediate treatment to avoid a more serious situation 

evolving. 

The trend towards reduction of Anaesthetic services during 

Ophthalmic surgery is a major concern for patients and 

doctors. Without the combined expertise of these well-

trained specialists, safety will be compromised and quality 

of surgical outcomes will suffer.
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Report

19th Boas annual scientifi c meeting 
28-29 november 2018 
london, uK

A Arora, S Kannan

Birmingham, UK

a visual recall 

The 19th annual scientifi c meeting of the British Ophthalmic 
Anaesthesia Society held on the 28th and 29th Nov 2018 

was a grand success. Around 100 delegates attended on 

each of the days to benefi t from the rich scientifi c content 
presented by national and international faculty. 

The Royal College of Anaesthetists, London, provided 

a convenient venue along with some lovely food and a 

familiar friendly environment. The compact auditorium with 

good acoustics aided excellent delegate participation.

Ophthalmic Anaesthesia 2019; 9(1): 16 

Learning topics ranged from day-to-day issues relating 

to perioperative management of patients presenting with 

uncontrolled hypertension and diabetes to a look into how 

the speciality will look in 20 years’ time. Day 1 started 

with Paediatric anaesthesia followed by consideration 

in glaucoma (Prof Peter Shah) and ophthalmic trauma 

patients (Dr Jo Budd). Presentation on corneal surgery 

provided the different recent techniques used by surgeons 

along with its pros and cons. It was interesting to see the 

strides science has made in such procedures along with the 

intricate details involved in execution. Vitreo-retinal surgery 

considerations were presented by a combo of a surgeon 

and anaesthetist. Among other things, the humorous 

presentation highlighted the familiar ‘surgical viewpoint’ 

(which conveniently seem to focus on issues not involving 

assisting the theatre team!). 

Mr Mike Burdon, President of the Royal College of 

Ophthalmologists, presented ‘Distant vision’ – a look into 
the future. This interesting talk started with visuals of history 

of eye surgery in early twentieth surgery – something which 
evoked gasps among the audience to see a huge (by 

today’s standards) knife blade slicing through the cornea 

© The Authors
Published by Resonance Publishing Ltd

Dr Anand Arora introducing the meeting

Dr A Padmakumar receiving the prize for the best paper

to extract the cataract. The epidemiological forecast of the 

eye pathologies left no doubt that ophthalmic anaesthesia 

will continue to play an important role in the foreseeable 

future. The day ended with a talk on the medico-legal 

aspects. Although this reminded the audience of the risks 

involved in the practice of ophthalmic anaesthesia, it also 

highlighted the need for experts in this fi eld.

Day 2 started with the problems faced in day-to-day practice 

by most of us including but not limited to the anti-coagulated 

patient, uncontrolled hypertension and diabetes. The 

lecture on the current fasting guidelines provided recent 

literature evidence related to gastric emptying times and 

suggested that relaxing the limits (at least for water) is the 

way forward. 

Among a number of entries from across the globe, three 

were selected for verbal presentations. These included 

issues relating to prone patients, lateral canthotomy and 

use of regional eye blocks in paediatric patients. Poster 

presentations related to theatre effi ciency, improving 
patient care pathways and case report of central retinal 

artery occlusion. The winning presentation and posters got 

a cash prize worth £ 600 in total. 

Dr A Kwa receiving the prize for the best poster
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Prof Jacques Ripart from France was conferred the 

Lifetime Achievement Award by Dr Keith Allman (President, 

BOAS) and Dr Jo Budd (Secretary, BOAS). Prof Ripart 

presented fi ndings from his anatomical research. In a 
technically advanced presentation, Dr Friedrich Lersch 

from Switzerland explored the role of EEG in ophthalmic 
anaesthesia. The international faculty line up continued 

with Dr Barbry from France presenting the use of ultrasound 

in ophthalmic eye blocks. The video showing the needle 

behind the globe were very interesting!  Sedation for 

ophthalmic eye blocks is nothing new but use of newer 

agents has been explored to make the patient experience 

better. The relative safety of the technique using propofol 

for peribulbar blocks was highlighted in an audit of personal 

practice over a decade. 

The day ended with workshop on peribulbar and subtenon 

blocks. Prior to that, presentations on the anatomical basis 

Prof Jacques Ripart receiving his Lifetime Achievement award

and practical tips helped strengthen the relevant concepts. 

The workshop was conducted on simulators made using 

simple material such as potato and gloves as also an 

electronic kit on a human skull. 

The delegate feedback was very positive. Comments 

included ‘excellent conference’, ‘picked up points for day 

to day practice’, ‘well organised’…. The 2019 conference 

is the inaugural joint scientifi c meeting of the British 
Ophthalmic Anaesthesia Society ( BOAS) and European 

Society of Ophthalmic Anaesthesia (ESOA), to be held in 

Engelberg, Switzerland on  5/6th December 2019.Lying 
within close reach of Zürich and Basel airports, and nestled 

in the Swiss Alps near Lucerne, Engelberg is at the heart 

of Switzerland, providing breath-taking views, plus the 
possibility of partaking in a wide range of winter sporting 

activities. See you soon!



18

Report

the 5th World congress of ophthalmic anaesthesia is in 
Jakarta in february 2020! 

T Eke

Norwich, UK
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the 5th WorlD conGress of ophthalmic 
anaesthesia is in JaKarta in feBruary 2020!

Plans are almost complete for the next World Congress, 

which will take place on February 7-8, 2020 in Jakarta, 

Indonesia. The format will be roughly similar to the previous 

four World Congresses (London 2004, Cairo 2008, Ankara 

2012, Chennai 2016). These meetings are a fabulous 

opportunity to learn new ways of doing things, get an 

international perspective, and make new friends.

Faculty for this 5th World Congress will include experts 

from (in alphabetical order) Australia, Brazil, Egypt, India, 
Indonesia, Italy, Portugal, Singapore, Switzerland, Turkey, 
UK and USA, with the usual mix of both ophthalmologists 

and anaesthetists/anaesthesiologists. Organising faculty 

are highly experienced and will be familiar to most readers; 

they include Susilo Chandra and Aida Tantri in Indonesia, 

Alfred Chua from Australia, and Chandra Kumar from 

Singapore (previously UK). They are putting together an 

excellent scientifi c program, which should be available on 
the BOAS website by the time this article is published.  The 

meeting will include the usual mix of presentations, diffi cult 
cases, and practical sessions. There will be ample time 

for discussions both during the formal sessions, during 

the breaks and (of course) at the Dinner. As with previous 

meetings, there will be a chance to share your own work as 

a poster presentation. For further detail, see www.boas.org 

The meeting will run in conjunction with the Jakarta Eye 

Center International Meeting, on 7-8 February 2020 at the 

Pullman Hotel, Jakarta. Needless to say, a trip to Jakarta will 

also offer the chance to add a holiday to your Professional 

Leave, so you can explore the wonders of Indonesia too - 

hope to see you there!
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