
forced duction test and impeding access to the

extraocular muscles.2,3 In a recent survey carried

out in the Southwest of England, neuromuscular

blocking agents were used in only 45% of children

and 34% of adults undergoing strabismus surgery.4

The authors point out that conditions for forced

duction test and ocular access may be less than ideal

in a large proportion of patients undergoing

strabismus surgery.

In paediatric ptosis surgery, it is necessary to set the

height of the eyelid relative to the pupil under general

anaesthetic.5 For this, the patient must be paralysed to

abolish Bell’s reflex at least until the levator muscle has

been sutured into place.
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Sir,
Eye positions during ocular surgery

We read with interest the solutions proposed by Rossiter

et al1 for eccentric eye positions that develop during

general anaesthesia. Ideally, the physician should

recognize the abnormal eye position before starting

surgery. Allowing a few minutes to elapse between

placement of a superior rectus bridle suture and the first

incision should permit the intraocular pressure to

normalize so that surgery can be performed safely.

As the authors indicate, a peribulbar or subtenons

infiltrate of anaesthesia limited to the region around the

superior rectus muscle may resolve the problem.

Perilimbal traction sutures can also be helpful in

providing the surgeon with more complete control of

ocular movements. These are useful not only when

general anaesthesia leads to eccentric eye positions but

also when local anaesthesia does so.

Although the authors recommend the use of

nondepolarizing muscle relaxants (NDMRs) to manage

this intraoperative hurdle, we note that their use carries

significant risks, as these drugs are implicated as the

most common causative agents of anaphylactic reactions

in anaesthetic patient populations.2 Therefore, we believe

that NDMRs should be considered only as a last resort

after failure of local anaesthetics, traction sutures, and the

tincture of time to stabilize the globe.

References

1 Rossiter JD, Wood M, Lockwood A, Lewis K. Operating
conditions for ocular surgery under general anaesthesia: an
eccentric problem. Eye 2006; 20: 55–58.

2 Mertes PM, Laxenaire MC, Alla F, Groupe d’Etudes des
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Sir,
Reply to Harrad and Stoggart

We are grateful to Harrad and Stoggart for their valuable

observations made on the points raised in our paper.
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