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| Intiroduction and aim of the work

INTRODUCTION AND AIM OIF THE WORK

Infroduction

Since the discovery of cocaine as a local anaesthetic in 1884 by Koller ,eye
surgery has been comunonly performed under local anaesthesia .The
retrobulbar anaesthesia technique was first described in the same year by
(Knapp 1884), but it was not until 50 year later when better local anaesthetic
agents were available that it became generally accepted Today, more than
one million retrobulbar anaesthetic blocks a year are performed in the United
States (Duker et al ., 1991).

Regional anaesthesia is suitable for a wide variety of eye
operations,including cataract extraction, trabeculectomy, vitrectomy and
strabismmus repair. Cataract surgery constitutes by far the most common eye
operation done under local anaesthesia . .General anaesthesia is still
commonty used in other countries, but the pattern is changing. Therc is
cvidence that in elderly patients having cataract surgery, the cndocrine and
mctabolic responses seen during general anaesthesia are inhibited by local
anacsthesia (Barker et al ., 1990).Regional anaesthesia should be considered
as an alternative choice for eye surgery, and not just for those unfit for
general anaesthesia. The reductions in health care funding and the recent
trend towards  day-care surgery will increase the demand on regional
anacsthesia for cye surgery(Rubin , 1990).

Today ,most of the cye anaesthesia blocks world-wide are performed by
ophthalmic  surgeons and the bulk of information on regional anaesthesia for
eye surgery s found in the ophthalmic literature. however, life threatening,
complications,  lorlunately rare, are best managed by anaesthetists
experienced in resuscitation. Furthennore, the care ol patients having cye
surgery with local anacsthesia can be improved by having anaesthetists

mvolved in the perioperative management. Anaesthetists arc also trained in



2 Introduction and aim of the work

nerve  block techniques. Thus, it is natural that in many centres, anaesthetists

have Dbecome  more  involved in local  anacsthesia for ophthalmic

surgery{Aquavella , 1988 and Kaplan 1988).

Onc of the purposes of this research to draw the attention of anaesthctists
to this neglected area , the review contains a brief description of anatomy of
the orbit and its contents it is presented first to serve as a base [or performing,
safe eye blocks , this is followed by an analysis of various ocular block
techniques, the complications associated are then presented for their

awareness, prevention and management .

The use of regional anaesthesia for cataract surgery is increasing at the
expense of general anaesthesia and today it has become the anacsthesia ol
choice for the great majority of ophthalmic surgical procedures (Hodgkins,
1992). Regional anaesthesia is relatively easy (o perform , seems to provide
excellent anaesthesia and operative conditions and may be safer in elderly
patients who frequently exhibit several coexisting diseases (Rubin , 1990) .
The regional anaesthesia techniques allow carly mobelisation and discharge
in patients undergoing daycase surgery (Hamilton ct al., 1988) ,and a recent
study shows that in cataract surgery it is more comfortable under regional
anacsthesia than general anaesthesia postoperatively. Furthermore regional
anacsthesia is cheaper and does not nced all that anaesthetic devices and

operative personncel as the case in general anacesthesia (Koay el al., 1992).

Traditionally retrobulbar anaesthesia (in which the tip of the blocking needle
lics inside the muscle cone behind the globe) is considered 1o be effective but
serious complications such as retrobulbar hemorrhage | globe perforation |
optic nerve damage, and brainstem anaesthesia have been reported (Familton
ctal., 1988).

Peribulbar or periocular techniques (in which the tip of the blocking needle

lics outside the muscle cone) has gained wide acceptance  in ophthalmic



3 Introduction and aim of the work

anaesthetic ‘practice because of its lower incidence of adverse effects as
compared to retrobulbar blockade (Davis and Mandel ,1980) . Several

innovations of periocular block have been introduced recently to overcome

the frequent clinical problems  associated with it such as increased time for

onset of anaesthesia and akinesié of the eye , higher initial failure rate and
higher volume of local anaesthetics used if further supplementary injections
are required which may le-a}(._i_tglﬁmaln increased in intraocular tension by either :
(a) different placement sites :'.of‘ the blocking needles (Ali-Melkklla et al .,
1993), or(b) addiné adjuvaﬁts to improve the spread and the efficacy of the
local anaesthetic mixture used (?Zahl et al., 1992 ; Zahletal ., 1991 ana
Roberts etal ., 1993). "

Aim of the work :- -

Through our three stages study we tried to develop a simple effective

periocular technique as :regards the approach and the local anaesthetic
s . .

mixture used .
In the first and second stages of this®study we fixed the approach and
performing the block through two point transconjunctival injection and our

aim is lo optimize the standard local anaesthetic mixture asregards the
spread through the orbital contents and the onset of action . With that
optimized local anaesthetic mixture the third stage aimed to reduce times of

injections if the efficacy of the block is not compromised.

First stage: Evaluation of role of hyaiuronidase in peribulbar block..

Second stage : Evaluation of pH adjustment of local anaesthetic mixture with
or without hyaluronidase.

Third stage : Do we really need two point injection sites with our choosen
local anaesthetic mixture ? Evaluation of one point approach.

Which site could be sufficient infrotemporal or medial site ?



