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from the painful site. However a tiny bolus of the local 
anesthetic might have been inadvertently deposited into 
the artery before withdrawal. This bolus may have found 
its way into the maxillary artery and, subsequently, been 
carried to the orbital area, via any of the mechanisms 
described above.16,23–27,30,36–40 We suspect that the amount 
was only sufficient to anesthetize the short ciliary nerves 
for a few minutes, but not enough to bring about such 
signs and symptoms as transient dizziness, paralysis of 
the eye muscles and anesthesia of the lateral parts of the 
upper and lower lips.16 Both our patients remained suf-
ficiently anesthetized for more than 2 hours, compared 
with Goldenberg’s case, where the patient was not an-
esthetized although exhibiting signs and symptoms of 
vision problems.23,24

Data obtained by contrast radiography and hemo-
dynamic and electroencephalographic studies in rhesus 
monkeys indicated that carotid blood flow is reversible.41 
Results showed that even small amounts of local anes-
thetic agents, when injected inadvertently into a branch 
of the external carotid artery, may enter the cerebral 
circulation, most likely through retrograde flow into the 
common and then internal carotid arteries. Thus, an-
other possible mechanism to explain the loss of power of 
accommodation is the retrograde flow of local anesthetic 
agent to the cavernous sinus area. Any cerebral disease 
causing pressure on the cavernous sinus will result in 
paralysis of the CN III34 due to their close proximity. 
In this case, rather than cerebral disease, the cause of 
paralysis of the nerve concerned was deposition of local 
anesthetic via retrograde flow. 

Although this complication is transient, it is most 
certainly of concern to both patients and dental surgeons. 
An aspirating syringe should be used wherever possible 
to avoid intra-arterial injection. This case also serves as a 
cautionary tale for all dental surgeons, as patients should 
be warned of the risks involved. 

Conclusions
Unintended intravascular injections from inferior al-

veolar nerve blocks result in frustrating complications: 
locally, distally or systemically. It is imperative that dental 
surgeons diagnose complications and manage them ap-
propriately. Prompt diagnosis and reassurance usually 
calm the patient. In cases where visual acuity is affected, 
patients should be advised against dangerous tasks like 
driving or using sharp instruments, at least until the local 
anesthetic effect has worn off. a
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