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What is your regimen for controlling  
inflammation perioperatively for routine  
cataract surgery, LASIK, and PRK?
  

Randy J. Epstein, MD
For PRK, I use generic diclofenac q.i.d. for 4 days post-

operatively and then ask patients to discontinue the 
drug. I also use prednisolone acetate 1% q.i.d. for the 
first month postoperatively and then taper patients’ 
dosage according to their clinical response; I continue 
the drug if patients underrespond or have haze. In a 
high-risk situation, such as a patient with prior corneal 
or refractive surgery, penetrating keratoplasty, etc., I 
use difluprednate ophthalmic emulsion (Durezol; Alcon 
Laboratories, Inc.) instead of generic prednisolone and 
then taper the dosage. For routine LASIK cases, I do not 
use nonsteroidal anti-inflammatory drugs (NSAIDs). 
Rather, I prescribe prednisolone 1% q.i.d. for 1 week 
postoperatively and then ask patients to discontinue 
their use of the drug

For routine cataract surgery, I use generic diclofenac 
and generic prednisolone acetate 1% q.i.d. for 4 days 
preoperatively and for the first week postoperatively. 
After 1 week postoperatively, the dosing frequency of 
both drugs is reduced to b.i.d. for 3 weeks, after which 
they are discontinued. I use difluprednate instead of 
generic prednisolone in patients with a history of uve-
itis, when surgery on the other eye was problematic, or 
for a complex case. In a perfect world, I would prescribe 
difluprednate for all of my patients, but many of them 
complain about its cost. I insist on its use in high-risk 
situations, but otherwise, I use it whenever I am able to 
do so.

 
David R. Hardten, MD

Fortunately in 2012, most patients experience mini-
mal inflammation after cataract and refractive surgery. 
For cataract surgery on most patients, I use a topical 
steroid and a topical NSAID for 3 to 4 weeks postop-
eratively. I find that the balance of potency and safety 
of prednisolone acetate (Pred Forte; Allergan, Inc.) and 

ketorolac (Acuvail, Allergan, Inc.) works well. I start 
patients on these drugs q.i.d. for 1 week and then b.i.d. 
for 2 to 3 additional weeks. I use the drops for almost 
2 months in patients who have retinal disease such as 
diabetes, who have a preexisting epiretinal membrane, 
or who have had a vitrectomy. In refractive surgery, I 
use fluorometholone 0.1% (Flucon; Alcon Laboratories, 
Inc.) q.i.d. for 2 weeks in LASIK patients and taper the 
drug slowly over 2 to 3 months for PRK patients. I only 
prescribe NSAIDs for a couple of days postoperatively 
to control pain in patients who have undergone PRK.

John A. Hovanesian, MD
To control inflammation after cataract surgery, I 

use Pred Forte (brand name only) q.i.d. for 3 weeks 
postoperatively followed by t.i.d. for 1 week. I also pre-
scribe bromfenac q.d. for 3 weeks postoperatively. After 
LASIK, I have my patients use one drop of prednisolone 
acetate every hour while they are awake for 1 day, and 
they continue the medication q.i.d. for 6 more days. I 
also prescribe bromfenac q.d. for 1 week as needed for 
comfort. For PRK, I use prednisolone acetate q.i.d. for  
1 month postoperatively and bromfenac q.d. for  
1 week postoperatively.

Keith Liang, MD
I start my patients on bromfenac q.d. and moxifloxa-

cin 0.5% (Vigamox; Alcon Laboratories, Inc.) t.i.d. 2 days 
prior to cataract surgery. I add difluprednate t.i.d. to this 
regimen on the day of surgery postoperatively. I contin-
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ue this regimen until patients use up 1.7 mL bromfenac 
and 3 mL moxifloxacin. I taper the difluprednate at  
3 weeks postoperatively, so patients refill the prescrip-
tion once.

For LASIK, I ask my patients to perform lid scrubs 
b.i.d. 2 days before surgery, use preservative-free artificial 
tears q.i.d., and take oral 1,000 mg fish oil. I start patients 
on loteprednol (Lotemax; Bausch + Lomb) q.i.d., gati-
floxacin (Zymar; Allergan, Inc.) q.i.d., and bromfenac q.d. 
immediately after the procedure. I continue the gatiflox-
acin and bromfenac for 1 week. I taper the loteprednol 
1 week postoperatively. My regimen for PRK is the same, 
except that I ask patients to take 2,000 mg vitamin C 
preoperatively starting 1 week prior to surgery and for  
3 months postoperatively.

Mitchell C. Shultz, MD
For routine cataract surgery, I control inflamma-

tion perioperatively with one drop of bromfenac daily, 
which is started 1 day prior to surgery and continued 
for 6 weeks postoperatively. For patients whom I con-
sider to be at high risk, such as those with diabetes or 
preexisting epiretinal membranes, I start difluprednate 
b.i.d. 1 week prior to surgery and then add bromfenac 
1 day before surgery. I increase the dosing frequency of 
difluprednate postoperatively to q.i.d. for 1 week and 
then reduce it to b.i.d. I continue my patients on brom-
fenac and difluprednate for 12 weeks postoperatively 
to reduce the risk of rebound inflammation and cystoid 
macular edema. 

On the day of cataract surgery, all patients receive 
a preoperative slurry that consists of lidocaine 3.5% 
gel, bromfenac 0.09%, cyclopentolate 1% (Cyclogyl; 
Alcon Laboratories, Inc.), phenylephrine hydrochloride 
ophthalmic solution 2.5% (Neosynephrine; Sanofi-
Synthelabo, Inc.), and ciprofloxacin. The patient’s lids 
are taped closed until he or she is brought to the 
OR. Immediately after surgery, I give patients diflupred-
nate and bromfenac.

For PRK, I start bromfenac q.d. 3 days prior to sur-
gery and continue it for 5 days postoperatively. I find 
that this regimen has eliminated patients’ complaints 
of postoperative pain, which I used to hear with other 
NSAIDs. I also use prednisolone 1% q.i.d. for 2 weeks 
postoperatively and then titrate to b.i.d. for 1 month. If 
the patient experiences haze, I continue the predniso-
lone b.i.d. for an additional 2 to 6 months (and monitor 
the IOP) to reduce the chance of regression.

With regard to LASIK, I find that a single intraopera-
tive drop of bromfenac helps reduce foreign body sen-
sation postoperatively. Patients then use prednisolone 
1% q.i.d. for 2 weeks.  n
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