
rcdHowto'GoDffidwirh
Topi.al Anesthesia

O  B Y  K E N N E T H  J ,  R o s E N T H A L ,  M D ,  F A c s ,  G T e a t ; \ c c } , N . Y

ome five )'ears ago, i t*r- iemcrgeng..roorr,,undslre underwentasu.c_
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iy all my patients. Here's how I perform my brand of top-
ical anesthesia, which I call Rosenthal Deep Topical,
Fornix-applied, Pressurized, "Nerve Block' Anesthesia.

Uocal Anesthesia
The fust step, and perhaps the most critical, is to explain
the technique to the patient. Think of it this way: Ifyou
stand behind someone and clap your hands without
warning, theywill be starded. But, ifyou let them know
that you will be clapping, they will be calm.

I tell patients that thev will be awake, but relaxed and
comfortable; that they may feel pressure, but not pain;
and that theywill see bright lights (some patients, in fact
are quite enraptr-red with the beautifirl prismatic dance
of lights as t}te nucleus is fractured and emulsifiedl).

Deep-Topical Anesthesia
On the day of surgery we start by cutting up Ultracell
surgical instrument wipes (available from most supply
houses) into pieces of approximately 1.5 inches for the
upper fornix placement and one-half inch square for rhe
inferior fornix. I generally cut up enough sponges for the
entire day at the start ofthe day. Sliced up, one sponge
can generallvbe used for about eight to 10 cases.

Next, we place lidocaine 4o/o ffylocaine, Astra) (with
or without bupivicaine fMarcaine, Sanofi Winthropl
0.5%) preservative free into a small sterile container such
as a medicine cup or sterile specimen cup. I then place the
sponges in the cup.

About L5 minutes before the case, I place a few &ops
oftetracaine or proparacaine into the fornices ofboth

eyes. Drops in the fellow eve make it easier to keep the
eyes oPen.

When I am readyto do a case,I take a sponge and fold
it in half or thirds. Then, using a blunt utility forceps with
cross serration, I grasp the sponge.

I ask the patient to look down. Then I insert the
sponge as far posterior as possible in the upper fornix
(Fig. 1). If the sponge "bounces back," I gendy press it
back into the fornix. I repeat rhis process in the inferior
fornix (Fig. 2). I dont hesitate to press the sponges backl

Now, with the patient's eves closed, appl,u* a Honan bal-
loon inflated to 30 mm Hg (Fig. 3). According to Fick's
law, pressure placed across a semi-permeable membrane
helps to accelerate the rate of transport of the anesthetic.

I believe this technique allows for absorption of the
anesthetic by the nerve trunks serving the conjunctiva,
ciliary body, iris and sclera. In most cases, I also see some
lid hypokinesia, suggesting that the anesthetic is absorbed
through the palpebrai conjunctiva as weii.

During placement of the sponges, I keep I\r sedation
at a minimum to ensure patient cooperation. However,
intra-operatively, IV midazolam (Versed, Roche) or
propofol (Diprivan, Zeneca Pharmaceuticals) can be
used if needed. It is not necessan. to or-ersedate the
patient. In fact, I prefer minimal sedation so that the
patient can remain cooperative and make eve movements
in the desired direction.

incidentally, one ofthe challenges most surgeons o(pe-
rience when adopting this technique is becoming com-
fortable with the eye movement. I prefer to think of this
as an advantage because I can coach the patient during

FiElure 1. I place the first piece of
sponge in the upper fornix.

Fi€lure 2. Then I place the second
sponEe in the lower fornix.
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Fielure 3. After the sponEles are insert-
ed, I apply a Honan balloon and
inflate it to 30 mm HEi.
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surgery to control the movement of the eyes. After per-
forming so many surgeries under topical, I acrually think I
would miss not being able to instruct the patient to look
toward me during IOL insertion in order to provider
counter-traction.

Intra-operatively, I use "verbal anesthesia" extensively. I
make it a point to let patients knowhow things are going,
when thgr should anticipate presswe or movement. I also
tell them to let me know if they have any concems. I speak
in a calm, steady reassuring voice. I also like to halr some
kind of soothing music playing in the bad<ground.

At the end of the case, I sprinkle some additional
Xylocaine or Marcaine on the comea to reduce post-op
irritation.

IVe used this technique in about 1,500 consecutive sur-
gical cases, and I havert't needed to supplement this anes-
thetic with any form of block Ive found it works equally
well with scleral-tunnel and dear-comeal incisions. Plus,
I've used this topical anathesia technique not onlywith my
standard phaco cases, but also with ortracaprular cases for
subluxated nudei in patients with hypermaflre cataracts,
secondary zutured PC IOLs, phaco-trabeculectomy, and
anterior vitrectomy.

Recendy, a cardiologist I know evaluated one of his
patients for cataract surgery. The patient had visual acuity
of counting fingers in the right eye due to a dense nudear
cataract, and the patient was quite arxious about it.
Howwer, the cardiologistwas equallyanxious because the
patient's prothrombin time had fhllen quite precipitously.
He felt that this patient would be at increased risk for a

V T  R T U A L
R E A L I T Y  H E L P E R

o enhance the patient's oEerience and to assist
the Eatient in f:<ation, I have recently darcloped
a "virtual te^liry" device. This device allows the

patient to fixate with the fellow eye and to keep both

ryes open without squeezing. It also serves to distraa
the patient by presenting pleasant images for them to
look at You ll be able to read more about this device in
an upcoming issue of Raieu of Ophthalrnologt.
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stroke ifhis antico-

4gulant therapy
were reduced. In
fact, he wanted to
i m m e d i a t e l y
increase his dose of
coumadin. The
cardiologist could
have referred to
any cataract sur-
geon in the area, rhe main Ingrcdlonts fol doep totli-
I--- l. - ,_c- -.- r -, €l anosthosia: Ultracoll sponlles
Dut ne relelTed he and lldocaine.
padent to De,

because he knew my tedrnique would not put the patient
at risk In contrast to my 82-year-old patient from five yean
before, this patient was spared the hazard of going off
coumadin and was able to see 20/30 immediately after
swgery letting him know his vision was intact.

Cardiologists tell me that with the more widespread
indications for anticoagulation, approximately 10 to 15 per-
cent ofpatients 65 yean of age or older ale on coumadh,
and perhaps as many as 60 to 70 percent are taking aspidn
to help thin ttreir blood. This means that up to 85 percent
ofour patients could benefit from an anesthesia tectrnique
which requies no injeaions or needles.This is the reason I
started doing topical anesthesi4 and one ofthe big reasons
I plan to continue using mytechnique. 0

L

Dr Rosentbal specializes in cataract, refac-
tizte and orulElastic surgery. Heis ako direr
tor oftheAmbulatory Surgrcal Eye Center of
Long Island In his spare time, he is a classical
oianist.
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