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Effective and cost‑saving 
incisionless sub‑Tenon’s block

Sir,

The sub‑Tenon’s block is commonly used for providing 
anaesthesia and akinesia during ophthalmic surgery 
due to the reduced risk of complications as compared 
to needle‑based blocks.[1]

Traditional approach involves making a conjunctival 
incision with blunt forceps and sprung Westcott 
scissors 5–8 mm away from the limbus, followed by 
insertion of disposable 19‑gauge single‑use rigid metal 
cannula into the sub‑Tenon’s space.[1,2] Despite being 
safer than the needle‑based blocks[3], conjunctival 
haemorrhage occurs and the technique is relatively 
expensive (approximately 10 USD for single‑use 
19‑gauge sub‑Tenon’s cannula and additional cost of 
sterilisation of scissors and forceps).

Allman et al.[4,5] described an incisionless 
sub‑Tenon’s block without prior conjunctival 
incision using a 21‑gauge, 25 mm, angled and 
blunt pencil point disposable triport sub‑Tenon’s 
cannula [Figure 1] (much more expensive than 
routinely used disposable sub‑Tenon’s cannula). We 
use the incisionless technique using 21‑gauge, 25 
mm, angled, metal and re‑sterilisable sub‑Tenon’s 
cannula [Figure 2]. The conjunctiva is anaesthetised 
with topical anaesthetic drops and a lid speculum 
is inserted. The patient is asked to look up and 

out and a small tent of conjunctiva is elevated 
using blunt forceps (Moorfields) in the inferonasal 
quadrant 5–8 mm away from the limbus. Without 
making any prior incision, the reusable cannula is 
inserted directly through the conjunctiva (lateral to 
the globe) and then rotated to follow the contour of 
the globe and a desired volume of local anaesthetic 
agent is injected.

We have used the reusable sub‑Tenon’s cannula in 
more than 450 patients over 1 year without any injury 
and known complications with the added advantage of 
reduced conjunctival haemorrhage, which is frequently 
associated with standard sub‑Tenon’s block.[3] The 
cost‑savings of this incision‑less technique would 
also take account of obviating the need of sterilising 

Figure 1: Modified from Lin et at  21-gauge, 25.4 cm long (1 inch), 
angled triport sub-Tenon’s curved metal disposable  cannula

Figure 2: Original reusable 21-gauge, 25.4 cm long (1 inch), curved 
metal cannula for incisionless sub-Tenon’s  block
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the scissors, but one has to consider the initial cost of 
metal sub‑Tenon’s cannula.

Incisionless sub‑Tenon’s block can be made affordable 
using reusable 21‑gauge metal cannula and is an 
effective alternative to needle‑based blocks, which may 
be adopted in countries where reusable equipment use 
may not be prohibitive.
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Absent Uvula: What Mallampati 
Class?

Sir,

A 50‑year‑old female presented for pre‑anaesthetic 
check‑up for laparoscopic cholecystectomy. The 
patient had no significant medical or surgical illness 
and her investigations were within normal limits. 
Neck movements and mouth opening were normal. 
On assessment of the oral cavity using the modified 
Mallampati (MMP) Class, we could not locate the uvula; 
however, fauces, tonsillar pillars, soft and hard palate 
were normal and clearly visible [Figure 1]. Patient had 
a clear speech and did not give any history of frequent 
respiratory tract infections, snoring, or any airway 
surgery. The patient was accepted under American 
Society of Anesthesiologists Class I. The patient was 
then kept under follow up in view of anticipated 
co‑existence of other airway anomalies. However, no 
difficulty was encountered perioperatively including 
airway management.

The uvula is a band of connective tissue, glands and 
small muscle fibres and have been postulated to have 
a small role in speech, lubrication and central support 
of the palatopharyngeal arch during swallowing.[1] 
The causes of absent uvula can be broadly classified 
into congenital and acquired. The congenital absence 
of the uvula is very rare in the general population. 
Jorgenson et al.[2] reported only one case of absent 
uvula in 2258 oral examinations in neonates. Absent 
uvula at birth may can be associated with genetic 
conditions such as cerebrocostomandibular syndrome, 
anhidrotic ectodermal dysplasia, Apert syndrome and 
hyperimmunoglobulin E syndrome.[3] These genetic 
conditions may be associated with factors causing 
difficulty in airway management as rheumatoid arthritis 
is associated with anhidrotic ectodermal dysplasia, 
fusion of cervical vertebra and cleft palate in Alpert 
syndrome and micrognathia, palate malformations and 
glossoptosis in hyperimmunoglobulin E syndrome.[2,3] 
Acquired causes of absent uvula may be secondary 
to surgery such as uvulopalatopharyngoplasty for 
obstructive sleep apnoea[4] or cultural practice of 
removing uvula for chronic cough in Sub‑Saharan 
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