               INFORMED CONSENT FOR EYE MUSCLE (STRABISMUS) SURGERY

Explanation of nature of the surgery:

· Eye muscles are either loosened or tightened

· Eyes are not removed from sockets but aligned in place

· Absorbable sutures are used and could take 2-4 weeks to dissolve

· General anesthesia will be used

· Achy pain for 24-48 hours after surgery (children never need pain medicine)

· Usually no permanent scar

· Eyes stay red for about four weeks

· Medication (antibiotic/steroid ointment) used for 2 weeks

· You or your child may still require spectacles

Alternatives to strabismus surgery:  No surgery; prism glasses for small deviations with double vision; Oculinum; spectacles to control pure accommodative esotropia; orthoptics (eye exercises to control intermittent exotropia; anti-suppression therapy for intermittent exotropia; occlude one eye to eliminate troublesome double vision. 

Complications, which could occur days, weeks, months to years later from surgery:

· Death from anesthesia 

· Accidental perforation of the eye possibly leading to reduced vision (1:1,500 cases)

· Reduced vision from retinal detachment or infection from perforation (1:100,000 cases)

· Over- or Under-correction with need for further surgery (20 – 25% re-operation rate)

· Lid position may be altered in vertical muscle surgery

· Slipped muscle

· Diplopia (double vision)

Minor risks include: subconjunctival hemorrhage (bleeding on surface of eye), abrasion (scratch) on the cornea, inflammation/infection on surface of eye (conjunctivitis), reaction to the sutures, pain, loose stitch, and sometimes scar tissue formation including cysts.  For unilateral inferior oblique recession, 10-15% need surgery on the other eye.  There is a 25-45% re-operation rate in thyroid eye disease.

Not Every possible complication can be listed.

Occasionally a different, unsuspected condition may arise at the time of surgery and I authorize Dr. Nicholas Sala to do what he deems necessary.

Consent to Procedure(s) and Treatment:  Having read this form and talked with Dr. Nicholas Sala, my signature acknowledges that:  I voluntarily give my authorization and consent to the performance of the procedure(s) described above (including administration of blood and disposal of tissue) by my physician and the possible presence of observers (medical students or residents).

Additional comments:  

____________________________________

____________________

Patient or Parent/Guardian



Date

____________________________________

Nicholas A. Sala, D.O.

