
Anesthesia for cystoscopy  

1.GA should be never undertaken lightly  

Rarely need traceal intubation. Tecis spontaneous respiration using O2 

,volatile anesthesia with small doses of iv narcotics  

2 topical analge: e.g lidocain 1%or 2% gel  

3. Extradural sacral block or spinal  

Anesthesia for nephralithiasis  

Technique of anesthesia  

GA first in supine position. Start giving induction agent e.g 

propofol , pentothal , ect . Then using muscles relaxant for 

intubation after the fixation of the tube change to lateral 

position , use of two belts one over the shoulder and the other 

over the iliac bones.  

Also use pellow under the loin in order to making the 

opposite loin more clear.  

Maintenance of anesthesia with Inhalational agents ,narcotics , 

and muscles relaxants  

*IPPV in lateral position impair respiratory function also the 

belts make respration difficult 



Anesthesia for otorhinolaryngology  

The factors which should be considered when surgery carried on 

upper respiratory tract  

1 premedication must be adequate but not heavy to affect cough reflex 

after operation  

2. Smooth induction will reduce the incidence and degree of 

haemorrhage  

3. No topical analgesic should be used to the larynx and trachea except in 

ear surgery  

4. Intrance of blood and debris into the lung should be avoided by 

using cuffed traheal tube and efficient pharyngeal packing  

5. The use of slight reversed trendleberg (head down ) position 

minimizes venous oozing  

Tonsillectomy in children  

Risk:  

1. Risk of laryngeal spasm,bronchospasm,poor oygenation,cyanosis 

duing operation.  

2. Risk of cardiac arrest in children up to 4-6 WEEKS after infection. 3. 

Surgical profuse hemorrhage.  

4. Post operative laryngeal spasm  

5. Post operative chest infection 
TECHNIQUE OF ANASTHESIA FOR TONSILECTOMY  

Both preoperative crying and tachycardia increase bleeding in these 



operations  

Premedication: trmazepam 0.5 mg/kg or medazolam 0.1 mg/kg syrup are 

suitable for fraction children.  

Sevoflurane may be used for intubation in children who had needle 

phobia.  

Oral tracheal tube may be kept clear of operative field if mouth gag is 

used. *I.I.P.V. or spontaneous respiration are both acceptable.  

Nasal tube is very satisfactory for teenager or adults.  

The aim should be to have fully oxygenated, comfortable and to cough 

within minuteor two after operation.  

*The patient enters the recovery ward in tonsil psition (semi 

prone),preventing from rolling on his face by pillow beneath the chest and 

flexed knee and hip and remain in this psition until full consciousness 

regained.  

INTRA NASAL OPRATION  

e.g.//polypectomy, septoplasty,rhinoplasty, fiber-endoscopic sinus 

surgery.  

*General anaesthetia is maintained and perfomed via cuffed orotracheal 

tube and pharyngeal parking to prevent blood going down the 

oesophagus.  

*These packs must be removed before extubation.  

* to reducebleeding topical intranasal cocaine 1-10%injection into 

nasal septum (or adrenaline ). 

MANIPULATION OF FRACTURE OFNASAL BONES  

*the safe techniqueinvolve tracheal intubation with cuff and /or pack to 

prevent aspiration of blood if hemorrhage occur.  



*the anasthetic agent should permit rapid return of protective reflexes. 

E.g.//  

Propofol (I.V induction agent), suxamethonium,remifentanil,alfentanil. * if 

plaster of paris is applied,closed eyes with adhesive tape..  

*minor manipulation can sometimes be carried out under I.V 

anaesthesia with head down position.  

(LARYNGIOSCOPY) AND MICROSURGERY OF THE 

LARYNX: *problems includes:  

1. Need relaxation of the jaw and vocal cords.  

2. Facility to observe cord movement in some cases.  

3. Vascular reflexes with hypertension and tachycardia. 4. The possible 

presence of lesions which cause obstructionto airway. 5. Requirementto 

keep thepatient oxygenated and well ventilated 6. Rapid postoperative 

recovery and airway spasm.  

Technique of anasthesia  

*G.A is used with volatile agent to prevent awareness. A 

long plastic cuffed tube is inserted through nose.  

(Oral tube is more likely to be dislodged by surgeon). 
* The relaxant is chosen depending on expected length of operation.  

*Ventilating laryngoscope employing sander injector can be used for 

children with total I.V anasthesia.  



TRACHEOSTOMY  

Under G.A or under L.A  

1. Extreme emergence (Tracheostomy) under L.A (infiltration 

anasthesia).  

2. Elective formal surgical tracheostomy under G.A  

*patient in intensive therapy unit may have tracheal tube in place already if 

not after assessment of the airway an orotracheal tube is inserted after the 

light G.A with muscle relaxant if necessary the cuff of the tracheal tube 

should be deflatedbefore the trachea is opened and the tube is withdrawn 

above the incision but not through the cords until the tracheostomy tube is 

satisfactory in place and then rapid and smooth transfer of anesthetic 

connection from one tube to other. 



Anesthesia of ophthalmic surgery  

Anesthesia for ophthalmic surgery can be done under general 

anesthesia, nerve block, local or topical anesthesia according to the 

operation  

Goals in the management of anesthesia for ophthalmic surgeries 

1.control intraocular pressure  

2. Intense analgesia  

3. Motionless eye  

4. Avoid oculocardiac reflex  

5. Avoid drug interactions  

6. Awakening without cough,nausea,vomiting  

Oculocardiac reflex:characterised by 10%_50% decreased in heart rate . 

External pressure on the globe and surgical traction of extracurricular 

muscles paticularly the medial rectus muscle .  

Hypercapnia or hypoxia may increase the severity of the reflex.  

Continuous monitoring by ECG to detect bradycardia or dysrhythmia 

,removal of surgical stimulus is sufficient treatment. Some time atropine 

IV 3-5 micg/kg used if reflex is persists  

Intraocular pressure  

Normally 10-20mmhg .it is determined by production of aqueous 

humour in ciliary body 0.1ml/hr and it's absorption at the canal of 

schlemm,venous sinuses at the junction of the iris and the cornea 



Intraocular pressure lowered by:  

1. Iv anesthesia  

2. Inhalational anesthesia  

3. Hypotension  

4. Hypocapnia  

5. Reduction in venous pressure including head tilt  

6. Mannitol  

7. Mechanical pressure on the eye to increase absorption of aquoeous 

humour  

It may be raised by :  

1.locally administration of atropine ,steroids  

2. Hypercapnia  

3. Raised venous pressure including coughing, sneezing, straining 4. 

Local anesthetic block  

5. Ketamine  

6. Suxamethonium  

7. Changes in arterial pressure hve little effect on IOP 
Advantagesof local anesthesia in ophthalmic surgery  

1.safer  

2.lesx postoperative nasea and vomiting  

3. Early ambulation and feeding  



4. Less risk of embolism and lung disease  

5. Less bleeding  

6. Less postoperative restlessness  

7.less upset of biochemical processes  

8.less postoperative coronary and cerebral thrombosis  

#Disadvantages of local anesthesia in ophthalmic surgery : Lack of 

control of patient and difficulty in control intraocularpressure # local 

anesthetic techniques. .  

* topical: 0.5 %amethocain .the iris remain sensitive  

*sub-tenon bkock:used in cataract surgery where stationery eye is 

required. LA injected between tenons capsule and sclera  

* retrobulber block: by injection in to the muscle cone behind the eye 

.produse akinesia and local anesthesia to the globe ,it reduse the tone of 

extracurricular muscles, dilate the pupil,causes exophthalmos, reduse the 

IOP and makes prolapse of the vitreous less likely  

Complication of retrobulber block include : ocular haemorrhage, the 

oculocardiac reflex, local anesthetic intravasation resulting in toxicity 

Advantages of general anesthesia in ophthalmic surgery  

1.cooperation of the patient is not problem  

2. No risk of retrobulber haemorrhage  

3. Quite atmosphere in the theater facilitate delicate surgery 4. 

Less an ordeal for patient  



Anesthesia for penetrating eye injury  

Should be smooth anesthesia,avoid straining, coughing because lead to 

increase IOP  

Attention should paid on 1.urgency  

2. Stomach content  

3. Possible difficult intubation  

Techniques : crush induction (preoxygenation, thiopentone, non 

depolarizing muscle relaxant , intubation as soon as possible with 

crickid pressure )  

Examination of eye under GA in children :  

Volatile anesthesia, O2 , using mask , no need for intubation, 

Ketamine can be used if there is no signs of increase IOP 



Cardiac arrest  

is a sudden loss of blood flow resulting from the failure of the heart to 

pump effectively. Signs include loss of consciousness and abnormal or 

absent breathing . Some individuals may experience chest pain , 

shortness of breath , or nausea before cardiac arrest. If not treated within 

minutes, it typically leads to death  

Causes of cardiac arrest  

#primary cardiac problem or secondary to non-cardiac causes. The majority of cardiac 

arrests occurring outside hospital are from ventricular fibrillation (VF) in adults due to 

myocardial ischaemia arising from pre-existing ischaemic heart disease (IHD). Other cardiac 

conditions whichmayleadtocardiorespiratoryarrestincludevalvular heart disease, 

cardiomyopathy, myocarditis, endocarditis  

. An important secondary cause of cardiorespiratory arrest is uncorrected hypoxia resulting 

from airway obstruction. Hypoxia leads to myocardial failure, which is compounded by the 

resulting hypercarbia and acidosis. Abradycardia will develop,and this will befollowed by an 

asystolic cardiac arrest unless the airway obstruction is cleared.  

# Other non-cardiac causes of cardiac arrest include  

▪ Hypothermia  

▪ Intracerebral haemorrhage Mechanical  

▪massive pulmonary thromboembolism or air embolism  

▪tension pneumothorax  

▪pneumopericardium  

▪ cardiac tamponade  

▪ hypovolaemia  

▪ Poisoning  

▪Electrolytes disturbances like hyperkalemia 


