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The program for the 2006 meeting is now cast. Thiswill be our 20th annual event, and it will be a
very well-rounded program. There will be discussions about the history of ophthalmic anesthesia and
the handling of administrators, aswell as our traditional Anesthesia Jeopardy! (thanks to the creative
talents of Steve Gayer). In addition, we will continue to present our annual refresher courses on block
techniques, bring in consultants to discuss pacemakers, sleep apnea, and nausea, and offer new topics
from our membership about pediatric problems.

In an effort to encourage interest in the practice of ophthalmic anesthesia among our residents, | have
asked one of our senior anesthesiaresidents, Dr. Catherine Meschler, to speak to us about the
intraoperative control of intraocular pressure. We are both excited about this opportunity, and | think
it is good to bring some young mindsinto the fold.

We need to try to increase research in ophthal mic anesthesia. Many of the issues we discuss annually
could be formally addressed with clinical studies. A search of thisyear’s abstracts for the ASA
Annua Meeting reveals only about a dozen that pertain to ophthalmic anesthesia. (I hope at least a
few of them consider coming to Chicago to present their work to our attendees.) At the Wilmer Eye
Institute we average close to 6000 ophthalmic cases per year. With our new electronic data record
being installed soon and with some energetic new faculty, | am hoping we can significantly increase
our research productivity and begin to come up with some proven answers to our particular issues.

Asl close, | would like to thank everyone for their support over the past year. It has been a pleasure to
servein this capacity. Karen Morgan has done an excellent job keeping this program going and Drs.
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Gayer and Fanning have been endless sources of inspiration and guidance.

See you in Chicago!!

New Editor of OASIS
Named

We are pleased to announce that the new Editor of
OASIS will be Dr. Steven Gayer, Chairman of the
Department of Anesthesiology at the University of
Miami’s Bascom Palmer Eye Institute. Dr. Gayer
iswell-known to members of the Ophthalmic
Anesthesia Society. He has served on the
Scientific Advisory Board and has been Vice-
President and President of our Society. He also
enjoys a certain amount of notoriety among us for
being the ingtigator, primary author, and host of
“Ophtha mic Anesthesia Jeopardy!” at our annual
meetings. Dr. Gayer is ahighly regarded
ophthalmic anesthesiol ogist and has spoken and
written widely on the subject. We are delighted
that he has accepted the position of Editor of
OASIS and look forward to the expertise and fresh
outlook that he will bring to that office.
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Employment
Opportunities

Certified Registered Nurse Anesthetist,
Flying Eye Hospital
ORBI S International

Nearly 37 million people worldwide are
blind, and 28 million of them do not need
to be. Asanonprofit organization,
ORBIS International strivesto eliminate
avoidable blindness and restore sight in
the developing world, where 90% of the
world sblind live. ORBISisafounding
member of Vision 2020, a global
initiative led by the World Health
Organization and the International
Agency for the Prevention of Blindness,
which aims to end avoidabl e blindness by
the year 2020.

An exciting opportunity exists to join the
ORBI S team as Certified Registered
Nurse Anesthetist (CRNA) on its unique
Flying Eye Hospital, a DC-10 wide-body
aircraft converted into an innovative
teaching facility and ophthalmic surgical
center. The ORBIS Flying Eye Hospital
and itsinternational medical team have
conducted treatment and training
programs in more than 70 countries since
1982. Many of the world's leading
surgeons donate their time to perform
surgery and teach aboard the aircraft, in
programs specifically designed to suit the
needs of host countries.

ORBIS International islooking for a
Certified Registered Nurse Anesthetist to
be responsible for administering
anesthesia to patients and teaching
anesthesia practices and protocolsto
other health care professionals who
participate in the Flying Eye Hospital
programs. For this opportunity, we are
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scheduled in conjunction
with the annual meeting of
the American
Society of

Anesthesiologists; make
your plans now to attend!

Member Spotlight:

seeking an experienced CRNA
(minimum 4 years) who is a graduate
from an accredited school of nursing and
has a current RN license and Nurse
Anesthetist certification. The ability to
interact with people of diverse cultural
backgrounds and to work effectively in a
team-driven environment isamust. The
candidate must have awillingness and
ability to travel internationaly up to 75%
of the time, and excellent
communications skills.

For further information, visit our website
at www.orbis.org. To apply, forward
your resume to CRNA @ORBI S.org.

The Florida Eye Clinic/ASC

The Florida Eye Clinic (FEC) ASC islocated in the heart of Altamonte Springs, Floridawhichis
about 5 miles north of Orlando, Florida. The ASC was the vision of Drs. Mitchell Shapiro and John
Isler. The surgeons then recruited Randy Harvey, CRNA to provide the anesthesia services. Randy
had already opened 2 other ophthalmic surgery centersin Floridaand at that time was providing

services at the ASC of Central Florida
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February 1985: The 1st cataract procedure at the L: Juvic Rilch, Noi Viravong, Dr. Catherine

FEC/ASC. Wang,
L: Dr. Mitchell Shapiro, Dr. John Isler, Randy Jill Munzial, Norma Rosado CRNA
Harvey CRNA,

Linda Dingman, RN

The Florida Eye Clinic ASC opened its doors in February 1985 with Dr. Isler performing the first
cataract procedure. Since its inception, the Florida Eye Clinic has added 13 additional offices within
about a 60 mile radius of the ASC. Today we have a staff of 12 operating surgeons. Dr. Shapiro was
able to see his dream become areality but had to retire shortly afterwards due an illness which was
eventually terminal. All our surgeons perform cataract procedures and individually speciaizein
Cornea: John lder, Ross Parks, Naazli Shaikh and Miguel Lugo; Glaucoma: Harry Pappas and
Catherine Wang; Retina: Robert Feldman and Vrinda Her shberger; Pediatric and Strabismus:
Peter Gruenberg; General and Oculoplastic: James Jochum and K oursh Nasari. The anesthesia
staff consists of 2-CRNA’s Randy Harvey and Norma Rosado. Additional anesthesia services are
provided by contracting with other anesthesia practioners. The Medical Director is Dr. Harry Pappas,
the CEO is Gen Parm, the Chief of Anesthesiais Randy Harvey, and the Surgery Supervisor is
Rebecca Traynor. Our ASC staff consists of RN’s, LPN's, surgical scrubs and medical assistants. The
blending of these multi-talented professional s together provides the ASC awell balanced approach to
efficient patient care. The JCHO accredited ASC has 3-operating rooms and is currently open for
surgery Monday through Thursday from 7am to 5pm. We average 25 to 35 surgical procedures per
day. At present, the ASC is closed the weeks of July 4th and Christmas.
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Dr. John Ider, Dr. Harry Pappas, Randy Harvey CRNA,
Founder FEC/ASC Medical Director Chief of Anesthesia

We begin to prepare our patients for surgery by obtaining their medical history. We give them a copy
of al the surgical and anesthesia consentsto read at home at their leisure. We request them to see
their physician for amedical evaluation and accept an ECG performed within the last year. We
presently have them remain NPO for food; however encourage them to drink clear fluids until they
leave for the ASC. The patients are instructed to take their usual morning medications, except
hypoglycemics, and bring their medications with them. In the admitting area we prepare them for
surgery by confirming the correct surgery site, reviewing their history, reconciling their medications
and starting an 1V. The appropriate anesthetic technique, either topical or orbital epidural (peri-
retrobulbar) block, will depend on the surgical procedure and the surgeon’s preference. Intravenous
conscious sedation is administered to help the patient relax and promote their cooperation during the
procedures. Deep or unconscious sedation is used for our oculoplastic procedures. A CRNA is present
in the OR to monitor the patient during all surgical procedures. In the PAR, the patient will be
monitored, given post-op instructions and be sent home after they meet discharge criteria, usually
about 20 minutes for patients receiving conscious sedation and 45 minutes for deep sedation. Randy
Harvey, CRNA was asked; what has the FEC/ASC done to keep you interested in practicing with
them over the last 20-years? Initialy, | believe it was the challenge of opening another ophthalmic
eye anesthesia practice. Combine that with the enthusiasm of the owners, the growth potentia of the
practice, and the lacation near my hometown of Orlando finalized my decision.

A
i

L: Peggy Hueber, Dr. Robert Feldman, Jennifer L:Sherrie Dugan, Miriam Martinez
Mock Post- Anesthesia Recovery Area

Over the years, | have found it both challenging and rewarding to manage the growth of the
anesthesia practice. For example, the expansion of the preoperative process from the original single
office to include the additional 13 outside offices we have today. The ASC’s 4-day work week has
alowed me to continue a broad based general and obstetrical anesthesia practice, while maintaining a
manageable work schedule. Dr Shapiro encouraged me in this endeavor as we both realized the
advantages to the ASC of keeping me current in the latest anesthesia practices at the local hospitals,
especially airway management. After joining the OAS, | perceived a need for aformal training
program for anesthesia practitioners to learn ophthalmic blocks. In 1990, | approached the FEC/ASC
owners about hosting this program and they agreed. | then teamed up with Northwest Anesthesia
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Seminars (NWAS) and in1991 we offered the 1st Ophthalmic Block Workshop.

L Jackie McCarthy, Patti Chaney L: Myriam Ortiz, Pam Wilson, Fran Weiss,
Pre-operative Surgical Councilors Christine Price, Admitting Area

The program eventually outgrew the facilities of the FEC/ASC. However without their support it may
have never become areality. As of today, | have had the opportunity and honor to teach several
hundred Anesthesiologists, CRNAs, and Ophthalmologists from al over the US, including Alaska,
Canada and as far away as Hong Kong who have attended the workshops. | believe the continuous
opportunities, the positive professional relationships and the vision of what can be accomplished have
kept me professionally challenged and satisfied in my time with the FEC/ASC. | have found it very
rewarding to look back over the last 21 years of practice with my colleagues at the FEC/ASC
knowing we have performed, over 100,000 ophthalmic needle blocks with a very high degree of
patient safety.

ASC Supervisor Rebecca Traynor
Ophthalmic Anesthesia Society (OAS).

Randy was a founding member of the OAS and originally served on the Scientific Board from 1988
101993 and as Secretary from 1988 to 1992. In 2005 he was re-elected to the Scientific Board and is
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also serving as Secretary. The OAS, along with its founder Bob Hustead, has been inspirational to
him in his career. In 1990 it helped influence him to devel op the Ophthalmic Block Workshop for
anesthesia practioners and a so to accept the challenge of writing atextbook chapter on Ophthalmic
Anesthesia published in1997 and 2001 in the textbook, “Nurse Anesthesia’. As part of his ophthalmic
anesthesia presentations, he encourages colleagues to take advantage of the professional and personal
benefits of membership in the OAS and many have accepted.

OPHTHALMIC ANESTHESIA SOCIETY IN-SIGHT « SUMMER 2006 NEWSLETTER- Page 1|2
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You Asked for It!

By Gary Fanning, MD

Thereisno more “You Asked For It!” The function of that column has now been superseded
by the anesthesia discussion group that Marc Feldman initiated on Y ahoo!

http://health.groups.yahoo.com/group/ophthal micanesthesia/

If you have not logged on to that site yet, | highly recommend you do so. Many people send in
guestions about ophthalmic anesthesia, and others quickly reply with their opinions. It is both
entertaining and helpful, and | think you would all enjoy it. Once you have signed on, you will
automatically receive e-mails when someone asks a question and will also receive the replies.
Whether or not you wish to join in with areply is entirely up to you. Don’t miss the
opportunity. From the home page of this web site, click on the site in the lower left hand
corner that says Ophthalmic Anesthesia Discussion Group and just follow the directions. Our
thanks go to Marc Feldman for starting this up. It has become quite popular.

British Ophthalmic Anaesthesia Society
8th Annual Scientific Meeting
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By Gary Fanning, MD

The British Ophthalmic Anaesthesia Society (BOAS) held its 8th Annual Scientific Meeting
on June 28 and 29, 2006, at the Burlington Hotel in downtown Birmingham, England. As
might be expected, the majority of the delegates came from the UK, but there were
representatives from Finland, Russia, New Zealand, and the USA aswell. The hotel was
lovely and the meeting facility was excellent.

We heard avariety of topics ranging from the history of ophthalmic anesthesia by Dr. Tony
Rubin of London to adiscussion of political and manpower matters by Mr. Paul Chell,
ophthalmologist from Worcester. There were several excellent presentations from
ophthalmologists specializing in glaucoma surgery, corneal surgery, orbital surgery, and
inflammatory eye disease. Anesthesiologists gave presentations on preoperative assessment,
general anesthesia for ophthalmic surgery, dealing with patients with pacemakers, anaphylaxis,
succinylcholine and the open eye, and ocular compression. Additional presentations were
given on laser safety and on biometry. There was an excellent session discussing clinical cases,
much like we have at the OAS meeting every year. Another interesting session wasthat in
which free papers were given by avariety of people. Thisis something we have not done at
our meeting, and it was quite good. There were also several posters presented.

Traditionally at British meetingsthereisadinner. Thisyear the dinner wasin the hotel in the
ballroom where the meeting itself was held. It was adelicious meal, and it was fun to become
acquainted with people from England we had not met before. One of the couples we met live
very near where my wife' s distant cousin lives, so we were quite familiar with the area.
Makes you wonder about that 6 degrees of separation theory.

Next year the meeting is scheduled to be in York in the middle of June. York isabeautiful
city with lots of historical sites, a superb museum of British history, a wonderful and unique
downtown shopping district, and a fabulous cathedral. If you haven’t ventured to attend a
BOAS meeting yet, | would certainly recommend going next year. It is very convenient to fly
into Manchester from the States and take atrain (which you pick up right at the airport) to
York. The hotel in which the meeting will be held is literally right next door to the train
station in York. Y ou will be delighted with the venue, and the hospitality of the Britishis
simply wonderful. Mark your calendars now and do try to attend. Look for more information
during the year at www.boas.org.
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Chris Dodds, Guri Thind, and Steve Gayer Gary Fanning and Chandra Kumar after a

enjoying a nice fish and chips
break at the meeting. lunch at a pub in Glenridding in the lake
district.

Gary Fanning, Monica Hardwick, and Ken Barber headed
for teain Henley.

A Survey of Ophthalmic Anesthetists on
Management of Pacemakers and ICDs

Joseph Bayes MD

Department of Anesthesia
Massachusetts Eye and Ear Infirmary
243 Charles Street

Boston, MA 02114
joseph_bayes@meei.harvard.edu

Severa papers suggest that bipolar electrosurgery islesslikely than monopolar electrosurgery
to cause malfunctions with pacemakers and implanted cardiac defibrillators (ICDs). (1,2)
However some manufacturers of these devices have recommended to inactivate |CDs when
any form of electrosurgery (including bipolar electrosurgery) is used. (3)

American College of Cardiology (ACC) guidelines and an American Society of
Anesthesiologists (ASA) advisory on management of implanted cardiac devices al so suggest
that bipolar (vs. monopolar) electrosurgery reduces the risk of implanted cardiac device
malfunction. However these reviews do not address the possibility of modifying perioperative
management recommendations when only bipolar electrosurgery is used.(4,5)

Ophthalmic anesthetists frequently care for patients with pacemakers and ICDs when bipolar
electrosurgical instruments are used. An informal hand survey at the annual (American)
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Ophthalmic Anesthesia Society (OAS) meeting in 2004 revealed that only a small percentage
of attendees inactivated ICDs when bipolar electrosurgery was used.

A confidential retrospective survey was sent to approximately 280 OAS membersto learn
about the management and complication rate related to patients with pacemakers and ICDs
when bipolar electrosurgery was used. Approximately 25% of the surveys sent out were
returned within the time period specified (45 days) and were included in the results of this
survey.

In this survey, when bipolar electrosurgery was used, 96% of respondents did not reprogram or
convert a pacemaker with a magnet to asynchronous mode. 83% of respondents did not
inactivate an |CD with a magnet before exposure to bipolar electrosurgery.

The results of this survey estimated that over 13,000 pacemaker patients and over 1,000 ICD
patients were exposed to bipolar electrosurgery without reprogramming or inactivating their
devices. There were no reported adverse effects from the use of bipolar electrosurgery in any
patients in this survey.

The strengths of this survey include it’ s large amount of combined clinical experienceand it’s
confidential nature. It's weaknesses include it’ s retrospective, self-reporting nature, the lack of
immediate postoperative interrogation of the device, and the lack of other formal follow up of
patients. It should be noted that 88% of the respondents worked primarily in surgicenters. This
may have made it more difficult than hospital-based anesthetists to perform perioperative
interrogation of these devices.

A survey of dermatol ogists who use various electrosurgical instruments (1), aliterature search
of Pub-Med from December 2005 to 1966, and a search of the Guidant Corporation database
of device malfunctions (6) also did not reveal any malfunctions of pacemakers or ICDs from
the use of bipolar electrosurgery.

The survey results and findings in the paragraph above, support the argument that patients with
implanted cardiac devices have alow risk of complications from the use of bipolar
electrosurgery during ophthalmic operations, even if pacemakers are not reprogrammed and
ICDs are not inactivated. It therefore seems appropriate, not to require most ophthalmic
surgery patients with ICDs to have the device inactivated when only bipolar electrosurgery is
to be used. However, if genera anesthesiais planned, inactivating the ICD should be strongly
considered. Thisis due to the additional risks of peripheral nerve stimulators and
succinylcholine (via microdepolarizations of muscle) causing |CDs to discharge
inappropriately.

It must be remembered that in the rare event of an ICD discharging during eye surgery, the
resulting patient movement could be catastrophic for the eye. (7). Although the risk of
inappropriate discharge of these devices seems very small, there also existsasmall risk of the
device discharging appropriately during surgery because of aventricular arrhythmia. To
reduce that risk of eyeinjury in this situation, we must identify patients who have an ICD, and
explain preoperatively to the patient and surgeon about the small risk of the ICD (or an
external defibrillator) discharging intraoperatively and causing patient movement and possible
eye damage. For medico-legal reasons it would be wise to document this discussion in the
chart aswell.

We must also monitor the electrocardiogram vigilantly. If aventricular arrhythmiaoccursin a
patient with afunctioning 1CD, we would expect to have only about 15 seconds from the time
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the arrhythmia starts, until the ICD discharges a shock to the patient. (8) Hopefully, this would
be enough time to warn the surgeon to adjust his/her instruments and prepare for possible
patient movement.

Onefina note. When an ICD discharges, arelatively small amount of current is applied
directly to the heart. Unlike external defibrillators, the current from an ICD is not dangerous
to staff who may be in contact with the patient.(8)

The author would like to acknowledge and thank the Ophthalmic Anesthesia Society, Ms
Karen Morgan, Mr. Tom Eke, Dr. Gary Fanning, and Dr. Steve Gayer for their support of and
help with this survey. A summary of this article was accepted for publication as aletter to the
editor in Analgesia and Anesthesia (A& A) on July 21, 2006, and graciously allowed by the
editor of A&A to be printed in OASIS before publicationin A&A
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The Editor OPINES

by Gary Fanning, MD

GFary Fanning, MD

Where was everybody? Steve Gayer and | were the sole
representatives from OAS at the recent annual meeting of the
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British Ophthalmic Anaesthesia Society in Birmingham,
England. It was awonderful meeting in a beautiful old hotel. |
have written a brief summary of the meeting elsewhere in this
issue of OASIS, but you really have to go to England to
appreciateit. Arlineand | were honored to be guests of Ken
Barber and his wife, Monica Hardwick, who live near
Worcester, for a couple of days before the meeting. Monicais
the anesthesiologist and Ken the ophthalmologist. One day they
took usto Warwick Castle, an extremely well-preserved
medieval structure that was fascinating. There is so much to see
and enjoy in England. | hope you’ll take my advice and attend a
BOAS meeting one day. You won't regret it.

| hope you' re looking forward to our annual Fall meeting as
much as| am. Chicago will be very busy this year due to the
ASA meeting being held at the same time, so be sure to make
reservations at your favorite places early. There are some
excellent speakers lined up for the meeting, and we'll be back at
the Westin, a bit further up north and closer to some of the most
popular attractions. | hope you' ve all marked October 13-15,
2006, on your calendars and have made your plane and hotel
reservations.

Thisismy final issue as editor of OASIS. It’'s been agreat run
for me. Thanksto everyone for so many positive comments
over theyears. You are a special group of people, agroup in
which | have been both proud and privileged to be a member.
When | was being hired at the Hauser-Ross Eye Institute 15
years ago, Lynn Hauser and Neil Ross insisted that | do three
things: | had to attend an OAS meeting, | had to become an
OAS member, and | had to spend a day with Bob Hustead in
Wichita, Kansas. What atremendous gift they endowed me with
when they imposed those conditions of employment! Having
Bob Hustead, Roy Hamilton, and the rest of you as mentors and
friends has been incredibly rewarding and enjoyable. When you
work alone without any other anesthesia provider to converse
with on a day-to-day basis, it is essential to be part of a network
in order to have somewhere to turn when critical questions or
situations arise. OAS has provided that network in ways that no
other organization to which | belong could possibly have done.

How can | begin to thank everyone for all that | have learned and
for al of the friendshipsthat | have made? | will give special
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thanks to the folks at Aligned Management Associates, Inc.,
especially Karen Morgan and her husband, Bob Wagoner, who
have been so incredibly helpful to me and to the organization
over theyears. Their work behind the scenesin assisting with
planning and organizing the annual meetings and in publishing
the newsdletter has held the Society together and helped usto
grow and succeed. To everyone associated with the Ophthalmic
Anesthesia Society | send my thanks for al your help,
friendship, and wisdom during the past 15 years. | couldn’t have
managed without you.

| am thrilled that Steve Gayer, as you will read elsewhere in this
issue, has agreed to become Editor of OASIS. Steveisavery
talented and dedicated individual who has already served OAS
in many capacities. He will do an excellent job.

| hope that by the time you read this we will have sold our house
sothat | canretire. | plan to do locum tenens work for afew
years, hopefully much of it in ophthalmic anesthesiaif | can.
Arline and | plan to move to the Minneapolis-St. Paul area so
that we can be near our daughters and our three grandchildren.
Perhaps you will drop in on us sometime when you're in the
Twin Citiesarea. We plan to kegp coming to OAS meetings for
some years, including this Fall’s meeting. See you there.

Under the Covers

by Gary Fanning, MD

Positioning patientsduring surgery: What if they cannot be
flat? From Norwich, England, comes a brief report of the
management of two patients who could not be placed in the
traditional, supine position for cataract surgery. Thefirst patient
suffered from ankylosing spondylitis and had afixed cervical
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spine which prevented her from putting her chin up in the usual
way or to lieflat. The second patient had severe COPD and a
large abdominal hernia, resulting in marked orthopnea and
complete inability to breath when leaned back greater than 45
degrees. In both cases the patient was placed in as comfortable
position as possible (i.e., nearly sitting), and the surgeon
operated by sitting at the patient’ s side and facing the patient
head on. This necessitated manipulating the microscopein an
entirely different fashion and caused the surgeon to have to
operate with arms outstretched. 1n both cases the patient was
given topical and intracameral anesthesia and no sedation. The
surgery was performed through an inferior, clear-corneal
incision at 270 degrees instead of the usual temporal approach.
Both patients did well.

Editor’sNote: One of the authors of this paper, Tom Eke, isa
very active member of the BOAS and is deservedly a highly
respected ophthalmologist in England. He has avery kind,
gentle demeanor (disclosure statement: as the result of the most
recent BOAS meeting, | owe Tom and hiswifeadrink!), soitis
no surprise to me that he would be so accommodating as to
perform surgery in thisway in order to insure the comfort of his
patients. | have heard other ophthalmologists talk about
operating in this fashion when patients could not lieflat. Itis
perhaps interesting to note that the ancient and, unfortunately,
still practiced procedure of “couching” the cataractous lens into
the vitreous using a stick is performed in this position. The take-
home message of this report is that where there’sawill, there's
usually away. Hats off to any team that isinnovative,
compassionate, and willing to go outside of the comfort zone for
the sake of the patient.

Reference: Ang GS, Ong M, Eke T. Face-to-face seated
positioning for phacoemulsification in patients unable to lie flat
for cataract surgery. Am J Ophthalmol 2006; 141:1151-1152.

Managing severe, intractable orbital pain: atopic of relevance
for ophthalmic anesthesiologists. In another article from
England, this time from Middlesbrough, the authors describe the
use of aretrobulbar alcohol injection in a patient with severe
pain due to an adenoid cystic carcinomawhich had originated in
the maxillary sinus and spread ultimately to both orbits despite
repeated surgeries. A retrobulbar alcohol injection was
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performed, and the patient remained essentially pain-free until
his death about six months later. The authors provide a detailed
discussion of this case with excellent photographs and give a
superb review of the management of orbital/ocular pain using
either alcohol, phenol, or chlorpromazine. As expected, the
articleis very well- referenced.

Editor’sNote: | suppose | should also disclose that Chandra
Kumar isagood friend of mine and | know Tim Dowd as well.
Nevertheless, thisis an excellent article for anyone who hasto
deal with patients with orbital/ocular pain. | especialy
congratul ate the authors for forging ahead with a block,
considering the degree to which the patient’ s anatomy had been
atered by the tumor. The article iswell written, and the
reference list isterrific. Unfortunately it was published in a
journal that many of us will have trouble getting our hands on. |
was lucky enough to get areprint from Chandra. If you do deal
with this problem, even occasionally (or, perhaps, especialy if
only occasionally), | recommend your taking the trouble to get a
full copy of thisarticle for your files.

Reference: Kumar CM, Dowd TC, Hawthorne M. Retrobul bar
alcohol injection for orbital pain relief under difficult
circumstances: a case report. Ann Acad Med Singapore 2006;
35:260-265.

The History of the Honan
Balloon

By Paul Honan, MD

(Editor’ s Note: At the recent BOAS meeting | gave alecture on
ocular compression. | wroteto Dr. Paul Honan, along-time
OAS member, to ask for some references. He wrote back to me
and gave me this wonderful history of the development of the
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Honan balloon. | am delighted to share it with you with his
permission. Paul wroteit in the third person to make it easier for
me to use in my presentation. | have transcribed it back into the
first person because it sounds so much like listening to Paul
telling the story.)

During my residency in the middle 1950’s, | was taught to use
digital compression after the routine retrobulbar anesthetic
injection being taught at that time. The technique was to apply 4
X 4 gauze over the closed eyelids. Digital pressure was applied
with two fingers. Pressure was applied for 25 seconds and
released for 5 seconds. That sequence was continued for 5
minutes. The 5 second release of pressure was said to allow
resurgence of vascular perfusion in the event the pressure was
sufficient to compromise blood flow in the central vessels. Asa
resident | was isolated from the procedures used by
ophthalmologists in other areas of the country. Later while
attending medical meetings | learned that the technique of digital
pressure was widespread.

In those days intracapsular cataract surgery involved a 120-180
degree corneal incision. At the time of my residency, the use of
corneoscleral sutures was just being introduced. The open eye
during surgery was sometimes a frightening situation for the
surgeon. Loss of vitreous before, during, or after the removal of
the cataractous lens could lead to complications that could
compromise or lead to loss of vision. The use of digital pressure
before the corneal incision was for the purpose of “softening”
the eye to help prevent vitreous loss.

| continued the technique of digital pressurein my private
practice. | was concerned of the possibility of excess pressure
resulting in possible complications, such as occlusion of the
central retinal artery or dislocation of the cataractous lensinto
the vitreous. There were case reports of residents in some
training institutions who exerted sufficient excess digital
pressure to dislocate lenses into the vitreous.

In the early 1970’ s | wondered about an extraocular pressure
device that could apply aknown, safe level of pressure. |
divided a bicycletire inner tube about an inch or so on either
side of the stem with scissors. The owner of anearby gasoline
station sealed the open ends of the inner tube on either side of
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the stem using vul canization, the heating process used to apply
patches to the inner tubes of automobile and bicycletires. We
didn’t have any sophisticated adhesives at the time. The result
was a small balloon that could be inflated with air through the
metal stem. An aneroid sphygmomanometer with its rubber
tubing was used to inflate the newly designed balloon. The
pressure could be regulated with the sphygmomanometer hand-
operated valve and its pressure gauge. Originally
electrocardiograph leads were held on the chest with a rubber
strap approximately 2 inches wide with one-quarter inch
diameter holes every couple of inchesin the center. One of
these rubber straps was used around the head of the patient to
hold the inner tube balloon over the eye.

| made three prototypes of the device. | sent oneto Donald
Bixler, MD of Anderson, Indiana, and one to Richard Kratz, MD
of Van Nuys, California, both fellow ophthalmologists. By
phone Dr. Kratz and | discussed the amount of pressure that
should be used as well as the total time of application. We both
thought that the pressure should be less than diastolic pressure
and that the balloon could then be left in place for a considerable
length of time. Dr. Kratz suggested 30mmHg for 30 minutes to
make it easy to remember. He and | used this regimen, finding
that it seemed to provide soft, safe eyes for cataract surgery. It
was observed that following intracapsular removal of the lens,
the vitreous face would fall backward. Thiswasin great
contrast to a bulging vitreous face or actual expulsion of vitreous
from the wound. After the balloon was used, an appearance of
enophthalmos was observed prior to surgery. This suggested a
decrease in the volume of the orbital contents. This
phenomenon has been observed repeatedly. Thereis atheory
that fluid has been expressed from the soft tissue in the orbit
including vessels, fat pad, connective tissue, and so forth.
Whatever occurs as aresult of using the device, it seemsto
decrease posterior pressure on the globe to allow for safer
intraocular surgery.

Prior to the middle 1970’ s, my father saw the device and
inquired about it. | explained itsuseto him. He asked if it
worked as | had intended. | replied that it did indeed provide for
safer cataract surgery. He then asked why it was not being made
available for other doctors. | responded that design and
manufacturing were out of my areas of expertise.
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My father was aretired manufacturer and held several patents on
industrial filtration equipment. He had been an expert in
industrial cutting oil and air filtration, and his clients included
the big three automakers, steel mills, and large manufacturers.

In his retirement he designed the ocular compression device into
aproduction model. He then proceeded to market it throughout
the United States. Repeated mailingsto al ophthalmologists
had this note on the outside cover: “Y ou know you need it—
Order it today!” Ophthalmologists at meetings joked with me
about that advertising logo. Some said that the note, when
observed many times, eventually created afeeling of guilt. They
were pleased with the results in the operating room when they
finally ordered it and used the device. The instrument was
patented, and the FDA device division approved it.

In the 1970's Dr. Kratz was lecturing in London. He projected a
picture of the new device on the screen. Someone in the
audience asked him the name of the device. Dr. Kratz replied
that he was not aware of the name but said that it was “Honan's
balloon.” That established the name as it continues to be used
today. The name on the instrument is the “Honan Intraocular
Pressure Reducer.”

Dr. Edward Maumanee of Johns Hopkins was one of the early
users of the balloon. His recommendation for itsusein his
|ectures was an added endorsement for the device.

Dr. Charles Kelman had 15 Honan balloons at his surgicenter.
One of hisinstruments was sent to the manufacturer for repairs.
The gauge had been dropped and it recorded erraticaly. In
attempts to standardize the gauge, it was found to be damaged.
The rubber bulb pump could be used to raise the pressure to
200mmHg while the gauge was only reading 10mmHg. When
this was brought to my attention, it caused considerable alarm.
A pressure of 200-300mmHg might result in occlusion of the
central retinal artery. Something had to be changed to avoid
such a problem.

My father cameto the rescue. He recalled that steam engines
had “ pop-off” valves that would relieve excess steam pressure.
He designed a small “pop-off” or pressure-release valve adapted
from the design used in steam engines. The device could be
adjusted to relieve the pressure at alevel of 50-60mmHg. It was
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call a“pressurerelief valve.” In case a pressure gauge might
become damaged, it could prevent the balloon pressure from
being pumped up over 50-60mmHg.

The first headbands to hold the balloons fixed over the eye were
single strip rubber straps. As mentioned, they were copied from
the straps used to hold ECG leads on the chest. An
ophthalmologist in Ohio suggested that a divided headband
would fit more conveniently over the occiput, not slipping off so
easily. The divided headband became standard. Some still
prefer the single band, which isavailable. Dr. Caes Binkharstin
the Netherlands preferred the single strap headband.

Some hospitals place great emphasis on avoidance of cross-
contamination and prefer single-use, disposable products. My
father designed a single-use balloon which is used in many
institutions.

Techniques in applying the balloon to the eye include first taping
the eyelids closed. This helps avoid the possibility of the gauze
pad or the balloon itself causing injury to the corneal epithelium.

| have used different pressures and different time periods for
applications of the balloon. During the era of the intracapsular
cataract surgery when patients were hospitalized for aweek, the
balloon was often applied in the hospital room before the patient
was transported to surgery. Sometimes the balloon wasin
position up to an hour at 30mmHg before surgery. | observed no
untoward results attributable to this. On rare occasions there
were some reflux red blood cells observed in the aqueous. They
usually cleared before the surgical incision.

At acocktail party at amedical meeting a German
ophthalmologist, along-time friend, and | were chatting. He
mentioned that he used the balloon on all cataract surgeries. |
asked him what pressure he used with the balloon. When he
replied that he used 50mmHg, my facial expressions must have
indicated alarm. He quickly added: “It's OK, Paul. I’ ve been
using that pressure for years and get good results and have had
no problems!”

The pneumatic intraocular pressure reducer was at first intended
to prevent vitreous bulging and loss during intracapsular cataract
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surgery. Later it was applied after injection anesthesiato help
spread the anesthetic and improve both anesthesia and akinesia.
Dr. Kenneth Rosenthal described a method of improving topical
anesthesiawith the balloon. He places pledgets soaked in
anesthetic solution into the superior and inferior conjunctival cul-
de-sacs and then applies the balloon. Use of the balloon, in
theory, provides protection from choroidal and expulsive
hemorrhages, which may occur when the globe is suddenly
depressurized to atmospheric pressure. Most cataract patients
are of the age when vessels and connective tissues are fragile.
Preoperative ocular compression lowers intraocular pressure so
that there isless differential when the incision lowers intraocular
pressure suddenly to atmospheric pressure. | have been
fortunate to have had no expulsive choroidal hemorrhages
during cataract surgery since starting the use of preoperative
pneumatic ocular compression in the middle 1970’s.

How low does the intraocular pressure become after the use of
preoperative pressure? Routine evaluation of the intraocular
pressure with a Schiotz tonometer has indicated a scale reading
of 5with 5.5 gm weight up to 20. Most readings have beenin
theteens. As mentioned earlier, sometimes the intraocular
pressure was so low after use of the balloon that reflux red blood
cells appeared in the anterior chamber.

The balloon has been used by retinal surgeonsto soften the eye
to make gas injectionsinto the vitreous easier. Corneal surgeons
have used it to reduce vitreous pressure prior to corneal
transplant surgery. Inthelate 1980’s | told my father, who
manufactured the device, that the use of the balloon was
probably passed its peak. My impression was not quite correct.
Today the demand for the device worldwide is greater than in
past years.

OPHTHALMIC ANESTHESIA SOCIETY IN-SIGHT «
SUMMER 2006 NEWSLETTER. Page1|2|3|4
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