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Q: What is the risk of complications from cataract y prent
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surgery in patients taking anticoagulants? CLINICAL
CONTROVERSIES
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Cole Eye Institute, Cleveland Clinic with the potential for expulsion of the con-
tents of the globe if choroidal or retrobulbar
A. CATARACT SURGERY is ordinarily quite  bleeding occurred. But modern cataract
e safe. However, two significant bleed-  surgery with foldable lens implants has
ing complications—expulsive choroidal hem-  reduced the surgical incision to approximately
orrhage and retrobulbar hemorrhage—can 3 mm. Furthermore, current surgical tech-
occur and can lead to severe vision loss. niques tend to maintain normal intraocular
Expulsive choroidal hemorrhage is bleed-  pressures and relationships and minimize cut-
ing from the choroid that breaks through the  ting of vascular tissue. Logic suggests that
choroid and the retina and tends to expel the  these techniques would reduce the risk of
ocular contents. In general, the risk of expul-  expulsive choroidal hemorrhage.
sive choroidal hemorrhage is very low (0.16%
incidence for lens-related surgery!,2), but the  Improvements in anesthesia
likelihood of losing useful vision when it does ~ Retrobulbar hemorrhage is mainly a complica-
occur is 68%.1.2 tion of retrobulbar anesthesia. In my experi-
Retrobulbar hemorrhage—bleeding behind ~ ence using this technique in 123 cataract
the eyeball—is more common (most studies  surgery patients taking warfarin (with interna-
suggest a 2% to 5% incidence?3) but is less like-  tional normalized ratios ranging from 1.6 to
ly to lead to vision loss. 5.4), no bleeding complications occurred, and Newer
Despite their low overall incidence, these I observed no increase in complications com- techniques
complications are clearly a concern in patients  pared with patients not taking warfarin who
who are on anticoagulation therapy. Discontin-  underwent cataract surgery during the same should reduce

uing anticoagulants could increase the risk of a
life-threatening event in patients who are tak-
ing anticoagulants because of atrial fibrillation,
a prosthetic heart valve, or a history of vascular
disease or thromboembolism. I and others have
experienced cases in which the discontinuation
of anticoagulants before cataract surgery led to
serious medical complications.4

Opinions differ about whether to perform
cataract surgery in these patients, but logic,
reports in the literature, and my own experi-
ence lead me to conclude that it is reasonable
to do so since it does not seem to measurably
increase their risk of complications.

B TECHNICAL IMPROVEMENTS
REDUCE COMPLICATION RISK

Gentler surgical approach
Cataract surgery formerly involved a 12-mm
incision around the periphery of the cornea,
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time.

Recently, topical and intraocular anesthet-
ic techniques have been introduced that do
not involve injection of anesthetic and there-
fore should reduce the risk of hemorrhagic
complications in all patients,>7 regardless of
anticoagulation. Another technique using
only intravenous anesthesia has recently been
described.8 The extent to which the oph-
thalmic profession finds these techniques
acceptable will be seen over the next few years.

# PUBLISHED REPORTS NOT DEFINITIVE

Unfortunately, the ophthalmologic literature
contains no definitive prospective controlled
studies that address the issue of anticoagula-
tion and the risk of complications in cataract
surgery. Nevertheless, reports in the literature
do not suggest any difference in the risk of
complications, regardless of whether patients
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continue to take anticoagulants, stop taking
them, or reduce the dosage.+59-11 Because
complications are infrequent, most of the data
do not reach statistical significance.

Opinions vary about the effect of aspirin
or other platelet inhibitors on the risk of
bleeding complications in cataract surgery,
and again, no large study addresses this issue.
One study of patients on ticlopidine
hydrochloride showed a transient ischemic
attack in 1 of 10 patients in whom the dose
was reduced or stopped for cataract surgery,
but it also showed hemorrhagic complications
in 6 of 12 patients in whom the medication
was not reduced or stopped.!!

In my practice, I do not routinely ask
patients to stop taking aspirin for cataract
surgery. On the other hand, many of my
patients do stop because their physician advis-
es them to do so. Hence, I cannot offer a per-
spective on the issue other than to say anec-
dotally that continuation of aspirin has not
appeared to cause problems.

# QUESTIONS TO ADDRESS IN PATIENTS
TAKING ANTICOAGULANTS

When faced with a patient who is taking anti-
coagulants and is a candidate for cataract
surgery, we should always ask ourselves the fol-
lowing questions:

e Does the patient need to be taking anti-
coagulants at all?

e s the international normalized ratio in an
appropriate range for the patient’s condition?
[t is probably wise to have the patient use the
minimum therapeutic dose.

*  Does the patient have risk factors for sur-
gical bleeding complications, such as a thick
neck, obesity, hypertension, old age?

* How might management of complications
be affected by bleeding during and after
surgery! For example, if the patient’s risk of
surgical complications is high because of pseu-
do-exfoliation or subluxation of the lens, con-
ditions in which vitrectomy might be
required, it might be wiser to discontinue
anticoagulation therapy, as vitrectomy could
be risky in a patient on anticoagulation thera-
py. If anticoagulation must be maintained, the
patient could be hospitalized and the medica-
tion switched to heparin for the procedure.
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Certainly, a conversation between the oph-
thalmic surgeon and the attending physician
is appropriate.

# WHEN TO DISCONTINUE OR ADJUST
ANTICOAGULATION THERAPY

My comments on anticoagulation therapy and
surgical risk refer only to simple cataract
surgery and not to all types of ophthalmic
surgery. Clearly, discontinuation or adjust-
ment of anticoagulation therapy is advisable
in certain instances:

e (Cataract surgery combined with corneal
transplantation or glaucoma filtering surgery,
where the intraocular pressure will be dropped
to O mm Hg during surgery

e (Cataract surgery in a patient who has had
previous bleeding episodes associated with
ocular surgery

e  Ophthalmic surgery in a patient at high
risk due to a thick neck, obesity, hypertension,
or old age.

B REFERENCES

1. Speaker MG, Guerriero PN, Met JA, Coad CT, Berger A,
Marmor M. A case-control study of risk factors for intra-
operative suprachoroidal expulsive hemorrhage.
Ophthalmology 1991; 98: 202-209.

2. Stone LS, Kline OR Jr, Sklar C. Intraocular lenses and anti-
coagulation and antiplatelet therapy. American Intra-
Ocular Implant Society Journal 1985; 11:165-168.

3. Hamilton RC, Gimbel HV, Strunin L. Regional anesthesia
for 12,000 cataract extraction and lens implantation pro-
cedures. Can J Anaesth 1988; 35:615-625.

4. Masket S. Attitudes regarding the concomitant use of
anticoagulants with elective cataract surgery. J Cataract
Refract Surg 1992; 18:531-535.

5. Hall DL. Cataract surgery and anticoagulants. J La State
Med Soc 1996; 148:43 1-433.

6. Gills JB, Cherchio M, Raanan MG. Unpreserved lidocaine
to control discomfort during cataract surgery using topi-
cal anesthesia. J Cataract Refract Surg 1997; 23:545-550.

7. Martin RG, Miller JD, Cox CCII, et al. Safety and efficacy
of intraocular lidocaine to reduce intraocular sensation. J
Cataract Refract Surg 1998; 24:961-963.

8. Rand WJ, Stein SC, Velasquez GE. Rand-Stein analgesic
protocol for cataract surgery. Ophthalmology 2000;
107:889-895.

9. Gainey SP, Robertson DM, Fay W, llstrup D. Ocular
surgery on patients receiving long-term warfarin therapy.
Am J Ophthalmol 1989; 108:142-146.

10. McCormack P, Simcock PR, Tullo AM. Management of the
anticoagulated patient for ophthalmic surgery. Eye 1993;
7(Pt. 6):749-750.

11. Saitoh AK, Saitoh A, Taniguchi H, Amemiya T.
Anticoagulation therapy and ocular surgery. Ophthalmic
Surg Lasers 1998; 29:909-915.

ADDRESS: Robert H. S. Langston, MD, Cole Eye Institute, 132,
The Cleveland Clinic Foundation, 9500 Euclid Avenue,
Cleveland, OH 44195.

FEBRUARY 2001

Downloaded from www.ccjm.org on November 4, 2025. For persona use only. All other uses require permission.


http://www.ccjm.org/



