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Abstract 

 

Purpose: To assess the role of anti-inflammatory medication following cataract surgery on 

the formation of posterior capsular opacification. 

 

Design: Cohort study. 

 

Methods: A retrospective registry analysis of 25,818 consecutive cases who underwent 

cataract surgery between the years 2014 and 2018 at Helsinki University Hospital in Finland. 

Nd:YAG laser capsulotomy rates were compared between patients treated postoperatively 

with topical steroids, non-steroidal anti-inflammatory medications (NSAIDs), or their 

combination. Kaplan-Meier and Cox regression analyses were used. A single eye of each 

patient was included. Main outcomes were confirmed against a second independent dataset. 

 

Results: 13,368 patients were included in the analysis with a mean age of 73.2±9.7 years and 

61.7% were female. Pseudoexfoliation was noted in 10.1% of cases. The mean follow-up 

time was 22.8±15.7 months. Patients were treated with steroid monotherapy (28.9% of 

cases), NSAIDs monotherapy (62.2%), or a combination of both (8.9%). Treatment with 

steroids resulted in significantly lower Nd:YAG capsulotomy rates compared to NSAIDs 

(HR 0.76, 95% CI 0.62-0.93, P=0.009). Treatment with combination therapy of steroids and 

NSAIDs showed no added benefit over steroid monotherapy (HR 1.11, 95% CI 0.68-1.80, 

P=0.674). Cox regression analysis adjusted for patients’ age, gender, pseudoexfoliation, and 

risk stratification remained significantly predictive for lower capsulotomy rates with steroid 

treatment over NSAIDs (HR 0.70, 95% CI 0.52-0.88, P=0.001). 

 

Conclusions: Postoperative treatment with steroids among patients undergoing 

uncomplicated cataract surgery was associated with lower rates of clinically significant 

posterior capsule opacification compared to treatment with NSAIDs alone. Combination 

therapy of steroids and NSAIDs had no added benefit over steroids alone. 
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Introduction 

Cataract surgery is one of the most common surgeries in the world and the most common procedure 

performed in the United States.1 Topical anti-inflammatory drops (steroids and non-steroidal anti-

inflammatory drugs [NSAIDs]) are typically used for one to three months following the operation. 

They suppress the inflammatory reaction and reduce postoperative pain, discomfort and 

complications such as pseudophakic cystoid macular edema.2 

 

Posterior capsular opacification (PCO) remains among the most common complications after 

cataract surgery.3-5 It may cause reduced vision and it is estimated to occur in approximately 5-10% 

of cases.6,7 Although PCO can be easily treated with neodymium-doped yttrium aluminum garnet 

(Nd:YAG) laser capsulotomy, the procedure is associated with additional costs and possible 

complications such as a transient increase in intraocular pressure, lens pitting, lens subluxation and 

retinal detachment.8,9  

 

Most studies aiming at reducing PCO formation have focused on various changes to the shape and 

material of the intraocular lens (IOL).10-12 However, in vitro, ex vivo and animal models have 

suggested that inflammatory mediators play a major role in regulating lens epithelial cell (LEC) 

proliferation associated with PCO formation.13,14 As topical steroids and NSAIDs are common anti-

inflammatory treatments following cataract removal, we aimed to assess Nd:YAG laser 

capsulotomy rates after uncomplicated cataract surgery treated postoperatively by different anti-

inflammatory medications.                      
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Material and Methods 

 

This study was a registry-based retrospective cohort study of consecutive cataract surgeries 

performed at the Helsinki University Hospital, Helsinki, Finland. The study was approved by the 

Helsinki and Uusimaa Hospital District (Research permission §42/2019; HUS/466/2019) and was in 

adherence with the tenets of the Declaration of Helsinki. 

 

Data acquisition  

The study included patients who underwent uncomplicated cataract extraction from 1.1.2014 to 

31.12.2018 at the Helsinki University Hospital. Data was collected from the operating room 

management system (BCB Medical, cataract database, Turku, Finland). 

 

Age, gender, laterality, IOL type and diopter power (D), preoperative risk assessment (according to 

the referral to surgery, graded from 1 to 3), ocular comorbidities (pseudoexfoliation, glaucoma 

[according to the glaucoma medication in the medical records]) and poor mydriasis were 

documented (Table 1). Intraoperative details including use of iris hooks, pupil expansion devises 

and/or capsular tension ring, complications during the surgery and IOL position (anterior chamber, 

sulcus, or capsular bag) were also documented and used for exclusion purposes (Table 1). Diabetes 

(type I or II) and the presence of ocular manifestations such as diabetic maculopathy and 

retinopathy (mild to moderate background retinopathy, severe [pre-proliferative], or proliferative 

[PDR] retinopathy) were documented if the patients had any mention of the following ICD-codes 

[E10.0-E10.9, E11.0-E11.9, H36.00, H36.01, H36.02, H36.03]. Among the included patients, 

N=111 were treated for proliferative diabetic retinopathy (PDR) or diabetic macular edema (DME) 

during their visits between 2014 and 2018 in the Department of Ophthalmology, Helsinki 

University Hospital. 

 

For inclusion purposes, patients were required to have documentation on type of postoperative 

medical treatment received, and the status of Nd:YAG capsulotomy during the follow-up period. 

Exclusion criteria were iris prolapse, anterior / posterior capsule rupture at any stage of the surgery, 

intraocular position other than the capsular bag, IOL power outside 6-30 diopters, or patient age 

under 18 years at the time of the operation. Only cases in which the Tecnis® (Johnson & Johnson 

Surgical Vision Inc., Santa Ana, CA) single�piece acrylic monofocal IOL was used were included, 

in order to remove IOL type as a possible confounder. Excluded were 3.9% of cases in which other 



4 

 

IOLs were used (2.7% were monofocal single-piece AcrySof IQ® (including toric SN6AT IOLs), 

and 1.2% were other IOL types). Only one eye per patient was included in the data analysis. A flow 

chart of the patient inclusion process is presented in Figure 1. 

 

Surgical technique 

The surgical technique was the standard minimally invasive phacoemulsification technique 

(Infinity®/Centurion® Vision System, Alcon Laboratories, Inc., Fort Worth, TX) with a 2.4-2.75mm 

clear corneal incision. A single�piece acrylic monofocal IOL (Tecnis®, Johnson & Johnson 

Surgical Vision Inc., Santa Ana, CA) was implanted into the capsular bag. Surgeries were 

performed by 45 experienced specialist ophthalmologists (20 female and 25 male).  

 

Postoperative Care 

The choice of anti-inflammatory medication was at the discretion of the treating physician. 

Treatment was either with steroids (Pred Forte®, prednisolone acetate 10mg/ml [96.1% of steroids], 

Allergan, Inc. Irvine, CA; or Oftan Dexa®, dexamethasone 1 mg/ml [3.9% of steroids], Santen Oy, 

Tampere, Finland), NSAIDs (Nevanac®, nepafenac 1mg/ml [0.4% of NSAIDs] or 3mg/ml [99.6% 

of NSAIDs], Novartis, Basel, Switzerland), or the combination of both. The length of the anti-

inflammatory treatment was three weeks in 96.2% of the surgeries; in the rest, the treatment was 

longer. No subconjunctival or intracameral anti-inflammatory adjunct treatment was used. 

Indications for Nd:YAG capsulotomy were decreased corrected distance visual acuity and 

decreased visual function caused by PCO. 

 

Statistical analysis 

In order to avoid biases arising from between-eye correlation, a single eye of each patient was 

included15; the eye that was operated on first. Unless otherwise specified, data are presented as 

mean ± standard deviation (SD). Statistical analysis was performed using IBM SPSS Statistics 25 

(SPSS Inc., Chicago, IL). For categorical variables the χ2 test was used. Clinical parameter 

distributions were tested for normality by the Shapiro-Wilk test. Independent T-test was conducted 

for continuous variables with a normal distribution and the Mann-Whitney U-test for variables with 

a non-normal distribution. Kaplan-Meier curves were generated, and Cox regression was used to 

estimate hazard ratios (HR) for Nd:YAG capsulotomy for different treatments. Adjusted HR’s were 

generated controlling for several possible confounders, using the best subset method, including: 

age, gender, existence of pseudoexfoliation, and risk stratification. P-values less than 0.05 on a two-

sided test were considered statistically significant. 
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Second Independent Dataset 

We repeated the analysis using a second independent dataset of 12,555 cataract surgeries as a 

method for confirming the main outcomes. For this purpose a registry of cataract surgeries 

and Nd:YAG laser capsulotomies performed at a different tertiary hospital, Kymenlaakso Central 

Hospital, Ophthalmology Unit, Kotka, Finland, between 1.1.2010 and 31.10.2018 (Supplemental 

Table 1). The anti-inflammatory treatment protocol was revised in the Unit in Autumn 2016 from 

prescribing steroid monotherapy (dexamethasone 1 mg/ml, t.i.d. for a 3-week period following 

surgery, Oftan Dexa®, Santen Oy, Tampere, Finland) to prescribing NSAID monotherapy 

(diclofenac 1 mg/ml, t.i.d. for a 3-week period following surgery, Dicloabak®, Laboratoires Théa, 

Clermont-Ferrand, France) as the primary anti-inflammatory medication. Inclusion and exclusion 

criteria as well as the statistical methods were replicated. The study was approved by the Research 

Director and Chief Medical Officer of the Kymenlaakso Central Hospital and the tenets of the 

Declaration of Helsinki were followed. 
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Results 

 

Baseline variables 

Included were 13,368 eyes of the same number of patients who underwent uncomplicated cataract 

surgery. The mean age of patients was 73.2±9.7 years and 61.7% were female. The right eye was 

operated on in 57.7% of cases. Mean follow-up time was 22.8±15.7 months. Pseudoexfoliation was 

noted in 10.1% of cases, poor mydriasis in 13.9%, a pupil expansion device was used in 7.1% of 

cases and a high preoperative risk assessment (according to the referral to surgery) was noted in 

8.7% of cases. 

 

Per the inclusion criteria, in all cases a monofocal one-piece Tecnis® IOL was used (6.7% were 

preloaded PCB00 in iTec® delivery system). Patients were treated postoperatively with steroids 

alone in 28.9% of cases, NSAIDs alone in 62.2% of cases, or with a combination of both in 8.9% of 

cases.  

 

Nd:YAG capsulotomy rates between steroids, NSAIDs, and their combination  

Overall, 3.5% of eyes required Nd:YAG capsulotomy during the follow-up period, 0.9% at 1-year, 

2.5% at 2-years and 6.1% at 3-years. Treatment with steroids alone compared to NSAIDs alone 

resulted in significantly lower hazard ratios (HR) for Nd:YAG capsulotomy (HR 0.76, 95% CI 

0.62-0.93, P=0.009, 2.3% vs 2.6% at two years, 5.0% vs 7.0% at three years, Figure 2). Treatment 

with combination therapy of steroids and NSAIDs compared to steroids alone showed no added 

benefit (HR 1.11, 95% CI 0.68-1.80, P=0.674, Figure 3).  

 

In Cox regression analysis, steroid monotherapy remained predictive for lower capsulotomy rates 

when compared to NSAID monotherapy, even after adjustment for age, gender, existence of 

pseudoexfoliation, and risk stratification (HR 0.70, 95% CI 0.52-0.88, Figure 4, P=0.001). Cox 

regression analysis adjusted for similar covariates revealed no added benefit of combination 

treatment with steroids and NSAIDs over steroid monotherapy (HR 0.93, 95% CI 0.51-1.35, 

P=0.354). 

 

Secondary analyses 

Patient age was inversely associated with Nd:YAG capsulotomy rates as the HR for Nd:YAG 

among patients older than 65 years was 0.58 (95% CI 0.47-0.71, P<0.001) compared to those ≤65 

years. Female gender was significantly associated with higher capsulotomy rates (HR 1.26, 95% CI 
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1.04-1.54, P=0.018) as illustrated in Supplemental Figure 1. Surgical risk stratification (according 

to referral to surgery), poor mydriasis, use of pupil expansion device, existence of diabetic macular 

edema or proliferative diabetic retinopathy were all not significantly associated with Nd:YAG 

capsulotomy rates (all 95% CI crossing 1.0, P>0.05). Similarly, neither existence of 

pseudoexfoliation nor the type of postoperative topical steroid (dexamethasone vs. prednisolone 

acetate) had any significant association with Nd:YAG capsulotomy rates (all P>0.05). 

 

Although cases with documented iris prolapse were excluded, an independent analysis of this 

factor’s association with PCO formation was carried out. In the entire dataset, iris prolapse was 

documented in 83 cases, among which only one (1.2%) was documented as requiring posterior 

capsulotomy postoperatively. This difference was non-significant compared to the rate of posterior 

capsulotomy among patients without iris prolapse (3.5%, p=0.264). 

 

 

Second independent dataset 

Main outcomes were confirmed against a second dataset, the registry of cataract surgeries 

and Nd:YAG laser capsulotomies performed at Kymenlaakso Central Hospital, Kotka, Finland. 

Included were 12,555 cases, mean age was 75.4±8.6 and 63% were female (supplemental Table 1). 

 

Survival analysis revealed similar results. Eyes primarily treated with steroids (operated on 

between 1.1.2010 - 15.9.2016) had significantly lower rates of Nd:YAG capsulotomies compared to 

eyes primarily treated with NSAIDs (operated on between 16.9.2016 - 31.10.2018) (HR 0.43, 95% 

CI 0.32-0.57, P<0.001). In a Cox regression model, when patient age and gender were included as 

confounders, HR for Nd:YAG capsulotomy for eyes primarily treated with steroids was again lower 

at 0.53 with 95% CI of 0.40-0.70 (P<0.001) compared to eyes primarily treated with NSAIDs. this 

is illustrated in Supplemental Figure 2.  
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Discussion 

 

In this retrospective registry-based study, we assessed the rates of Nd:YAG capsulotomies required 

among patients undergoing uncomplicated cataract extraction treated by different postoperative 

medical regimens. The results show that patients treated with steroids required significantly less 

Nd:YAG capsulotomies than those treated with NSAIDs. In addition, combination therapy of 

steroids and NSAIDs showed no significant advantage over steroids alone. Given the consistency of 

the results after accounting for confounders in multivariant analysis, as well as the replicated results 

in an independent large-scale dataset, and the considerable population size, length of follow-up, and 

detailed registry used, we believe these conclusions to by justified in this case. Nevertheless, these 

results should stimulate a large-scale prospective, rigidly controlled trial to properly address the 

question at hand. 

 

PCO is the most frequent complication of cataract surgery. In recent years several changes made to 

IOL design and material have been able to reduce PCO formation to some degree, yet it remains a 

significant problem.16-18 Several anti-proliferative and anti-inflammatory medications have been 

explored in the past, demonstrating the significant role of inflammation behind the development of 

PCO.17,19 A recent animal model study published by Jiang et al. showed that inflammatory cytokine 

production is involved in the epithelial–mesenchymal transition of residual lens epithelial cells 

(LECs) in the capsular bag and formation of profibrotic myofibroblasts, eventually leading to 

PCO.20 Symonds et al. used a rat lens model and showed that dexamethasone, but not diclofenac, 

resulted in the retention of a monolayer of migratory cells and enhanced cell coverage.21 Mansfield 

et al. used a rat PCO model and showed that introduction of dexamethasone caused rapid formation 

of long, needle-like cells, less extracellular matrix and a monolayerity of cells.22 On the other hand, 

clinical studies on this topic are inconclusive. A two-year prospective randomized control trial in 

Sweden (n=180) showed similar PCO rates in patients using dexamethasone, diclofenac, or a 

placebo for three weeks after surgery.23 In another clinical study, Inan et al. reported the effect of 

intracameral diclofenac injection during the hydrodissection stage compared to placebo in a small 

group of 11 patients, with no significant difference in PCO rates between the groups.24 

 

Previous studies analyzing the role of NSAIDs in the formation of PCO are rather experimental or 

include small sample size that may lack sufficient power. 20-24 Furthermore, the results of these 

piloting studies are contradictory. 20-24 This highlights the importance of real-life evidence with 

proper sample size and follow-up time. It has been suggested that postoperative use of topical 
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NSAIDs may results in prevention of PCO.14,24 At least in the adult cataract surgery, with two 

separate datasets, we did not observe this, even after accounting for potential confounders. 

Conversely, the use of topical NSAIDs seemed to result in higher Nd:YAG capsulotomy rates than 

with steroids. 

 

There is also controversy on the use of NSAIDs vs steroids in the prevention of another cataract 

related complication, pseudophakic cystoid macular edema (PCME).25 A Cochrane review on the 

subject could not definitively comment on the equivalence or superiority of NSAIDs with or 

without steroids versus steroids alone for the prevention of PCME.26 The ESCRS PREMED study 

also did not show a difference in the incidence of clinically significant PCME between topical 

dexamethasone alone and bromfenac alone.27 According to a report by the American Academy of 

Ophthalmology (AAO), although NSAIDs might increase the speed of visual recovery, there is a 

lack of level I evidence that supports the long-term benefit of NSAID therapy to prevent vision loss 

from PCME.26 There are studies that suggest that in diabetic patients, topical steroids in 

combination with NSAIDs reduce the risk for PCME,28 however these are not free of criticism.25 

 

 

An extreme example of PCO development is found in the pediatric population that undergo cataract 

surgery where exaggerated capsular fibrosis is expected. In pediatric population studies, the 

inflammatory evidence for PCO formation is more robust. A recent study by Allam et al. 

demonstrated that when intraocular triamcinolone acetonide (TA) was used at the end of pediatric 

cataract surgery, a significantly lower rate of PCO was found compared to a group without TA.29 A 

similar observation was noted by Gupta et al. reporting significantly lower rates of PCO in 20 

pediatric eyes with intraoperative TA injection.30 Although we did not include pediatric patients in 

our cohort, age was significantly associated with the development of PCO as younger patients 

required more Nd:YAG laser capsulotomies compared to older patients. Pediatric cataract cases 

could potentially have different inflammatory responses and mechanisms behind PCO formation 

compared to adult cataract surgeries. The conclusions of this study should therefore be interpreted 

with caution and cannot be directly generalized to pediatric cases. 

 

In this study, outcomes of patients undergoing cataract extraction were assessed on a registry-based 

population of patients from the Helsinki University Hospital enabling a large-scale, real-world 

comparison between the different treatment regimens. The results show that treatment with steroids 

resulted in lower rates of clinically significant PCO compared with NSAIDs. The PCO preventive 
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effect of steroids could be linked to several mechanisms. The first one is cyclooxygenase (COX) 

inhibition.13,14,19 In vitro, ex vivo and animal models showed that inhibition of COX reduced LEC 

proliferation associated with PCO formation.13,14 The COX enzyme produces several inflammatory 

mediators such as prostaglandins, which in turn induce inflammation and activate anti-apoptotic 

pathways, increasing LEC proliferation.13,14 Both NSAIDs directly and steroids indirectly, inhibit 

COX and this in turn decreases the inflammatory reaction and possibly limits LEC proliferation on 

the posterior capsule.31 While NSAIDs reduce mainly prostaglandins, steroids indirectly inhibit 

leukotriene production as well. Several in vitro, ex vivo and animal model studies showed that 

steroids and NSAIDs affect LEC production and migration differently; however the exact role of 

these anti-inflammatory drugs on PCO pathogenesis is not yet clear.20,21,32 

 

Diabetes has been previously associated with increased severity of PCO, yet our results could not 

confirm this association.33 Another noteworthy finding was that pseudoexfoliation was not 

associated with higher PCO development risk, despite previous studies suggesting such an 

association.34 It is possible that due to the relatively low prevalence of pseudoexfoliation in this 

population, the study was underpowered to detect this association. The higher incidence of 

Nd:YAG capsulotomies among women could be explained by differences between genders toward 

medical care, as some studies suggest that women have higher utilization of health care services.35 

 

The microstructure of Elschnig Pearl proliferation is different than fibrotic PCO. In Elschnig Pearls, 

cells show regular lenslike cellular structure, with globular structures protruding from the capsule. 

The microstructure of fibrotic PCO is characterized by multilayered aggregates of cells surrounded 

by extracellular matrix.36 Our study design does not enable distinguishing between the two. As 

clinically significant PCO was analysed based on the need for posterior capsulotomy, both fibrotic 

PCO and Elschnig Pearl proliferation were inherently included in the analysis. 

 

This study has several limitations. First, given its retrospective design not all possible confounders 

could be accounted for or measured. Among them, surgical variation in capsule and subcapsular 

LEC cleaning, size of anterior capsulotomy, and degree of optic overlap by the capsulotomy, 

particularly given the relatively large number of surgeons (N=45) involved. Second, the incidence 

and degree of PCO was not directly measured but was analyzed based on the need for Nd:YAG 

capsulotomy following surgery, as an estimate of clinically significant PCO. Third, other surgical 

outcomes such as visual acuity postoperatively and prior to capsulotomy were not assessed. Fourth, 

these results should be generalized with caution to populations with dissimilar intraoperative, pre- 
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or postoperative topical treatment regimens. Lack of standardization for agent and length of 

treatment is another limitation. This was intentional, as both type and length were almost uniform 

with over 95% treated with the same steroid, NSAID and for similar periods (as detailed in the 

Methods section). In addition, using real-world treatment patterns could make the outcomes more 

similar to those that can be expected elsewhere. Finally, a control group of patients not treated with 

any anti-inflammatory agent was not available for obvious reasons and so the independent effect of 

each agent could not be assessed. 

 

To conclude, among patients undergoing uncomplicated cataract surgery, postoperative treatment 

with steroids was associated with lower PCO rates compared to treatment with NSAIDs, even after 

adjusting for confounders. Combination therapy of steroids and NSAIDs had no added benefit over 

steroid treatment alone. 
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Figure and Table Legends 

Figure 1. Flow chart of the inclusion process 

Flow chart of the inclusion process for patients following cataract extraction treated with different 

anti-inflammatory medications.  

 

Figure 2. Kaplan-Meier survival plots of posterior capsulotomy free survival for patients treated 

with steroids compared to NSAIDs postoperatively  

Survival plots of patients treated with steroids alone compared to NSAIDs alone. Hazard ratio (HR) 

for Nd:YAG capsulotomy for those treated with steroids (vs. NSAIDs) was 0.76 with 95% 

confidence interval 0.62-0.93, P=0.009. PCO, posterior capsule opacification. 

 

Figure 3. Kaplan-Meier survival plots of posterior capsulotomy free survival for patients treated 

with combination therapy of steroids and NSAIDs compared with steroids alone  

Survival plots of patients treated with combination therapy of steroids and NSAIDs compared to 

steroids alone. Notice the crossing survival curves. Hazard ratio (HR) for Nd:YAG capsulotomy for 

those treated with steroids + NSAIDs (vs. steroids) was 1.11 with 95% confidence interval 0.68-

1.80, P=0.674. PCO, posterior capsule opacification. 

 

Figure 4. Cox regression survival plots of Nd:YAG capsulotomy free survival for patients treated 

with steroids compared to NSAIDs postoperatively 

Cox regression analysis of patients treated with steroids alone compared to NSAIDs alone adjusted 

for age, gender, existence of pseudoexfoliation and risk stratification. Hazard ratio (HR) for 

Nd:YAG capsulotomy for treatment with steroids (vs. NSAIDs) was 0.70 with 95% confidence 

interval 0.52-0.88, P=0.001. PCO, posterior capsule opacification. 
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Table 1. Patient Characteristics  

 

NSAIDs, non-steroidal anti-inflammatory drugs. SD, standard deviation. Nd:YAG, neodymium-

doped yttrium aluminum garnet. *Preoperative risk assessment according to the referral to surgery, 

graded as low, medium, or high. ** Defined by subjective evaluation.  
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Supplemental Figure 1. Kaplan-Meier survival plots of posterior capsulotomy free survival 

according to gender 

Survival plots of patients according to gender following uncomplicated cataract removal surgery. 

Hazard ratio (HR) for Nd:YAG capsulotomy for females was 1.26 with 95% confidence interval 

1.04-1.54, P=0.018. PCO, posterior capsule opacification. 

 

Supplemental Figure 2. Cox regression survival plots of Nd:YAG capsulotomy free survival for 

patients treated with steroids compared to NSAIDs postoperatively of the second dataset 

 

Cox regression analysis of patients treated with steroids compared to NSAIDs adjusted for age, and 

gender. HR for Nd:YAG capsulotomy for treatment with steroids (vs. NSAIDs) was 0.53 with 95% 

CI of 0.40-0.70, P<0.001. PCO, posterior capsule opacification. 

 

Supplement Table 1. Baseline characteristics of the second dataset 

 

Data are given as mean±SD or proportion (%). Dexamethasone (steroid) t.i.d. for 3 weeks or 

Diclofenac (NSAID) t.i.d. for 3 weeks as a primary anti-inflammatory treatment after cataract 

surgery. T.i.d.; three times a day.    

 



 
Table 1. Patient characteristics  

 

Variable 
 
N 

Steroids  NSAIDs  Steroids + 
NSAIDs 

3,860 8,316 1,192 
Age (years) ±(SD) 73.1 (9.6)  73.1 (9.6)  74.3 (10.3)   
Gender (female), n (%) 2,455 (63.6)  5,092 (61.2)  700 (58.7)   
Pseudoexfoliation, n (%) 358 (9.3)  649 (7.8)  340 (28.5)   
High Preop Grade*, n (%) 244 (8.8)  467 (6.7)  231 (22.8)   
Poor Mydriasis**, n (%) 481 (12.5)  1,088 (13.1)  289 (24.2)   
Pupil expansion device, n (%) 285 (7.4)  451 (5.4)  219 (18.4)   
NSAIDs, non-steroidal anti-inflammatory drugs. SD, standard deviation. Nd:YAG, 
neodymium-doped yttrium aluminum garnet. *Preoperative risk assessment according to the 
referral to surgery, graded as low, medium, or high. ** Defined by subjective evaluation.  
 
 





Number at Risk    

Time-point Baseline 12 mo. 24 mo. 36 mo. 48 mo. 

Steroids 3860        2521 1950 1686 1013 

NSAIDs 8316 5863 3247 1527 7 

 





Number at Risk    

Time-point Baseline 12 mo. 24 mo. 36 mo. 48 mo. 

Steroids 3860        2521 1950 1686 1013 

Steroids + 

NSAIDs 

1192 628 226 64 0 

 











Table of Contents Statement 
 
Previous piloting studies analysing the role of NSAIDs in the formation of PCO have shown 
contradictory results. It was suggested that postoperative use of topical NSAIDs may reduce 
formation of PCO. Nevertheless, no large-scale real-life evidence existed to date. In the adult 
cataract surgery, with two separate datasets, no observed protective role of topical anti-
inflammatory NSAIDs was seen over steroids. Conversely, the use of topical NSAIDs 
resulted in higher Nd:YAG capsulotomy rates than with steroids. 
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