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I started in ophthalmology at what I feel to 
be an important juncture in the evolution 
of pharmacology and technology. In 1987, 
my colleagues and I were witnessing a transi-
tion from extracapsular cataract extraction 
to phacoemulsification, and work on a new 
technology called an excimer laser for the 
treatment of refractive errors was coming to 

fruition. A year earlier, the FDA approved the first nonsteroi-
dal anti-inflammatory drug (NSAID) to prevent intraopera-
tive miosis: Ocufen (flurbiprofen sodium 0.03%; Allergan).1 
We soon realized that the agent also helped control inflam-
mation and pain after surgery. 

I finished my fellowship and had the opportunity to 
participate in studies of Voltaren (diclofenac sodium 0.1%; 
Novartis Ophthalmics), which the FDA approved for intra-
operative pain management in 1991 and later for postopera-
tive pain management. The agency approved Acular (ketoro-
lac tromethamine 0.5%; Allergan) for allergic conjunctivitis in 
1992 and later for the management of postoperative inflam-
mation. After additional studies, the drug was also approved 
for treating pain after PRK in 1998.   

As I reflect on the history of NSAIDs and my experience 
with them, a few points stand out.

SPEED MATTERS
Some researchers have attempted to demonstrate the 

benefit of NSAIDs, whereas others have balked at supporting 

the routine use of these drugs.2-7 The most recent review by 
Kim and colleagues concluded, “Although dosing of NSAIDs 
before surgery may hasten the speed of visual recovery in the 
first several weeks after cataract surgery, there is no evidence 
that this practice affects long-term visual outcomes.”8 

Their statement exactly reflects my sentiments. Current 
refractive and refractive cataract surgery demands a “has-
tened” visual recovery. Patients do not want to see in a 
week or a month; they want to see immediately, and if they 
develop a complication such as cystoid macular edema, they 
believe the procedure has failed. 

Through the years, I have continued to refer to a study 
authored by Wittpenn and colleagues.9 I admire its protocol 
and the thought invested in its design. I have always been 
interested in outcomes and ways to improve vision rapidly. 
These researchers showed how using NSAIDs rapidly result-
ed in better vision with reduced side effects. 

NSAIDs:
WHERE ARE WE IN 2017?
These agents help surgeons meet patients’ expectations.

BY KARL G. STONECIPHER, MD

•  Patients want rapid, painless visual recovery after refrac-
tive and refractive cataract surgery. Nonsteroidal anti-
inflammatory drugs achieve both goals.

•  In the author’s experience, branded nonsteroidal anti-
inflammatory drugs are more effective than generic 
agents.

AT A GLANCE



80 CATARACT & REFRACTIVE SURGERY TODAY | JULY 2017

TH
ER

A
PE

U
TI

CS

I should add that patients also do not want pain. Simply 
put, NSAIDs prevent pain.10-15

THE ELEPHANT IN THE ROOM 
After a generic formulation of diclofenac became avail-

able, patients were referred to me with corneal melts. It 
was not a pleasant experience—least of all for the patients.

Studies have shown that generic ophthalmic agents do 
not work as well as their branded counterparts,16,17 but ris-
ing medical costs will lead to more generics. In my experi-
ence, generic corticosteroids and NSAIDs are less effective 
than their branded counterparts. Some surgeons are willing 
to accept a subpar result in a certain percentage of their 
patients because of the drugs’ cost, but that is not how I 
practice medicine. 

AN OUNCE OF PREVENTION
In the past 10 years, industry has introduced NSAIDs that 

require less frequent administration, have greater potency 
for decreasing inflammation and pain, carry fewer side 
effects, and basically offer better penetration and effect. 
The most recent additions are Prolensa (bromfenac sodium 
0.07%; Bausch + Lomb), Ilevro (nepafenac 0.3%; Alcon), and 
BromSite (bromfenac 0.075%; Sun Pharma). 

To my mind, it is easier to prevent inflammation than 
to treat it at any stage. Prostaglandins play a critical role in 
the generation of the inflammatory response, and NSAIDs 
attempt to reduce prostaglandin levels before the cascade 
begins. That is one reason I prefer to begin therapy prior to 
surgery. 

During my career, I have prescribed all of the available 
NSAIDs. Experience has taught me that patients want to 
see quickly and to use drops as infrequently as possible. For 
these reasons, I have prescribed bromfenac sodium 0.07% at 
a once-daily dosage since the drug’s approval. Most of my 
patients can obtain this medication through their insurance 
plans, and my staff appreciate the absence of calls about 
filling the prescription. The large bottle gives me confidence 
that my patients will have enough drops to complete treat-
ment, whether their surgery was routine or complex. So far, 
adherence to prescribed therapy has not been a problem, 
and postoperative recovery has been rapid. 

CONCLUSION
In their article, Kim and colleagues stated, “Although 

long-term visual acuity (≥ 3 months) after cataract surgery 
is an important clinical measure of a therapeutic interven-
tion, this assessment was not designed to comment on the 
rationale and potential value of NSAID therapy in prevent-
ing [cystoid macular edema] soon after surgery and the 
patient satisfaction and quality-of-life improvement associ-
ated with more rapid visual rehabilitation.”8 For me, it is a 
straightforward matter. My patients have come to expect 
simple things from me as a surgeon. They want me to treat 

them as if they were family. They want to see immediately 
and without complications. Most importantly, they expect 
to have a wonderful experience, which means no pain. I 
would want the same. That is why I routinely prescribe a 
brand-name NSAID after refractive and refractive cataract 
surgery. n
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Patients ... do not want pain. 
Simply put, NSAIDs prevent 
pain.”
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