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Local anaesthesia for ophthalmic surgical procedures, of
which more than 70% are cataract procedures,' is commonplace. A recent audit on cataract surgery2 indicates that in the
United Kingdom almost 50% of all cataract procedures
are currently carried out under local anaesthesia. Local
anaesthesia carries the potential for serious morbidity"'9 both
from the administration of the local anaesthetic to the eye as
well as from accompanying sedation of the patient.
Anaesthesia for ophthalmic surgery, however, is a complex
issue; it does not simply mean 'is the patient asleep, awake, or
sedated?' for the purpose of carrying out an ophthalmic
operation. This issue is complex because the responsibility
entailed embraces preoperative assessment of the patient, the
mode of anaesthesia for surgery, monitoring of the patient
during the surgical procedure, resuscitation of the patient
should an adverse event occur, and immediate postoperative
supervision of the patient's systemic status.
At the very least, anaesthesia in ophthalmology is a team
affair in which surgeon, patient, anaesthetist, nurses, and
technicians play their part. The initial decision on mode of
anaesthesia for a particular procedure usually depends on
patient choice (generally based on previous anaesthetic
experience or the anecdotal experiences of relatives and
friends)., It is rarely an informed decision. The second
criterion for choice of mode of anaesthesia is local circumstance. Is an anaesthetist available, efficient, and willing to
play a full role in the team management of the patient? The
third factor is the surgeon's experience and routine, for
surgeons tend to be creatures of habit.
Most ophthalmic procedures can be performed under
either general anaesthesia (GA) or local anaesthesia (LA).
Like the term 'cataract surgery' GA and LA encompass a
variety of approaches and techniques. GA, for example, may
vary from a technique which utilises anaesthesia, muscle
paralysis, and ventilation with intubation on the one hand, to
propofol infusion, reliance on spontaneous breathing, and a
laryngeal mask on the other. Both techniques and their
variants are simplistically described as GA but their connotations for patient effect and recovery are quite different.
Similarly, LA embraces retrobulbar, peribulbar, sub-Tenon,
and topical methods of injecting varying amounts of
anaesthetic agent into potentially dangerous places. In order
to engage in serious debate on LA versus GA, specificity is
required. There are, however, some general points that can
be raised and these include principles of anaesthetic practice,
personnel and areas of responsibility, economic (cost effectiveness) factors, geographic factors in relation to operating
theatre suites, and common sense (medicolegal) considerations.
Although operations under a local anaesthetic are often
performed in the absence of an anaesthetist the potential for
complications cannot be ignored. '9 It is not possible for
surgeons to be responsible practically for monitoring a
patient's general condition or be in a position to resuscitate a
patient should the need arise, when they are required to
concentrate on the delicate and demanding task of ophthalmic surgery.
Patient welfare is the overriding consideration in both the
preparation and performance of an ophthalmic surgical
procedure, with surgeon comfort and economic considerations following in that order. If that premise is accepted then
areas of responsibility have to be defined and it would seem
self-evident that ophthalmologists should concentrate their
efforts on the eye. Some might claim that ophthalmologists

are capable of divided responsibility during surgery. However, if there is an adverse event when surgery is at a critical

stage and the ophthalmologist is the sole medical practitioner
available, then the patient's best interests cannot be served.
Nevertheless, the challenge is raised by many ophthalmologists relating to the thousands of operations under local

anaesthesia which have never been associated with problems.
They would further argue that if an anaesthetist is required to
be present, then cost considerations will limit the quantity of
surgery. The answer to this proposition is not easy to
encapsulate for although the literature on adverse events in
ophthalmic surgery is not extensive it is significant.'9 It is
probable that adverse events occur which are not reported
because they are isolated.
There have been many changes in cataract surgery,
particularly in recent years, often accepted following initial
reluctance: extracapsular surgery, lens implantation, and
now phacoemulsification some 25 years after its introduction.
In cataract surgery, comfort with a longstanding technique
eventually has to give way to progressive developments. So it
should be with anaesthesia in ophthalmic surgery. The time
of the team approach to anaesthesia is here. The decision on
mode of anaesthesia to be employed in each case should be a
team decision involving patient, surgeon, and anaesthetist.
Evaluation of the physical condition of patients and the
practice of anaesthesia should be the responsibility of the
anaesthetist: this includes monitoring the patient's condition
throughout surgery, management of complications, and
postoperative recovery. In a recent study by Fisher and
Cunningham21 the mean age of 100 patients was 75 and 84%
had one or more serious systemic diseases: 47% had hypertension; 38% had ischaemic heart disease; 18% had a history of
hypothyroidism; 16% had diabetes; and 3% were diagnosed
as having a new malignancy. Therefore preoperative assessment to diagnose and manage common and uncommon
diseases occurring in patients before undergoing surgery is

prudent.
Ophthalmic decisions and ophthalmic surgery are clearly
the responsibility of the ophthalmologist. Other paramedical
personnel are to be deployed as required under appropriate
instruction. If several operating lists are taking place in
conjoined theatres then an anaesthetist should be able to
supervise these areas of activity with trained assistance and
clearly defined areas of responsibility. Conversely, if ophthalmic surgery is taking place in an isolated operating theatre,
the presence of an anaesthetist is essential and justified.
The College of Ophthalmologists, jointly with the Royal
College of Anaesthetists, has issued agreed guidelines on best
clinical practice in relation to ophthalmic surgery and
anaesthesia.22 They conclude that our duty to practise safe
surgery should encourage prevention as well as expert
treatment of adverse events.
A team approach to ophthalmic surgery, whatever the

mode of anaesthesia, may afford efficiencies in practice, with
greater productivity offsetting the cost implications of

change.
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