Balad Ophthalmology Continuity 
1. Clinic:

a. Hours:  Walk-in 1300-completion weekdays.  “They” (whoever “they” are) will tell patients that we are available at all hours and any day even though the hours are posted.  If the patient is from LSA Anaconda, I send them away until the next weekday at 1300.  If it is on a weekday but not 1300, I tell them to come back at 1300 (regardless of where they are from).  If they are from a different FOB and it is on the weekend, I usually just see them so they can get back to their unit.  Occasionally, if I have been up for several consecutive hours (or days) I will close clinic and tell everyone to come back the next day.  I did that only 3 times during my rotation.  The two ophths before me did it when they operated past midnight.  
b. Roughly 1/3 will be “subjective vision loss without objective finding”.
i. I think a lot of these patients have posterior pole commotio after IED blast and the whitening has resolved but the physiologic effect to the vision is still present.  If they meet AR 40-501 standards, I send them back to work.  

c. Medevac patients to LRMC for anything you can’t do here (CNV, optic neuritis, pseudotumor cerebri, MS, etc)

d. Equipment issues:

i. Slit Lamp:  

1. awaiting camera

2. needs post to mount iridex laser

ii. Phoropter

1. Minus cylinder

iii. Visual Acuity Tester

1. Computer operated.  The CPU is on the mounting bracket behind the screen.  Separate power buttons for the CPU and screen.  The CPU power button is on the side closest to the door.  Supposedly, you can watch DVDs (haven’t tested).  We calibrated the image size to 8 feet.  If you are bored, you can double check our measurements.  

iv. Ultrasound:  

1. On cart by sink. 

v. Autorefractor/Keratometer

1. Under Ultrasound

vi. Indirect (cordless)

1. On wall.  Make sure that stays plugged in.  If it becomes unplugged, it will lose the charge.  There is another indirect with a cord.
vii. Indirect (with cord)  In specialty clinic storage room.
viii. Tonopen

1. Condoms in drawer of B Scan cart.

ix. Portable slit lamp

1. In specialty clinic storage room.

x. Iridex 810 nm Diode laser with LIO and Slit lamp

1. In BMETS.  Awaiting “calibration”.  I did indirect laser in the OR after sedation and a retrobulbar block. I did another LIO in clinic after RB block and no sedation.  I calibrated to tissue effect.  Don’t let the OR keep the laser.  Need to sign a memo for the BMETs folks that you take full responsibility for any patient injury since they have not been able to calibrate it yet (long story).  Sign the memo, titrate to tissue effect and use with confidence.  It works fine.   

e. Outpatient Documentation:  

i. Exam Form with carbon copy.  I give the original to the patient for their records and keep the carbon.  I filed Kevin Winkle’s in one accordion folder and mine in another.  The files are in the green cabinet in the bottom drawer.  

ii. AF 560 admit form is on T drive in the 332 EMDG Forms folder.

iii. AF 3899 patient evacuation form is on T drive in the 332 EMDG Forms folder.

iv. MC4 or “Combat AHTLA” will be instituted soon.  May the force be with you.
2. Formulary:

a. T drive:  Pharm Master folder:  Pharm Admin folder.
3. OR

a. Equipment

i. Microscope:  The Zeiss microscope we have is kind of like a skate board compared to the “Mercedes” you have at home.  The cord for microfocus was yanked out of the scope somehow.  The OR has no regard for the importance of this piece of equipment.  I have found it used as a doorstop.  Kevin complained of this also.  It was worse with 7/8 as opposed to 5/6.  Also, I have found the oculars in disarray and the head of the scope loosened to the point of almost falling off.  A new microscope has been ordered.  I requested the OPMI Visu 140 scope with photo and video documentation system.  This is more like a Volkswagen.  I didn’t go with a higher model because they were already balking at the price of this one ($50k).  I also thought that the photo documentation system is an important piece of equipment  for teaching and continuity.  It will do way more than the one we had, so it should be good.  The only issue is BIOM compatibility.  I think whoever comes here to do retina can use contact lenses.  BIOM is a luxury.
ii. Instruments: 

iii. Implants

1. 22 mm solid acrylic orbital implant

2. 20 mm solid silicone orbital implant

3. 18 mm solid silicone orbital implant

4. 18 mm Medpore orbital implant

5. 16 mm solid orbital implant

6. 12 mm solid orbital implant

7. Medpore sheets for floor fractures

a. 1.0 mm, 0.85 mm, 0.35 mm

8. Crawford Tubes

9. Clear Acrylic Conformers

10. Cosmetic Conformers

11. IOLs in clinic lane.

b. Techniques:

i. Enucleation is by far the most common procedure.  I do not recommend evisceration for trauma .  There has been one case of sympathetic ophthalmia in a soldier who received primary evisceration for an unsalvageable globe.  (Ophthal Plast Reconstr Surg. 2006 Mar-Apr;22(2):133-4.) Pearls/Steps:

1. 4-0 silk to close the laceration and restore something that resembles a globe.  Sometimes helps to do the peritomy first if the lac goes posterior. This acts as traction suture, so don’t need one through the muscle insertions.

2. Blunt dissect into each quadrant with Stevens scissors.

3. Hook Rectus muscles.  Clean off Tenon’s with q-tip or raytec.

4. 6-0 double armed vicryl through muscle like in rectus recession.  Make sure that you leave a mm or two so you don’t cut the suture.

5. Hook and cut obliques.

6. Proptose globe and cut optic nerve with enucleation scissors.

7. Pack orbit for hemostasis with cold wet raytec.

8. Inspect orbit fat for pigmented uveal tissue and remove.

9. Place implant.  Suture SR to IR over implant.  Suture MR to LR over SR/IR anastamosis.

10. Close Posterior tenon’s with interrupted 5-0 vicryl on P-2.  

11. Close Anterior Tenon’s with running 6-0 Vicryl.

12. Close Conj with running 6-0 Vicryl.

13. Place conformer and maxitrol ophthalmic ointment

14. Patch 48 hours to prevent orbital hematoma (I had one of these which I drained in the OR with an 18 gauge needle and a 10 cc syringe.).
ii. Plastics: 
1. Marginal lid lacs

a. 4-0 Silk through gray line

b. 6-0 silk between lashes and gray line and just above lashes

c. Incorporate sutures in knot to keep them off the cornea (or conformer)

2. Missing lid tissue

a. Retroauricular FTSG

b. Pedicle flaps UL to LL

c. Advancement flaps

d. Just do the best you  can.
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Figure 1:  Tarsus/conj free graft with pedicle skin muscle flap from upper lid to lower lid for 60% missing lower eyelid OS.  OS Enucleated too. GSW entrance Left Temple area, exit eyeball.  
3. Sometimes it is just too mangled to repair

a. Excise all secreting tissue

i. Tarsus

ii. Conjunctiva

b. Close skin/muscle flap over orbit
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Figure 2:  Disturbing postop photo of patient who lost all 4 eyelids and both eyes.

4. 5-0 or 6-0 prolene mostly used.  Sometimes 6-0 chromic gut in small children so that you don’t have to take sutures out.  

5. I always write, “eyelid suture removal 10 days, can be done locally” in postop note.  This is overkill, but not harmful and 10 days is better in eyelid margin repairs, so they all get 10 days.  Writing it in the note tells the hospitalist about follow-up.  That way they won’t have to call you.

iii. Globe Repairs:

1. Need to do 360 peritomy and look in each quadrant
2. Frequently will find multiple small holes

3. Corneal lacs frequently missing small amounts of tissue

a. 10-0 just doesn’t work to get a watertight closure

b. 9-0 because it is a little “stouter”

c. Dermabond glue is your friend

4. Coalition: get closed to watertight status.  Obvious, and easy to get,  IOFBs are removed.  

5. Iraqis: get a little more aggressive treatment.  

6. Remove crystalline lens to prevent phacoantigenic uveitis in disrupted lens capsule for Iraqis.  I use the visitec vitrector for this because V is always involved. 

7. Inject Vancomycin 1.0 mg/0.1 cc and Ceftazidime 2.25 mg/0.1cc in obvious dirty wounds.  Otherwise just subconj ABX.
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Figure 3:  Corneal lac and Temporal scleral lac (under mud).  Dirty wound.  Intravit ABX.  No Endophthalmitis.
8. Everybody (but kids) gets Levaquin 500 mg QD.

9. Special Situations:

a. Multiple penetrating injuries per globe

i. Record is 14 IOFBs with 14 holes in the eye.

b. Fragment enters cheek (Below eye protection)and passes through orbit into brain or ethmoid sinus or behind globe, lacerating globe on the way.

i. Low threshold to explore this injury or if CT shows periocular fragment.  Better to explore and find nothing than to leave globe open.

iv. Surgical Decision Making

1. Enucleate vs Repair:  [image: image4.jpg]» -




Figure 4:  Balad Special.  Typical enucleated globe.
a. Coalition troops just like at home.  If missing tissue, severe expulsive hemorrhage, then enuc. O/W try to repair.

b. Iraqis:  

i. Need to consider their ability to get secondary surgery (nil in Iraq)

ii. If NLP preop (only 15% chance at best of being LP or better postop)

iii. Big APD - bad
iv. Large IOFB  - bad
v. Which is better, primary enucleation or painful phthisis and/or sympathetic?
2. If enucleate, put a solid prosthesis in everyone unless just too mangled.

3. No fracture repair in Coalition.  Okay to repair floors primarily in Iraqis.  Best to use clindamycin in fxs involving sinuses.

4. Life saving operations 1st.  Vision saving next.  If decision is to enucleate, better to go before face repair so that uvea doesn’t get expulsed into orbit fat.  Enucleation can be done simultaneously with ortho or Gen surg procedure.  Repairs need to be done alone.  Can double up in room with repairs or enucs with the solid floors in the OR.  (In tent hospital, couldn’t double up when doing repairs)
5. New OR beds best for eye cases because they get low enough.  Old OR beds are a little high for surgery sitting down.  

6. Postop Documentation:  I’ve seen everything from a formal op note like we do in the states to: “left leg fracture externally fixed”.  With US/Coalition troops, I try to be more descriptive of the surgical steps, findings, postop needs  because the LRMC guys will find this helpful.  With Iraqi patients, I am less descriptive “the left eye was enucleated and a 22 mm solid acrylic sphere implant was placed”.  It is very helpful to spell things out for the nurses and hospitalists.  Don’t use ophthalmology abbreviations  (nobody understands PDR with NVD/NVE, needs PRP).  Write “maxitrol ophthalmic ointment TID to OS for 3 weeks, leave conformer in place to prevent conjunctival scarring.  If it falls out, wash off with soap and water and replace.  Facial sutures out in 10 days, can be done locally”.  Doing this will save you from many calls and pages.  

4. This is combat ophthalmology.  MD means “Makes Do”.  Do the best you can with what you have in your arsenal.  Low threshold to explore.  Don’t let the radiologist talk you into something (they think they can see more than they can).  See article in August 2007 Blue Journal:  Computed Tomography in the Diagnosis of Occult Open-Globe Injuries.  1448-1452. 
5. Examples of some cases below….
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Figure 5:  Preop Enuc/eyelid repair OD.  Note the upper eyelid reflected temporally toward the right ear. 
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Figure 6:  Postop Figure 4
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Figure 7:  13 yo girl in Chlorine Bomb.  Enuc OS and eyelid/face repair.
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Figure 8:  Postop Figure 7.  10 days.
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Figure 9:  IED Blast through both orbits.  Bilateral Enucleation/frontal sinus work. 
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Figure 10:  Pre and Postop.  No eyelids OS.  Extirpated remaining conj/tarsus and closed skin muscle flap over socket.  Enucleated OS too.  
