LETTER TO THE EDITOR

Prompt Detection and Manage-
ment of Globe Perforation due
to Retrobulbar Anaesthesia

Sir,

Globe perforationisa known complication of retrobulbaranaes-
thesia with varying incidence of 1in 1300 to 1in 12,000."* The
complication occurs mostly in patients with deep orbits, high
myopes, posterior staphylomas, thin sclerae, and cases which
require repeated injections.’ We report a case of a 29-year old
myopic male whose cataract surgery was planned under local
anaesthesia because of his unwillingness to undergo the proce-
dure under topical anaesthesia. Preoperatively, retrobulbar
injection of 2cc of Lidocaine HCI 2% and 2 cc Bupivacaine 0.5%
was administered. No resistance was felt during administration
of injection and the globe was gently felt before the start of
surgery to assess rigidity. There was no change in fundal glow,
hence phacoemulsification was proceeded. At the end of proce-
dure, the globe felt softer than usual despite proper anterior
chamber formation. It raised the suspicion of globe perforation
duringretrobulbaranaesthesia.

Fundus examination on the following day revealed an entry
wound slightly post-equatorial near inferotemporal vascular
arcade at 8 o’clock and an exit wound more posteriorly within
the same clock hour 4.5 disc diameters away from fovea with
mild hemorrhage (Figure 1). A laser barrage around the breaks
was performed before discharging the patient. At subsequent
visits, the patient had an uncorrected visual acuity of 6/9 with a
flat retina and adequate laser marks around the breaks (Figure
2).

Figure 1: Fundus picture showing entry and exit sites of needle during
retrobulbaranaesthesia.
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Figure 2: Fundus photographatfollow up showinglaser marksaroundthe
entryandexitsitesandaflatretina.

Inthis case, the most likely cause of globe perforation was long
axial length (25.32 mm) and suspicion of globe perforation
aroseaftercompletionofthesurgery,soathoroughretinaleval-
uation was planned on first post-operative day. Laser barrage
was preferred with a wide field contact lens as view of the
breakswasadequateforlaserapplication.

A few techniques have been developed over the years to mini-
mizerisk ofthiscomplication like keeping the beveltowards the
globe, entering the orbitas fartemporal as possible nearorbital
floor, displacing the globe with finger, maintaining a tangential
orientation of needle in relation to the globe, using peribulbar
instead of retrobulbar anaesthesia, and checking horizontal
extraocular motility prior to pushing the plunger of syringe.*
Pre-operative assessment for whether the patient is a candi-
date for topical or general anaesthesia should also be
performed.

Early recognition of scleral penetration should warrant the
surgeon toimmediately measure intraocular pressure, look for
any changeinfundalglowand performadetailed retinal exami-
nation. Should there be confirmation of globe entry, the
surgery should be postponed; and an appropriate manage-
ment should be proceeded with.* For a peripheral break,
cryotherapy can be done around the break while in cases of
extensive subretinal hemorrhage and vitreous hemorrhage, a
more invasive approach such as pars plana vitrectomy may be
required.’
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