Case Report

Temporary Blindness after Inferior

Alveolar Nerve Block
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ABSTRACT

Inferior Alveolar Nerve Block (IANB) anaesthesia is one of the common procedures in dental clinic. This procedure is safe, but complications
may still occur. Ocular complications such as diplopia, loss of vision, or ophthalmoplegia are extremely rare. This case report explains an
event where due to individual anatomic variation of the sympathetic vasoconstrictor nerve and maxillary and middle meningeal arteries,
intravascular administration of anaesthetic agent caused unusual ocular signs and symptoms such as temporary blindness.

CASE REPORT

A 30-year-old patient came to the Department of Dentistry, All India
Institute of Medical Sciences, Bhopal, India, with chief complaint
of pain and swelling in right lower back tooth region. Patient was
diagnosed as having pericoronitis with relation to right lower
third molar. Extraction of same tooth was planned under local
anaesthesia.

Before administrating anaesthetic agent, patient’s vital signs were
assessed and they were within normal limits. There was no history of
any systemic illness. Local anaesthesia sensitivity testing was done
by injecting 0.1 ml of local anaesthetic solution subcutaneously in
forearm, which was negative.

IANB anaesthesia of right side was given to the patient using a
long (80 mm) 27-gauge needle. Aspiration was negative. Within
one minute of injecting 1.8 ml of 2% lidocaine with adrenaline
(2% Lignox, Indoco Pharmaceuticals), the patient complained of
discomfort on the same side of the face. He reported blurring of
vision with right eye followed by complete vision loss. A physical
examination showed no changes in the vital signs and patient was
CONSCIous.

An ocular motility test was performed by instructing the patient to
move his eye in all the directions indicated normal eye movement of
both the eyes. Patient was asked to read nearby charts with both
the eyes separately on which, it was found that there was normal
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vision of left eye and no vision on affected side. Movement of the
facial muscles was normal, indicated that the facial nerve function
was intact, and there was no blanching or burning sensation of oral
mucosa at the site.

Thus, we diagnosed the condition as temporary blindness during
IANB anaesthesia. The patient was informed of this condition and
monitored. All the symptoms disappeared within 30 minutes after
the initial symptom.

DISCUSSION

One of the most common procedures in dentistry is the administration
of local anaesthetic agent. Local anaesthetic agents administered
carefully taking care of anatomic landmarks, and within
recommended limits, have been considered to be safe.

Even after taking all the precautions and taking care of anatomic
landmarks side effects and complications of IANB anaesthesia may
occur. They include allergic reaction, vasoconstriction, interactions
with other medications, haematoma, pain during injection, burning
sensation, paresthesia, trismus, infection, oedema, momentary
tissue blanching and facial nerve paralysis [1].

Some side effects occur less commonly and thus are difficult
to explain. In rare cases the symptoms can be related to ocular
function, such as temporary or permanent blindness, diplopia,
ophthalmoplegia, myosis, ptosis [2-5]. Diplopia being the most
common among them [6]. The relationship between maxillary
artery and the branches of the mandibular nerve is highly variable
[7]. In 1972, Rood JP had described the arterial route of the local
anaesthetic agent to the eye after IANB [8].

During IANB although initial aspiration may be negative, minor
movement of the patient or the needle during administration may
result in intravascular injection [9]. As the anaesthetic agent is
administered under pressure intravascularly, the solution is forced
back up the inferior alveolar artery allowing flow to the middle
meningeal artery. The middle meningeal artery is branch of the first
part of maxillary artery it runs upwards deep to the lateral pterygoid
muscle and while entering into skull through foramen spinosum, it
gives off many orbital branches [10]. These orbital branches pass
through the superior orbital fissure or through separate canals in the
great wing of the sphenoid, to anastomose with the lacrimal, retinal
or other branches of the opthalmic artery [Table/Fig-1]. The central
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retinal artery of the retina is a small branch of opthalmic artery. The
anaesthetic solution passing from the middle meningeal artery to
the opthalmic artery may then reach the eye through the central
retinal artery, causing loss of vision and loss of the papillary light
reflex.

The diagnosis is made only when the vision and eye movement
returns to normal, shortly after local anaesthetic administration.
Tomazzoli-Gerosa L et al., suggested that ocular complications are
mostly temporary, lasting from minutes to hours. As in this case
patient vision returned to normal after some time [11]. Permanent
complications, such as severe visual acuity and blindness are
uncommon.

In this case, we did not report a wrong technique during injection;
anatomic variation can be taken into consideration as one of the
possible causes of these complications.

Van der Bijl P and Meyer D suggested the following management

guidelines [12]:

1. Reassure patients that these complications are usually transient
in nature;

2. The affected eye should be covered with gauze dressing to
protect the cornea for the duration of anaesthesia;

3. Functional monocular vision will be restored by covering the
affected eye; The patient should be escorted home by a
responsible adult, since monocular vision is devoid of distance-
judging capability;

4. If the ocular complications last longer than six hours, patients
should be referred to an ophthamologist for evaluation.
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CONCLUSION

This case report explains a case of unilateral temporary blindness after
IANB. This adverse effect may develop from intravascular injection of
anaesthetic agent into inferior alveolar artery and backflow of anaesthetic
agent into internal maxillary artery and ophthalmic artery. Thorough
knowledge of pterygomandibular space anatomy and careful aspiration
before injecting can avoid such type of complications.
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