
Letter to Editor

Eyelid infiltration with local anaesthesia - Pearls of Wisdom

Dear Sir/ Madam, 

Cosmetic or functional eyelid surgeries such 

as blepharoptosis repair, correction of 

entropion, ectropion and blepharoplasty are 

usually performed by infiltration of the 

eyelid tissues with local anaesthesia. The 

mechanism of action through infiltration is 

that the local anaesthetic  blocks the sensory 

nerve endings of the infratrochlear nerve. 

Many minor complications like bruising, 

eyelid hematoma to few major complications 

like globe penetration, central retinal artery 

occlusion, vitreous hemorrhage, choroidal 

rupture and retinal detachment have been 
1-4reported.  In this research le�er, the authors 

stress upon some basic methods to be 

adopted to prevent the occurrence of the 

above mentioned complications and to 

ensure a safe eyelid infiltration with local 

anesthesia.

During preoperative assessment, it is 

important and mandatory to determine 

whether the patient is taking any blood 

thinner medications or herbal drugs like 

gingko biloba. If the patient is already on 

anticoagulant medication, then with the 

concurrence of the treating physician, it can 

be withheld accordingly, until the effect 

wears off. 

On the operating table, patient has to be 

positioned at a comfortable working distance 

and in a supine posture with good overhead 

illumination. Before infiltration, corneal 

protectors in the form of a corneal conformer 

or a spatula must be used, Figure 1. The 

needle hub must be securely fastened to a dry 

syringe tip, maximizing the friction force 

holding the needle in place. Alternatively, a 

Luer-lock syringe can be used. 1.5-inch, 27-

gauge needle allows for long passes beneath 

the skin, decreasing the number of times the 

tissues are entered, thus causing less pain 

and bruising. A 0.5- inch, 30-gauge needle 

can be substituted for smaller areas of 

infiltration. Needleless jet injection devices 

are not advised to be used because posterior 
4segment trauma has been reported.  Bending 

the needle at 30 degrees from the hub is 

another good practice reported by some 
5authors which can reduce the complications.  
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Also,  positioning of a non-injecting hand on 

the forehead or cheek allows for be�er 

visualization and stabilizes the patient. The 

needle should be oriented parallel to the skin, 

b e ve l  f a c i n g  u p wa r d s ,  a n d  p a s s e d 

superficially, 

Figure 1 Eyelid infiltration performed with 

27G 0.5-inch needle

It is important to instruct the patients not to 

look away from the site/areas of injection, as 

this causes traction of the posterior segment 

and it pulls them closer to the needle tip. 

Posterior segment trauma is more difficult to 

manage than corneal or anterior segment 

trauma. Lastly, because of lower flow 

volumes through small-bore needles, greater 

force to syringe plungers may be applied 

when using a needle with a gauge of 27 or 

higher. This increases the force transmi�ed to 

the face of the needle hub, making needle 

expulsion more likely. The plunger should be 
6advanced slowly and steadily.

In case, while injecting if there is any 

resistance felt due to dense scar tissue or 

abnormal movement of the globe is observed 

one should not advance the needle or inject 

the local anaesthetic solution further, 

without examining or ascertaining the  

needle position or patency. If there is any 

bruise or a hematoma is suspected, 

firm pressure should be immediately applied 

for 1 to 2 minutes until bleeding stops. 

Eyelid infiltration though appears as a 

simple technique it has to be performed very 

carefully. Because of the thin and delicate 

nature of the upper eyelid, the needle can 

easily be passed full thickness through the 

eyelid or result in inadvertent ocular 

complications. For a safe eyelid infiltration 

anesthesia, a thorough knowledge of eyelid 

anatomy and an increased level of awareness 

are essential.
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