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Editorial

Prospects for day-case vitreoretinal surgery

In the United Kingdom management of patients undergoing
eye surgery as outpatients or day-cases has, until recently,
been largely restricted to minor extraocular procedures,
while the use of local anaesthesia, even for inpatients, has
been similarly limited. Ready availability of highly trained
anaesthetic personnel and easy access to high quality inpatient
facilities fostered by four decades of socialised medicine has
encouraged British ophthalmologists to rely on general
anaesthesia for a disproportionately large number of cases
compared with their counterparts in other countries. While it
can be argued that general anaesthesia is no barrier to the
practice of day-case surgery most ophthalmic procedures
lend themselves so well to the use of local anaesthesia that, in
ophthalmology, the great majority ofday-cases are performed
under local anaesthesia.

In parts of the world with a lower standard of living
shortages of trained personnel, drugs, and other medical
facilities encourage surgical practices to utilise the minimum
of resources for the maximum results, including rapid
surgical turnover, optimum use of beds, and rapid return to
the community for aftercare. In the more affluent capitalist
societies the high costs of hospital care similarly discourage
inpatient treatment.

Surgery under local anaesthesia administered by the
surgeon not only reduces the need for other highly trained
medical personnel during surgery but also the need for
expensive hospital facilities pre- and postoperatively. The
use of day-case surgery, usually carried out under local
anaesthesia, is thus a logical outcome of market orientated
medical care whether the patients are affluent but facilities
expensive or resources scarce and the consumers
impoverished.
The rapid expansion of day-case surgery in ophthalmology

in the United Kingdom is a direct consequence of market
forces, hitherto suppressed by the pre-Thatcherite super-
abundance of the old style NHS. No longer can ophthal-
mologists afford to ignore opportunities for undertaking
most types of eye surgery under local anaesthesia and the
increasing provision of day-case facilities in our hospitals is
evidence of this.
The question of whether or not it is safe to perform

surgery, particularly in elderly, frail, and/or sick patients,
without the help of an anaesthetist has not as yet been
properly addressed let alone answered. Many surgeons
believe that an anaesthetist should always be close at hand
and will not undertake an operating list even under local
anaesthesia unless such help is available. Even if our

anaesthetic colleagues are happy to administer or at least
'cover' local anaesthesia, however, anaesthetic staffing levels
particularly for ophthalmic surgery are likely to decline
sharply during the next decade as day-case surgery under
local anaesthesia becomes the rule rather than the exception.
Even vitreoretinal surgeons hitherto sheltering comfortably
behind the complexities oftheir art may then come to feel the
heat.
The paper by Cannon et al in this issue highlights the

growing awareness among retinal surgeons, that even
complicated vitreoretinal operations can be performed with
safety and are tolerated well with local anaesthesia and that a
proportion can be done as outpatient procedures.' Recent
reports from the United States2 and by our own group at
Moorfields3 have clearly demonstrated that advances in local
anaesthetic techniques enable prolonged and complicated
vitreoretinal surgery to be undertaken without undue stress
to either the patient or the surgeon.
The complexities of preoperative work-up and post-

operative management, however, frequently obviate the
practice of day-case vitreoretinal surgery even when local
anaesthesia is used,4 while in regional centres for such
specialist services where tertiary referrals form a high
proportion of cases geographical, transportation, and other
social considerations can render outpatient management
impracticable. Nevertheless the facility to undertake surgery
at short notice in patients who may not be fit for general
anaesthesia is an obvious benefit oflocal anaesthesia especially
when highly-skilled medical back-up is in limited supply, for
instance at night or at week-ends, while the provision of
hostel accommodation and improvements in local community
nursing and other services may come to surmount such
difficulties.
While the use of local anaesthesia for vitreoretinal surgery

may not have such important financial implications as it does
for less complicated forms of eye surgery the prospect of
managing even a small proportion of our cases as outpatients
must have an important bearing on the planning and
provision of services in the future.
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