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SUMMARY 

The outcome of 50 surgical procedures in 41 patients who 
were anticoagulated at the time of surgery were reviewed 
to determine whether anticoagulation was associated 
with an increase in ophthalmic morbidity. Twenty-seven 
patients were receiving warfarin and 14 patients nic­
oumalone. The International Normalised Ratio (INR) 
was determined immediately prior to surgery and ranged 
from 1.1 to 4.9. Thirty-nine operations were performed 
under local anaesthetic and 11 under general anaesthetic. 
Thirty-three patients had extracapsular cataract extrac­
tions with posterior chamber lens implantation. No 
major haemorrhagic complications were associated with 
the local anaesthetic or the surgical procedure. Patients 
on anticoagulation therapy are at risk of life-threatening 
complications if their anticoagulation is stopped or 
reduced. This study demonstrates that most ophthalmic 
surgical procedures can be safely performed whilst the 
patient is therapeutically anticoagulated. 

Many patients undergoing ophthalmic surgery are on 
long-term oral anticoagulation. There are no clear guide­
lines in the literature regarding the management of the 
anticoagulated patient undergoing ophthalmic surgery. 
These patients are often elderly and at risk of life-threaten­
ing thromboembolic complications if their anticoagula­
tion is discontinued.1,2 Ophthalmic surgical procedures 
(with the exception of major lid and orbital surgery) are 
usually associated with minimal blood loss. This study 
investigated patients who remained anticoagulated during 
surgery to determine whether this was associated with an 
increase in haemorrhagic ophthalmic morbidity. 

PATIENTS AND METHODS 

All patients taking oral anticoagulants who were admitted 
to the Manchester Roy al Ey e Hospital for surgery between 
September 1991 and September 1992 were prospectively 
evaluated. Detailed information about each patient was 
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recorded, including age, sex, reason for anticoagulation, 
anticoagulant dosage, type of anaesthesia, operation per­
formed and any complications of the procedure. The Inter­
national Normalised Ratio (INR) was obtained on the day 
prior to surgery. 

RESULTS 

Forty-one patients undergoing 50 surgical procedures 
who were anticoagulated at the time of surgery were 
included in the study. Twenty-seven patients were taking 
warfarin and 14 patients nicoumalone. The reasons for 
anticoagulation are shown in Table I. Eleven patients had 
their oral anticoagulation stopped 1-5 day s prior to sur­
gery but remained anticoagulated as measured by the INR 
on the day before surgery. Fig. 1 shows the INR of the 
patients immediately prior to surgery. 

Twenty-two operations were performed using retro-' 
bulbar anaesthesia, 16 using peribulbar anaesthesia and 1 
patient undergoing vitreoretinal surgery had a combi­
nation of an initial peribulbar injection followed by direct 
intraconal 'top-up' infiltration with a curved lacrimal can­
nula. Eleven operations were performed with general an­
aestheisa. Table II shows the type of surgery performed. 
Those patients undergoing cataract surgery had extra-

Table I. Reasons for anticoagulation 

Medical condition 

Atrial fibrillation 
Heart valve pathology 
Deep vein thrombosis/pulmonary embolism 
Other 

Table II. Type of surgery performed 

No. of patients 

14 
11 

8 
8 

Type of surgery No. of operations 

Extracapsular cataract extraction with posterior 
chamber intraocular lens 33 

Vitreoretinal surgery 8 
Trabeculectomy 5 
Everting lid sutures 2 
Secondary anterior chamber intraocular lens implant I 
Trans-septal orbital biopsy 1 
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Fig. 1. Degree of anticoagulation of patients prior to surgery. 

capsular extractions with a posteriorly placed corneal sec­
tion that just incised the limbal vascular arcades. 

No patient had significant haemorrhagic complications. 
One patient had brisk bleeding from a cataract section but 
no post-operative hyphaema was noted. Three patients 
had small hyphae mas following glaucoma filtration sur­
gery. There were no complications from the adminis­
tration of local anaesthesia. 

DISCUSSION 

Several previous studies have questioned the need for 
stopping oral anticoagulation prior to ocular surgery. 3-6 
Stone et at.l sent a questionnaire to 200 members of the 
American Intraocular Lens Implant Society, looking at 
attitudes to the use of anticoagulation and aspirin over the 
peri-operative period for cataract surgery. They found that 
105 surgeons routinely discontinued anticoagulation 3-5 
day s before surgery. Only 10 surgeons continued with 
anticoagulation. No complications of surgery were 
reported by those surgeons who continued anticoagula­
tion. Two deaths and 7 non-fatal thromboembolic epi-

P. McCORMACK ET AL. 

sodes were reported from those surgeons who withheld 
anticoagulation. 

Our results show that the ophthalmic surgical proce­
dures in this study can be safely performed whilst the 
patient is therapeutically anticoagulated, thereby main­
taining adequate prophylaxis against thromboembolic 
disease. 

Patients having complex lid, lacrimal and orbital sur­
gery were excluded from this study. We would recom­
mend changing to intravenous heparin therapy to facilitate 
more accurate control of anticoagulation during surgery in 
these cases.6 This requires close consultation with the hae­
matologist and physician concerned with the patient's 
care, in order to maintain a minimum safe degree of anti­
coagulation for the shortest possible time during the 
surgery. 

Key words: Anticoagulants, Cataract extraction, Eye haemorrhage, 
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