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FORMACION CONTINUADA

Anestesia locorregional en oftalmologia: una puesta al dia

1. Benatar-Haserlaty®, LA, Puig Plopes®®

Servicks de Ancmesiologis, Reandmncitn v Termpin dzil Dodor, Heapiod Unhessbinio. Romdn v Cajal. BEsdrid

Resumen

La anestesio regional afdlmicn ha cambindo signilica-
tivamente en los dliimos dice wios, El uso de la faco-
cmuliificacion para la cirugia de cathratas o fravés de
minimas Incisiones corncenles; lns lentes plegables v 1a
wnestesia ddpica simplifican In cirugiv Je fnl forma que la
muyoria de los cazos se realizan en réginen ambualante.
Alpunos blogquens ancsiésicos son efcciuados 1anto por
unestesialogos como por oftulmdloges, quienes deben
conpcer los beneficios ¥ perjuiciog que ocasionan en cada
puciente. En estu revisidn se analizan los aspeetos anati-
micos de interdés para ol anestosidloge, iy principales (G-
picas ¢ innovaciones anestésicas de In especialidnd; las
complicuclones aseciadas ¥y algunos punies controverti-
idas cama ¢l mancjo del paciente que recibe medicaclones
gue plieran i hemostasin 1a retivada de la hisluranidass
en algunes paises ¥ In solleliud sistemitica de pruehas
eonmplementorias antes de la inlervencidn.

Fodalwas elave;
Cirugha: Oldlmica. Téoniens ancstdsicas: nposbesia regional,

Locoregional anesthesia in ophthalmology:
an update

Summary

Reglonal anesthesin for ophthalmic procedures has
changed significanily in the past ten years. Phic

fention for codaract sorgery through cornesl microlnel-
slons, soft foldoble lemses and topieal nnesthesia sim ]
surpery such that most operations ean he E:i:_[hm o
an outpatient basis. Some anesthetic blocks are perfor-
med by cither anesthesiologists or aphthalmologists, whe
should understand the advantages and disadvantages for
cach patlent, "Uhis review discosses anatonleal sapects
interest to the anestheslologist, the main teehnigoes used
and anesthetie innavations, complications and esrinin
confroversies such ns mapagement of the pationt who is
taking medications that alter hemostasis, the withd rmwal
of hyaluronidase in some countries and the aystem
ordering of lexts belore the procedure,
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écnicas anestesicas: Cirugia
iIntraocular

AL/ ALR

o A.Topica
= Sola
= A. Topica + intracamerular

o A. Subconjuntival

o A. Subtenoniana
A. Peribulbar (extraconal)
o A. Retrobulbar (intraconal)
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Bloqueos Perioculares:Complicaciones

Lesion n. optico
Hemorragia retro-orbitaria 0,1-1,7/100 (retro)
Puncion polo posterior ocular 0,75/100

Paso de AL al SNC 0,1-0,3/100 (retro)

Complicaciones musculares
Ptosis
Extrabismo por afectacion recto inf, obl.inf.

Cuadros vagales por compresion
Cuadros generales
Cicloplejicos y midriaticos
Reacc. Anafilacticas (hialuronidasa) ﬁ
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Medial Canthus (Caruncle) S ingle Injection Periocular Anesthesia
[Regional Anesthesia And Pain Management]

Ripart, Jacques MD, MSc; Lefrant, Jean  -Yves MD, MSc; Lalourcey, Laurent MD;
Benbabaali, Mohammed MD; Charavel, Pierre MD; Mainemer, Martine MD; Prat
Pradal, Dominique MD, MSc;  Dupeyron, Gerard MD; Eledjam, Jean  -Jacques MD

(Ripart, Lefrant, Lalourcey, Benbabaali, Charavel, Mainemer, Eledjam) Departement d'Anesthesie

Reanimation, (Prat -Pradal) Laboratoire d'Anatomie, and (Dupeyron) Service d'Ophtalmologie, Centre
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[Ophthalmic Blocks at the Medial Canthus ]
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Ophthalmic Blocks at the Medial Canthus

Fig. 2. (4) Semischematic view of a horizontal section of the orbit. I = Common insertion of bulbar conjunctiva and
Tenon capsule on the eyeball, near the sclerocorneal limbus; 2 = anterior facial sheath of the eyeball (the Tenon capsule);
3 =sclera; 4 = medial rectus muscle; 5 = episcleral space (sub-Tenon); 6 = posterior facial sheath of the eyeball; 7 =
lateral rectus muscle. Note the continuity between the Tenon capsule and the sheaths of the rectus muscles. (B) Same
view as 4, with figurated spread of a local anesthetic injected into the peribulbar space, with subsequent spread into the
muscular cone. Because the space for spreading is the adipose tissue of the orbit, including small septas network, this
spread may be incomplete or heterogeneous, thus accounting for imperfect blocks. (C) Same view as 4, with figurated
spread of a local anesthetic injected into the episcleral (sub-Tenon) space.

Ripart: Anesthesiology, Volume 95(6).December 2001.1533-1535 CONSORC
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[Técnicas anestesicas: Cirugia intraocular

AG

o Inhalatoria
o MLR + v. espontanea / VPP

o TIVA
o MLR + VPP

MAC



Estado de la cuestion

La cirugia de la catarata es la mas frecuente en todo el mundo.
Actualmente esta cirugia se puede realizar en muchos casos bajo
anestesia local ALR/topica y toda la patologia oftalmica en régimen
ambulatorio

El aumento progresivo de la demanda de anestesidlogos ha hecho
gue se plantee el prescindir del anestesiologo en estos casos o
modificar la asistencia anestésica tradicional. Particularmente en lo
que se refiere a la VPA y a la practica de la anestesia quirurgica.

La introduccion de nuevos modelos asistenciales puede provocar
conflictos médico-legales, al carecer de normas y estandares
aplicables al nuevo entorno.

La anestesia oftalmoldgica se inscribe en la “Organizacion de la
asistencia anestésica para Cirugia AmbulatoriaOy deberia recibir
una consideracién especial (CA/AFQ)
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Guia de Practica Clinica SEDAR 1995

Se establece como criterio de monitorizacion basica
iIntraoperatoria:

“La presencia del anestesidlogo es obligatoria durante la
realizacion de cualquier procedimiento de anestesia
general o regional, no pudiendo ser nunca reemplazada
por la monitorizacion”.

No se hace referencia a la AL o la sedacién, ni se indican
diferencias sobre la extension del bloqueo regional.
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(AHRGQ) is davﬂ#up-ng marm‘rﬁc mﬁ:rmabun for other agencies lmjr g
base clinical guidelines, performance measures, and other quality improven
Contractor institutions review all refevant scientific literature on assigned cfin
and produce evidence reports and technology assessments, mnn‘qut ' '
methodologies and the effectiveness of their implementation, and particig
assistance activities.

' 1
Qverview / Reporting the Evidence / Methodology / Findings / Future R
the Full Report

Availability of the Full Report

The full evidence report from which this summary was derived was g '
for Healthcare Research and Quality by the Jehns Hopkins Urﬂvurﬂly f‘“"

Practice Center under contract 290-097-0006, Printed copies can be ok
from the AHRQ Publications Clearinghouse by calling 1 -353-92%
ask for Evidence ReportTechnology Assessment Number 16, Anesthesia M;

During Cataract Surgery (AHRQ Publication No. 00-E015).

The Evidence Report can also be downloaded as a zipped file online at:
http:/fwww. ahrg goviclinic/evrptiiles. hitm#catar.

Return to Contants

AHRQ Fublication Mo, 00-EQ15 VL
Current as of August 2000 s el
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Decision Tree

Strategy 1 (intravenous sedation + block anesthesia + anesthesiologist present) (see subtree 1)

Strategy 2 (oral sedation + block anesthesia + anesthesiologist on call) (see subtree 1)

Patient undergoing Strategy 3 (oral sedation + block anesthesia + anesthesiologist not on call) (see subtree 1)

cataract surgery .

Strategy 4 (intravenous sedation + topical anesthesia + anesthesiologist present) (see subtree 1)

Strategy 5 (oral sedation + topical anesthesia + anesthesiologist on call) (see subtree 1)

Strategy 6 (oral sedation + topical anesthesia + no anesthesiologist on call) (see subtree 1)

Legend
Conversion to general anesthesia (see subtree 2)
. Decision node
(subtree 1) Conversion to block anesthesia (see subtree 2)
. Chance node
No conversion (see subtree 2)
A Terminal node
Complications requiring admission within 1 week of surgery

Intraoperative cardiovascular instability

(subtree 2)

Postoperative nausea and vomiting

Uncomplicated

> > 9000
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Average Expected Cost Versus Average Expected Preference

Value For Six Anesthesia Strategies

$350
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$200

Cost in
dollars
$150 —
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$50 —
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Strategy preference value
Legend

v Strategy 1 (intravenous sedation + block anesthesia + anesthesiologist present)

A Strategy 2 (oral sedation + block anesthesia + anesthesiologist on call)

e Strategy 3 (oral sedation + block anesthesia + no anesthesiologist on call)

+ Strategy 4 (intravenous sedation + topical anesthesia + anesthesiologist present)
Strategy 5 (oral sedation + topical anesthesia + anesthesiologist on call)

* Strategy 6 (oral sedation + topical anesthesia + no anesthesiologist on call)

CONSORT
HUSMTAL (RENMERAL

UINIVERSITARI
WAL ERICR,



s R.C Qusin

KOSPITAL RAMON ¥ CAJAL
AREA SAMITAR, 4
FROAA MATHID

ANESTESIA
LOCO-REGIONAL
PARA CIRUGIA
OFTALMICA

SERVICIOS DE ANESTESIOLOGIA Y DE OFTALMOLOGIA DEL
HOSPFITAL UNIVERSITARIO RAMON Y CAJAL DE MADRID

AUTORES: J. BENATAR HASERFATY*, LA, FUIG FLORES#**, J,
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THE ROYAL COLLEGE OF
ANAESTHETISTS

AND

'THE ROYAL COLLEGE OF
OPHTHALMOLOGISTS

2.2.1 Grades of recommendations
ﬂ Reguives af Teast one vandomized condrolled tvial as pavt of a body of specific vecommendition

Reguires the availability of well conducted climicad stndies bai ne vamdonsized clivical irials
an the topie of recommeendarion

H Requtives evidence obtained from expert commitiee veports of opinions or clinical experiences
qf-n'_rpl'.rl'm' anthoriiies. Indicates ahsence r;j':firn'f.f]' ﬂml.fl'r.r:frh' climical sindies l_llF:q-trm.' qu.:l“f:."

2.2.2 Good practice points

Recommended hest practice based on the clinteal experience of the putdelines development
S,

LOCAL ANAESTHESIA FOR
INTRAOCULAR SURGERY ﬁ
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WALERICES,



Royal College of Anaesthetists and the Royal
College of Ophthalmologists

Organisation of ophthalmic anaesthetic services

Multiprofessional teamwaork is the key to day care surgery and is esseniial at every stage of
the process

m Every Tinst showld idemify one anaesthetizst with overall responsibility for ophthalniic
Services

HUSFTAL GENERAL
UNIVERSITAR
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Royal College of Anaesthetists and the Royal
College of Ophthalmologists

Preoperative assessment

m Ophithalmic preoperative assessment clinics may be underiaken by nuvses, without the diveci

presence of a doctor. Only appropriately tvained specialist nurses should be vesponsible for
such clinics.

E For the patient with o hiztory of sionificant systemic disease and no abnormal findings on
examination at the nnrse-led assessiment, no special investigations arve indicated. Any paticnt
i 4 P ; FE 1[5
vequiring special iests may need a medical apinion,’-!
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Royal College of Anaesthetists and the Royal
College of Ophthalmologists

Selection criteria for local or general anaesthesia

I he evidence for the benefit of LA above GA for most ophthalmic intraocular procedures is
sparse and Is generally determined by the clinical judgement of the surgical team.”

m LA is the preferved method wunless contraindicared

Day care intraocular surgery under local anaesthesia is safe and is preferred by patients and staff
alike. It has powerful economic benefits and is generally the option of choice.’

Maximum health econmontic benefit is achieved if cataract suvgery is delivered on a day care
basis using local anaesthesia?
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Royal College of Anaesthetists and the Royal
College of Ophthalmologists

Monitoring

Maonitoring should be the role of a member of the staff who remains with the patient
throughout the monitoring period and whose sole responsibility is to the patient. This person
must be trained to detect and act on any adverse events, and may be an anaesthetist, nurse,
operating department practitioner (ODP), assistant (DDA} or anaesthetic nurse as long as they

are trained in basic life support (BLS)

m All theatre pevsonnel should have vegulay training in Basic Life Support (BLS), and there
should be at least one person present with Advanced Life Support (ALS) or equivalent
qualification.

DA RS R
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Royal College of Anaesthetists and the
Royal College of Ophthalmologists

The role of the anaesthetist
If an anaesthetist s not present. topical, subconjunciival or sub-Tenon’s block technigques are
recommended.

*  When peribulbar or retrobulbar technigques are used an anaesthetist should be
available,

n I an apaesifedist is mod available, peribulbar or reivobulbar LA fechiignes shonld not be
i sed,

The minimum requirements for caring for patients who are sedated are:
o An anaesthetist
e An ODP/ODAanaesthetic nurse
o [V access
o Fulse oximetry
s Mon-Invasive blood pressure monitoring - the euff is put on before the hlock
o ECG, depending on the requirements of the anaesthetist,”!

Intravenons sedatton shonld only be aduinisteved nnder the supervision of an anaestheiis
wrfroge sole responsibility is to thar fise,
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El anestesidlogo no es “esencial” durante técnicas de
anestesia topica sin sedacion.

Cuando se utilicen técnicas anestésicas peri o |
retrobulbares, un anestesiologo debe estar “disponible”.

Asi pues, se debe llegar a un consenso para los casos
en los que no es “esencial” pero debe estar “disponible”.

Un anestesiologo podria “estar disponible” para

varias funciones “en llamada”, siempre que no tenga
otra dedicacion que le impida la asistencia inmediata.
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¢, ES NECESARIA LA PRESENCIA DEL ANESTESIOLOGO EN
LA CIRUGIA DE LA CATARATA?

RESUMEN

Objetivo: Determinar la necesidad de la presencia del médico anestesista en las
intervenciones de catarata.

Métodos: Estudio sobre 406 pacientes intervenidos de catarata escogidos de forma
aleatoria y sometidos a bloqueo anestésico local peribulbar, bajo monitorizacion.

Resultados:El médico anestesista intervino en 109 (28,5%) ocasiones para controlar el
estado general del paciente, siendo las causas: crisis de hipertension arterial en 68

pacientes (16,74%), agitacion nerviosa en 20 pacientes (4,92%), alteraciones del ritmo
cardiaco en 20 pacientes (4,92%) y una paciente presentoé infarto agudo de miocardio.

Conclusiones: La presencia del médico anestesidlogo creemos que esta justificada
debido que una tercera parte de los pacientes requirieron su intervencion, y a la
gravedad de las patologias controladas peroperatoriamente.

CONSDRC
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CATARATA? ROMERO AROCA P, PERENA SORIANO F, SALVAT SERRA M, PERENA

¢ES NECESARIA LA PRESENCIA DEL MEDICO ANESTESISTA EN LA CIRUGIA DE LA $
SORIANO MJ, CUENCA PENA J (Arch Soc Esp Oftalmol 2002; 77: 13-16).



IMS

IOWA MEDICAL 5OCIETY

Wiareing har koo physicians and their pofients

April 14, 2003

RE: Monitored Anesthesia Care - Noridian Policy
Excluding Lens Procedures from MAC.

RESOLVED: That the lowa Medical Society
oppose the exclusion of anesthesia for lens
surgery (CPT code 00142) from monitored
anesthesia care coverage.
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[Que precisa el oftalmdologo

Un responsable del paciente (anestesidlogo)
o Vigilancia
o Deteccion y tratamiento complicaciones

o MAC

Realizacion técnica

o Sedacidon
o ALR
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[Que precisa el anestesiélogo

Un paciente evaluado

O

O

O

O

Antecedentes, Alergias

Patologias

Tratamientos

Exploraciones si precisa (ECG, analitica)

Un paciente con consentimiento para la anestesia
Medios para realizar

O

O

CAM
Técnica anestésica (ALR, AG)

COES DR
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Cirugta IMayor Qmbulatoria
Volumen 5 " Namero 2 ¢ Jundo 20003

CIRUGIA AMBUTATORIA DE LA CATARATA: 4ES NECESARIA LA RADIOLOGIA TORACICA
EN EL PREQPERATORIO DE RUTINA?
R. Garcla, C. Favapos, B Cervera, M, Vivo, M. Grranell, I Grau.
U nidad de Cirugia Mavor Ambulatoria (1CMAS
Hospital CGeneral Universitanio de Valencia

RESUMEN
Osjetive: Conecer [ unilidad clinica de B radicologia wrécica preoperatoria (BT} realizada habimalmenic cn
auestrn hospial 2 los pacientes gae de modo ambulatenio, son interveniclos de cirogia oftalmaoligica con anes-
sk regional
Mt rial v mérodos: $e esmudianon retrospectivamente 1172 pacientes programados entee 13598 v G/1094
Se registranom, ademads de las caraciensticas de Jos pacicates. ¢l tipo de anesresia | 2 duracion de lainerven-
ain. ¢l tiempeo hasta o alta, las modificaciones en ln csrareggia anestésica o guirargica, s como las complica-
ciones postoperatorias relacionadas con los hallazgos de la RTP
Resulcados: Se suspendicron S0 pacientes i4.2%) por causas no relacionadis con los halkzgos radiologicos
Se intervinieron un wial de 1136 pacicntes. {56,26% fucron mujeres v 43.74% hombresi con unit edad media
e 71O ¢ 10,42 ais. La clasilicecion dol estado Baco fuce La,43% ASA [ 37755 ASA 11, 22 3790 ASA (I, v un
187 ASA IV El 85% de lus pacienies presento algun tpo de patologia asociada, Se valoraron un ol de 11538
RIP v en 13 gasos (1.12%) se detectaron anomalias en la KTP que motivaron inferconsulta al servicio de new-
modogia. Sin embargo. en ningan caso se modifico ¢l plan ancesicsico. m se cambio la planfcacion quirdrgica
Conclusiones: 12 solicimud de Iz RTP rutinaria es innevesana en este upo de pacicntes —
PALABRAS CLAVE: HOSPITAL GENERAL

R . i . ELETE TYE . UNIVERSITARI
ANESTESIA: AMBULATORIA VALORACION PROPERATORIA, RADIOGRAFIA DE TORAX - sebphathy
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THE VALUE OF ROUTINE PEEOPERATIVE MEDICAL TESTING
BEFORE CATARADT SUTRGERY

Ouer 0, Soom, B0, WGP, Josnm Kag, S0, Bwc B, Bags, MO, MPH, Josis M, Tisos, PaD.,
Lisa H LvosWEd. PrCh, MARS A, FEvarsab, B, D BFHL, Bresr G, POTTY, MO,
and Eam P Samwnens, MG, MPR, ron mie S1uor Of Bliocas TEETnG fon Caranact Sungeny™

ABSTRACT

Barcharennd  Routing prosporative modicsl 10esing
is ggmmanly periormed in pation s sehedwled 10 un-
dergs calaraot Surgery. anhawsgh the walee al such
teating 13 uncertain, We gerlasmed 8 study 10 deler-
i whetles routing 1esting balps reduce e inei-
dence af inrope gives sed _aggloperative medical

paraat oporations in 18,160 patients at nine coniNg
G be preeceded ar el preceded By a Standard bat
tery of medieal 19815 {electrocardizoraphy, camplate
Elacd eoonl, and messurament of serum lovels of
elctralytes, urta nitregen, creatining, and glecaaal,
i aededition tes a histarg tal;.ing amd physical examina.
e, fdherse redical evenls and inberventions o
dary of sergery and during the sewen du‘pl wluer
BUTOINE Wy reco s,

eclitial uleomes wire din 8408
patiants whe urddeTwEneT o ERlarAcE oporeng
that ware not precaded By oauling festing and in
B419 pationis who underwen! SG24 aperaticng 1hat
wir paceded by routine testing, The most frequent
rmrdical teents i both groops woro treatrent for
Frgpertension and srchythrig {principally g dhears
chigd, The oweeall rate ol comgplications {intreoperstive
and posioperatve evants cambinedl was the sama
in thea twe graups (30,3 ovente por 1000 aporatians),
Thierg wore oo no gignilleany difforances Belswoan
the rostesting gro v and the wsting group n the rates
of intrapperative cvems 1152 and 19,7, respociivaly,
pur 1000 pperations) and pasiapermive pveme 1126
and 12,1 per 1000 oporaions), Aralyses &1 ed so-
cording b ago, £ex, FAEE, ENYEEal SLALUE |ACE0R NG
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Risks and Benefits of Anticoagulant and
Antiplatelet Medication Use before

Cataract Surgery

“

Joanne Kary, ScD, -4 Mflg:‘ A. Feldman, MD, MPH,? Exvic B. Bass, MDD, MPH ¥ Lisa H. Lubomski, PhD,?
James M. Tielsch, PhD," < Brent G. Perey, MDY Lee A Fleisher, MID® Oliver D, Sehein, MD, MPH, 2 Study

of Medical Testing for Cataract Surgery Team*

Objective: To estimate the risks and benefits associated with continuation of anticoagulants or antiplatelet

medication use before cataract surgery.
Design: Prospective cohort study.
Participants: Patients 50 and older scheduled for 19,283 cataract surgeries at nine centers in the United

States and Canada between June 1995 and June 1947,

Intervention: Mone,
Main Ouh_:ame Measures: Intraoperative and postoperative (within 7 days) retrobulbar hemorrhage, vitre-
ous or choroidal hemorrhage, hyphema, transient ischemic attack (T14), stroke, deep vein thrombosis, myocar-

dial ischermia, and myocardial infarction,

Resuits: Before cataract surgery 24.2% and 4.0% of patients routinely used aspirin and warfarin, respec-
tively. Among routine users, 22.5% of aspirin users and 28.3% of warfarin users discontinued these medications
before surgery. The rates of stroke, TIA, or deep vein thrombosis were 1.5/1000 among those who did not use
aspinn or warfann and 3.8/1000 surgeries among routine users of aspirin and warfarin who continued their
medication before surgery. The rate was 1 event per 1000 surgeries among those who discontinued aspirin use
(refative risk = 0.7, 95% confidence interval = 0.1-5.9), There were no events among warfarin users who

discontinued wse. The rates of myocardial infarction or ischemia were 5.1/1000 surgeries (aspirin) and 7.61000
surgeries (warfarin) among routine continuous users and no different from those of routine users who discon-

tinued use.
Conclusions: The risks of medical and ophthalmic events surrounding cataract surgery were so low that

absolute differences in risk associated with changes in routine anticoagulant or antiplatelet use were
minimal. Cehthalmology 2003;110:1784-1788 ©@ 2003 by the American Academy of Ophthalmalogy.

J.L. Soriano, R. Garcia-Aguado, M. Vivo, C. Zaragoza. Sobre la profilaxis de las nauseas
COMESOET

y vomitos postoperatorios en la cirugia de cataratas ambulatorias.Rev Esp Anestesiol
HUSPTAL GENERAL
UNIVERSITAR

Reanim 1999:46:368
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Patologia mas frecuente

HTA

o) Continuar medicacion hasta mismo dia cirugia
o) Evitar hipotension

IAM

o (> 3meses)

DMID/DMNID

@ | y alimentacion mismo dia / programar temprano y ayuno
Anticoagualados/antiagregados

e A.Topica

® Terapia sustitutiva si profilaxis primaria

@ Trombosis / hemorragia: 10/1

OCFA

o) O2. venturi para bajar CO2, !cuidado! sedacion
Valvulopatias

@ No profilsaxis antibidtica

UNIVERSITAR
WAL ERICR,



NECESIDAD DE RECURSOS HUMANOS EN ANESTESIA PARA LA
AMPLIACION A UN TERCER QUIROFANO DE OFTALMOLOGIA EN
LA UCMA (Valencia 2/1/06 )

A nuestro entender en oftalmologia existen 2 opciones
basicas:

Pacientes que requieran Cuestionario CAy AFQ
+ VPA

Pacientes solo con Cuestionario y Consentimiento
auto-cumplimentable como en la AFQ

HUSFTAL GENERAL
UNIVERSITAR

WAL ERICR,



Cuestionario CAy AFQ CHGUV v.1

Edad....... Peso......Talla...... Alergias medicamentosas Si_ No e
Medicamentos QUE TOMA:. . ... et et e et e e e e e
Antecedentes QUINTIMGICOS:. . ... ..ot e ettt e ettt et et e er e et e et et e e e et e e e e e e er e e e e e

Sl NO PREGUNTAS

) ¢Ha tomado aspirina o antiinflamatorios en los ultimos 7 dias?
) ¢Ha tenido gripe o resfriado recientemente?
) ¢ Es alérgico al latex o productos de caucho?
) ¢Ha tenido dolor en el pecho o dolor precordial?
) ¢ Sufre de enfermedades cardiacas?
) ¢ Sufre usted dificultad para respirar?
) ¢ Tiene usted asma, bronquitis u otro problema pulmonar?
) ¢(Fuma? N° cigarros/dia:....... Fecha que dejo de fumar:.........
) ¢Consume usted alcohol?. ...........ouii e
) ¢ Consume USted Arogas?............coveveeeeeeieeee et
) ¢Ha tomado corticoides en los ultimos 6 meses?
) ¢ Es usted diabético?

) ¢ Ha tenido usted enfermedades hepéticas?
) ¢ Tiene problemas de tiroides?
)

)

)

)

)

)

)

)

)

)

)

)

1
~
—

1

¢ Sufre de enfermedades renales?

¢ Ha sufrido Ulceras o problemas de estémago?

¢ Tiene usted hernia de hiato?

¢ Tiene alguna enfermedad en musculos o nervios?

¢ Ha tenido problemas en anestesias previas ?

¢ Tiene usted algun familiar que haya tenido problemas con la anestesia?
¢ Tiene usted problemas de sangrado?

¢ Tiene dientes flojos, partidos, postizos o puentes?

¢Usa lentes de contacto?

¢ Ha recibido transfusiones sanguineas?

¢ Esta usted embarazada? Fecha ultima regla:.. e

¢ Tiene o ha tenido alguna enfermedad |mportante que no haya menC|onado'?

-~ T T T T T T T T Tt T T T T T T ™
N e N N N N e N N N N N N N N N S N N S S N S S N

i ianienianianianionianionianianianianlan bt tan Tan T Tt e Ran Tarn]
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Cuestionario CAy AFQ CHGUV v.2

Edad.:...... Peso:.....Kg Altura:....cm

MeEdiCamMENTOS QUE 10MIa . . .t e e e e e e e e e e e e e e e e e e e

Operaciones anterioresE EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE

ALERGIAS A MEDICAMENT O ... ittt e et et e e et e e e eeaes S NO

Otras alergias: Latex, Polvo, Pelo animales, YodoEEEEEEEEEEEEEEEEEE SI NO

¢ Tiene dientes flojos, partidos, postizos 0 PUENTES?..... . e i S NO

cUsa lentillas de CONTACTO?. ... ... e e e e e e e e e e e e e e e e e e e e e ee e e e aeaaaees S NO

¢ Ha tenido problemas en anestesias Previas 2. Si NO

¢ Tiene usted algun familiar que haya tenido problemas con la anestesia?........cccccccoeeveeiininnnnn. S NO

¢Fuma? N° cigarros/dia:....... Fecha que dejé de fumar:............ooiii i S NO

iConsume usted alconOol?.........ie it e e O NO

P 0701 aE- 0 4 LU ES] (=Y e [ o Yo =T3P S NO

¢ Ha recibido transfusiones sangUINEAS?.........o e i S NO

¢ Esta usted embarazada? Fecha ultimaregla:.................cocoeiieiiiiienieeie e S NO

¢Es usted epiléptico o ha sufrido problemas cerebrales?.........cccoieeiiiiiiiciciiiirccc e, Si NO

¢, Ha tenido dolor en el pecho o sufre de enfermedades cardiacas?.............ccoevvvviiieeeeiiiiiiiinieennns S NO

B L VT 2T 41T =Y Y 1 1T X 2 S NO

¢ Tiene usted asma, bronquitis u otro problema pulmonar?..........ccccooiiiiiiiiii e Si NO

¢, Ha sufrido Ulceras o problemas de estOmago?.........coi i S NO

¢ Tiene usted hernia de hiatOo?... ..o e e e S NO

¢ Ha tenido usted enfermedades del higado?..........oooiiii e Si NO

¢ Sufre de enfermedades de 10S MAONES? ... .o e aa e Si NO

GES USted di@b@tiCO? ... oivve ittt e O NO ==

i Tiene problemas de tirOIdES?...........iuvie it e et eee e Sl NO BOBMTAL GENERAL

¢ Tiene o ha tenido alguna enfermedad importante que no haya mencionado?............cccccceeeveeees S NO UNIVERSTAR
il ERICAR,




Opcion A con anestesiologo de “presencia”

Lo convierte en un Q convencional (AG vg.
extrabismo)

Mas eficaz

Se incluirian pacientes que requieren
Cuestionario CA y AFQ + VPA,

o  ALR (periocular a cargo del anestesitlogo)

o  Sedacion i.v. esencial la supervision del
anestesidlogo
(Local Anestesia for Intraocular Surgery)

No se perderia la practica de la ALR
oftalmica en un hospital docente como
el nuestro.

CONSDRE
HXSPITAL GENERAL
UNIVERSITAR

WAL ERICR,



Opcion B con anestesiologo “en llamada”

Mas eficiente

Pacientes con Cuestionario CA'y
AFQ para A. topica, ALR
(periocular a cargo del
oftalmdlogo) y anestesiologo “en
llamada”

Un anestesidlogo podria

o  Atender varios quiréfanos “en
llamada’

o Quirdfano y otra dedicacion
(URPA,VPA) que no le impida la
asistencia inmediata

COES DR
HUSPMTAL GENERAL
UNIVERSITAR]

WAL ERICR,



Opcion DS con anestesiologo “disponible”

Todos los pacientes con Cuestionario CAy AFQ

o ALR (periocular a cargo del anestesidlogo u oftalmologo).

o Sedacion i.v. el anestesiologo esta “disponible”
(Local Anestesia for Intraocular Surgery)

Un anestesiologo podria

o  Atender 1 quirdfano y otra dedicacion (URPA,VPA) realizando ALR
si esta “disponible” y cumple criterios

o 2 quiréfanos oftalmologia

La eficacia requiere “seleccionar” pacientes para VPA

docente como el nuestro.

HOSPITAL (GENERAL
LINIVERSITAR]
WAL ERICR,

No se perderia la practica de la ALR oftalmica en un hos%;l



Protocolo de actuacion en Oftalmologia

ALR

Anestesiologo “disponible”

Cuestionario CA y AFQ
cumplimentado

VPA (opcional)

Actuacion en area quirurgica

Canalizaciéon via/monitorizacion
Sedacion (opcional)

A. Periocular (opcional)
Recuperacion / Alta / VPA

AG

Anestesiologo de “presencia”

Cuestionario CA y AFQ
cumplimentado + VPA

Actuacion en area quirurgica
Canalizacion via/monitorizacion

Inhalatoria / TIVA / Balanceada

MLR /10T
$ OIS ORC
HUSPMTAL GENERAL
-.JH!#EHEIT."'.:'.:

WAL ERICR,



[Conclusién Final

Anestesiologo en Oftalmologia
Cumplir requisitos minimos
Libertad para actuar
Uniformidad

Optimizar recursos
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