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Objectives
üThe participants will understand which medical conditions preclude 

cataract surgery
üThe audience will know which preoperative tests are needed for patients 

planning cataract surgery
üThe listeners will know how to manage newly discovered atrial fibrillation

Disclosures
I receive payments from the International Anesthesia Research Society for 
editorial work for A&A Practice
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COST OF CATARACTS
Visual impairment 

üImpacts quality of life
üAssociated with:

üCognitive impairment
üHigher mortality

üIncreases:
üFalls
üHip fractures
üCar accidents
üHealthcare utilization
üSocial isolation
üDependency
üNursing home placements

üWaiting >4 months to perform surgery increases complications
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DON’T BE A BARRIER TO CATARACT SURGERY!

üCataract surgeries among most common procedures with anesthesia 
üCataracts are common causes of blindness
üSurgery is only effective treatment of cataracts
üPatients are often elderly with comorbidities
üMost cataracts: topical or regional anesthesia with minimum or no sedation
üMinimal risk of adverse outcomes
üGeneral consensus that cataract surgery is extremely low risk
üThe benefits of sight restoration and preservation are enormous
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DEATH & HOSPITALIZATION: CATARACT 
VS OTHER PROCEDURES
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COMPLICATIONS: CATARACT VS 
OTHER MINOR PROCEDURES
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“IF A PATIENT CAN LIE IN A POSITION THAT ALLOWS THE 
PROCEDURE THERE ARE FEW CONDITIONS OR TEST 

RESULTS THAT PRECLUDE CATARACT SURGERY“

üBenefits of sight restoration are enormous
üCataract surgery extremely low risk
üNo greater risk than ”getting a haircut”
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VAST majority of cataract surgery in free-standing ambulatory centers
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E   SPECIAL ARTICLE

Preoperative Care for Cataract Surgery: The Society 
for Ambulatory Anesthesia Position Statement
BobbieJean Sweitzer, MD, FACP, SAMBA-F, FASA,*  Niraja Rajan, MD,†  Dawn Schell, MD,‡   
Steven Gayer, MD, MBA,§  Stan Eckert, MD,∥ and  Girish P. Joshi, MBBS, MD, FFARCSI¶      

Cataract surgeries are among the most common procedures requiring anesthesia care. 
Cataracts are a common cause of blindness. Surgery remains the only effective treatment of 
cataracts. Patients are often elderly with comorbidities. Most cataracts can be treated using 
topical or regional anesthesia with minimum or no sedation. There is minimal risk of adverse 
outcomes. There is general consensus that cataract surgery is extremely low risk, and the ben-
e!ts of sight restoration and preservation are enormous. We present the Society for Ambulatory 
Anesthesia (SAMBA) position statement for preoperative care for cataract surgery. (Anesth 
Analg 2021;133:1431–6)

GLOSSARY
ACC/AHA = American College of Cardiology and American Heart Association; ASA-PS = American 
Society of Anesthesiologists physical status; ASC = ambulatory surgery center; CIED = cardiac 
implantable electronic device; CMS = Centers for Medicare and Medicaid Services; DAPT = dual 
antiplatelet therapy; ICD = implantable cardioverter de!brillator; POQI = Perioperative Quality 
Initiative; SAMBA = Society for Ambulatory Anesthesia; TIA = transient ischemic attacks

More than 20 million cataract extractions are 
done worldwide yearly. Visual impair-
ment impacts quality of life; increases falls,1 

hip fractures,2–4 car accidents,5–11 health care utiliza-
tion,12–14 social isolation, dependency, and nursing 
home placements15; and is associated with cognitive 
impairment.16–18 It is also associated with higher mor-
tality.19,20 Waiting more than 4 months to perform cata-
ract surgery after it is clearly indicated is associated 
with increased complications.21

Ophthalmic patients are often elderly with 
comorbidities which constantly threaten well-being. 
Diseases such as diabetes, hypertension, obesity, 
smoking, and systemic steroid use increase the risk 

of cataracts.22 If a patient can lie in a position that 
allows the procedure, there are few conditions or 
test results that preclude cataract surgery.23 In spite 
of evidence debunking the utility of testing before 
cataract surgery, studies suggest that medical test-
ing and the use of medical consultations before cata-
ract surgery continue to increase.24,25 Similarly, it has 
been emphasized that before delaying cataract sur-
gery, one must consider vision loss, increased rates 
of falls and hip fractures, and reduced quality of 
life with continued cataracts. Cataract procedures 
are typically done with topical local anesthetics and 
minimal or no sedation. Cataract surgery has mini-
mal physiological stress, no blood loss, !uid shifts, 
or need to interrupt chronic medications. Cataract 
surgery patients have a 0.014% chance of dying, and 
it is unlikely that risk can be lowered.26 Nevertheless, 
suitability of American Society of Anesthesiologists 
physical status (ASA-PS) IV patients in a free-
standing ambulatory surgery center (ASC) remains 
controversial.

In response to requests from members of the 
Society for Ambulatory Anesthesia (SAMBA), a posi-
tion statement concerning the safe preoperative care 
of patients undergoing cataract surgery was devel-
oped. To ensure that the recommendations maintain 
patient safety and have clinical validity in an ambu-
latory setting, the balance between the bene"ts and 
risks of cataract surgery were considered. Other oph-
thalmologic procedures are beyond the scope of this 
article.
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DOES PREOPERATIVE TESTING OFFER BENEFITS 
TO PATIENTS BEFORE CATARACT SURGERY?

üCMS dropped requirement for H&P before outpatient surgery
üNo benefit of routine testing before cataract surgery 
üTests are indicated ONLY for severe medical problems that warrant 

evaluation even without surgery  
üThe 2014 ACC/AHA guideline on perioperative cardiac evaluation 

specifically states: “cardiac risk assessment should not be done before very 
low risk surgeries such as cataract surgery”

üSAMBA recommends: No testing before cataract surgery

J Am Coll Cardiol 2014;64:e77-
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In 2000:
ü19,000 cataract surgeries 

at 9 centers
ü“no routine testing group” 

vs “routine testing group”
üECG, CBC, electrolytes, 

glucose, BUN, creatinine)
üConclusions:  Routine tests 

before cataract surgery do 
not increase safety

N Engl J Med 2000;342:168-
JAMA Intern Med 2014;174:380-
N Engl J Med 2015;372:1530-
JAMA Intern Med 2022;doi:10.1001/

BARRIERS & WASTE FOR CATARACT SURGERY 

Copyright 2014 American Medical Association. All rights reserved.

Rural status was determined by linking the patient’s resi-
dential zip code to its Rural-Urban Commuting Area code9;
these were aggregated into 4 categories: urban, large rural city,
small rural town, and isolated rural town. The patient’s zip code
was also used to assign patients to 1 of the 306 hospital refer-
ral regions (HRRs)10(pp19-35) and to 1 of the 4 major US regions
as designated by the US Census Bureau.

Analysis
To examine time trends in preoperative consultations from
1995 to 2006 while accounting for any simultaneous tempo-
ral changes in patient-level characteristics, we fit a multivari-
able logistic regression model based on the entire 1995 to 2006
sample. The model adjusted for age, sex, race, comorbidities
(Charlson comorbidity index), and rural/urban residence sta-
tus. Calendar year was modeled as a categorical variable. Gen-
eralized estimating equations with robust sandwich variance
estimates were used to account for correlation within HRRs.
From the model, we estimated marginal predicted probabili-
ties of preoperative consultation in the Medicare population
by calendar year.

Using the subgroup of individuals who underwent sur-
gery from 2005 to 2006, we conducted bivariate analyses to
compare characteristics of patients who did or did not
undergo preoperative consultation, calculating absolute
standardized differences in addition to 2-sample Student t
tests and χ2 tests. An absolute standardized difference
greater than 10% is considered to represent meaningful
imbalance.11 We also characterized the timing of consulta-
tions over the period preceding surgery, using frequency
distributions by day, starting from 42 days prior to cataract
surgery.

Hierarchical random intercept multivariable logistic re-
gression models were used to determine the adjusted asso-
ciation of potential explanatory factors with preoperative con-
sultation. In these models, HRR was treated as a random effect.

Fixed-effect variables in the model included patient charac-
teristics (age, sex, race, rural/urban residence status, Charl-
son comorbidity index), surgical setting, anesthesia provider
type, and geographic region (Northeast, Midwest, South, West).
Age was categorized into 3 groups (66-74, 75-84, or ≥85 years),
whereas race was classified as African American vs other. In
the primary analysis, we excluded the few observations
with missing values for rural/urban residence status, surgi-
cal setting, and geographic region. Because the frequency of
missing values for anesthesia provider type was not negli-
gible (11%), a category for missingness (unknown) was cre-
ated for this variable. We examined the influence of all vari-
ables with missing values (ie, rural/urban residence status,
surgical setting, anesthesia provider, geographic region)
using multiple imputation.

The hierarchical regression model allowed us to compare
the relative importance of individual HRRs in predicting re-
ferral for preoperative consultation. We characterized vari-
ability between HRRs using the median odds ratio (OR).12 The
OR is interpreted as the median value obtained when compar-
ing the adjusted odds of undergoing consultation if 2 individu-
als with the same fixed effects had cataract surgery in 2 ran-
domly chosen HRRs. Because it always involves comparisons
of higher-ranked vs lower-ranked HRRs, the median OR al-
ways has a value of 1 or greater. It characterizes heterogeneity
across HRRs, is adjusted for patient-level covariates, and may
be directly compared against ORs of fixed-effect patient-
level characteristics. For example, a value of 1.50 suggests 50%
higher odds of receiving preoperative consultation if the same
patient had surgery at one randomly selected HRR as op-
posed to another.

For all models, a 2-sided α level of .05 was required for sta-
tistical significance. The statistical software Stata, version 13
(StataCorp), was used for all analyses.

Results
Overall Study Population and Temporal Trends in Frequency
of Consultation
We identified 556 637 patients in our Medicare sample as
having undergone a first cataract surgery between 1995 and
2006. The characteristics of the entire 1995 to 2006 cohort
are presented in the online supplementary material (see
eTable 1 in Supplement). The overall proportion of patients,
in the entire cohort, that was provided a preoperative con-
sultation was 14%. The frequency of preoperative consulta-
tion increased over the 12-year period from 1995 to 2006.
The unadjusted probabilities of consultation in 1995, 1998,
2001, 2004, and 2006 were 11.0%, 11.3%, 12.8%, 17.8%, and
18.4%, respectively. The adjusted probabilities, with associ-
ated 95% CIs, of consultation for each year are presented in
Figure 1.

The overall increase in frequency of consultation was sta-
tistically significant (P < .001, test of linear trend) and was es-
pecially pronounced over the period 1999 to 2006, during which
the unadjusted relative increase in probability of consulta-
tion was 61%.

Figure 1. Adjusted Probability of Preoperative Consultation
by Calendar Year
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Circles represent the adjusted probability of preoperative consultation by
calendar year, and vertical bars denote 95% CIs computed using robust variance
estimation.

Research Original Investigation Medicare Patients Undergoing Cataract Surgery

382 JAMA Internal Medicine March 2014 Volume 174, Number 3 jamainternalmedicine.com

Copyright 2014 American Medical Association. All rights reserved.

Downloaded From: http://archinte.jamanetwork.com/ by a University of Chicago Libraries User  on 10/13/2014

11



THE VALUE OF ROUTINE PREOPERATIVE 
MEDICAL TESTING BEFORE CATARACT SURGERY

2015 & 2022: 
üTesting and MD visits 

before cataract surgery 
are common

üStrongly associated 
w/provider practice 
patterns

üBut not patient needs

N Engl J Med 2000;342:168-
N Engl J Med 2015;372:1530-

12

n engl j med 372;16 nejm.org April 16, 20151534

T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

Variation among Providers

There was substantial variation among ophthal-
mologists in the use of preoperative testing and 
office visits (Fig. 2). Of the 9253 ophthalmolo-
gists who operated on five or more patients in 
2011, more than one third (36%) ordered preop-
erative testing for 75% or more of their patients, 
and 8% ordered testing for every patient. This 
36% of ophthalmologists collectively treated 
only 26% of patients, but their patients account-
ed for 84% of all testing above the baseline 
mean. The variation in preoperative office visits 
was similar in magnitude and paralleled that of 
testing across providers.

Predictive Models
The ophthalmologist performing the surgery 
was the strongest predictor of testing, with a 
median odds ratio of 2.94 (i.e., the odds of test-

ing between two typical ophthalmologists varied 
by a factor of almost three). As compared with 
patients undergoing surgery in ambulatory sur-
gery centers, patients undergoing surgery in hos-
pital outpatient departments had higher odds of 
testing (odds ratio, 1.30) (Table 2) but lower 
odds of office visits (odds ratio, 0.86) (Table S6 
in the Supplementary Appendix).

In our models of preoperative testing, dis-
crimination (as measured by the C-statistic), 
which captures how well the variables included 
in each model distinguish between patients who 
undergo preoperative testing and those who do 
not, ranged from 0.60 to 0.85 (Fig. S1 in the 
Supplementary Appendix). The model that in-
cluded only patient baseline characteristics had 
a C-statistic of 0.60. A model with the ophthal-
mologist as the only variable had a C-statistic of 
0.78. The addition of all other variables from 

Figure 1. Preoperative Testing during the Preoperative Month as Compared with Baseline.

Panel A shows the percentage of Medicare beneficiaries who underwent testing, stratified according to the number of tests performed. 
Among all beneficiaries, 13% had one test, 11% had two tests, 10% had three tests, 7% had four tests, and 13% had five or more tests 
during the preoperative month; the corresponding mean percentages of beneficiaries who had these numbers of tests during the base-
line period were 10%, 8%, 5%, 3%, and 7%. The proportion of beneficiaries who did not undergo any testing decreased from 67% dur-
ing the baseline period to 47% during the preoperative month. We calculated the baseline percentages by averaging the percentage of 
beneficiaries undergoing the specified number of tests each month over the 11-month baseline period. Panel B shows the mean num-
ber of tests and office visits per beneficiary per month. Patients underwent a mean of 1.09 tests per beneficiary per month during the 
11-month baseline period, as compared with 1.81 tests per beneficiary in the preoperative month — a 66% increase. Office visits in-
creased by 63%, from 0.43 visits per beneficiary per month during the baseline period to 0.70 visits per beneficiary in the preoperative 
month. The total number of beneficiaries in the denominator includes all patients in the cohort. The number of tests includes only tests 
commonly requested for a preoperative evaluation (complete blood count, chemical analysis, coagulation studies, urinalysis, electrocar-
diography, echocardiography, cardiac stress tests, chest radiography, and pulmonary-function tests). The number of office visits includes 
only office visits to providers commonly asked to give preoperative clearance (general practice, anesthesiology, cardiology, family prac-
tice, internal medicine, and geriatric medicine physicians, nurse practitioners, and physician assistants). Office visits to ophthalmolo-
gists or optometrists were not included. Panel B was created with data from the subgroup of beneficiaries with 6 months of follow-up 
after the index surgery (222,741 patients), to show that testing levels returned to baseline after the index surgery. The percentage of test-
ing and office visits during the baseline period and preoperative month in this subcohort were virtually identical to the results in the full 
cohort.
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2011

$4.8 mil (42%)

$12.4 mil (78%)



WHICH COMORBIDITIES WARRANT 
DELAY OF CATARACT SURGERY?

üMI (uncomplicated) <30 days; complicated MI <60 days
üPCI without stenting <14 days or with stents <30 days
üArrhythmias with hemodynamic compromise (VT, AF with RVR) 
üDecompensated heart failure
üAcute serious pulmonary conditions (Pneumonia, URI with active symptoms, 

PE <3 months)
üRecent severe neurologic conditions (altered mental status, stroke or TIA <3 

months, uncontrolled epilepsy, increased ICP) 
üMalignant HTN (acute end-organ damage, typically kidneys, brain or heart)
üDKA or hyperosmolar hyperglycemic nonketotic syndrome

13
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CAN PATIENTS WITH CORONARY 
STENTS HAVE CATARACT SURGERY 

REGARDLESS OF TIMING OF STENTS?

üThe ACC/AHA recommend that elective surgery be postponed for 30 days 
after BMS implantation and 6 months after DES implantation

üMany argue this does not apply to cataract surgery if DAPT are continued
üCataract surgery elicits a minimal local inflammatory response 
üSAMBA recommends: Patients with coronary stents delay cataract 

surgery 30 days after PCI.  DAPT should not be interrupted

14
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DOES NEW ONSET DOS ATRIAL FIBRILLATION 
WARRANT CANCELLATION OF CATARACT SURGERY?

üPatients should receive early evaluation & management of AF postoperatively
üSAMBA recommends: Cataract surgery should not be delayed for newly 

discovered atrial fibrillation if asymptomatic with stable hemodynamics

15
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DOES HYPERTENSION WARRANT 
CANCELLATION OF CATARACT SURGERY?

üHTN among most common reasons for cataract surgery to be postponed
üThere is little evidence that HTN increases adverse events in patients 

having cataract surgery
üDon’t ask; don’t tell; don’t measure (my advice; not SAMBA’s)

üDo not measure BP unless you think its too low
üSAMBA recommends: Cataract surgery be delayed only for patients with 

malignant hypertension defined as elevated blood pressures with acute 
end-organ damage

Anaesthesia 2016; 71: 326–3
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DOES HYPERGLYCEMIA WARRANT 
CANCELLATION OF CATARACT SURGERY?

üNo evidence to support delaying cataract surgery for any specific 
blood glucose or hemoglobin A1c

üDon’t ask; don’t tell; don’t measure (my advice; not SAMBA’s)
üDo not measure BS unless you think its too loW
üSAMBA recommends: only delaying cataract surgery in patients with 

evidence of ketoacidosis or hyperosmolar hyperglycemic nonketotic 
syndrome or significant hypoglycemia

17
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CAN AN ASA-PS 4 PATIENT SAFELY 
UNDERGO CATARACT SURGERY?

üWhile adverse events are higher in patients with medical 
comorbidities, cataract surgery is an extremely low risk and highly 
beneficial procedure

üSAMBA recommends: ASA-PS 4 patients with stable co-morbidities 
who can tolerate cataract surgery with topical or regional anesthesia 
and no or minimal sedation can safely undergo cataract surgery 

JAMA Intern Med 2022;doi:10.1001/
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DOES GENERAL ANESTHESIA COMPARED TO 
TOPICAL WITH OR WITHOUT SEDATION ALTER 

THE RISKS OF CATARACT SURGERY?

üNo robust studies compare risk of cataract surgery with GA to no GA
üOlder studies assessing stress response of GA do not compare to current 

techniques such as use of supraglottic devices, spontaneous breathing, 
opioid-sparing, minimal depth of anesthesia and topical anesthesia 

üRisks of most procedures do not differ based on type of anesthesia 
üIt is unlikely that there is a substantial difference in risk when general 

anesthesia is provided for cataract surgery

19
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“If a patient can lie in a position that allows the procedure there are few 
conditions or test results that preclude cataract surgery“

Can patient get to the facility and lie flat for 30-45 min?
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Cataract surgeries are among the most common procedures requiring anesthesia care. 
Cataracts are a common cause of blindness. Surgery remains the only effective treatment of 
cataracts. Patients are often elderly with comorbidities. Most cataracts can be treated using 
topical or regional anesthesia with minimum or no sedation. There is minimal risk of adverse 
outcomes. There is general consensus that cataract surgery is extremely low risk, and the ben-
e!ts of sight restoration and preservation are enormous. We present the Society for Ambulatory 
Anesthesia (SAMBA) position statement for preoperative care for cataract surgery. (Anesth 
Analg 2021;133:1431–6)

GLOSSARY
ACC/AHA = American College of Cardiology and American Heart Association; ASA-PS = American 
Society of Anesthesiologists physical status; ASC = ambulatory surgery center; CIED = cardiac 
implantable electronic device; CMS = Centers for Medicare and Medicaid Services; DAPT = dual 
antiplatelet therapy; ICD = implantable cardioverter de!brillator; POQI = Perioperative Quality 
Initiative; SAMBA = Society for Ambulatory Anesthesia; TIA = transient ischemic attacks

More than 20 million cataract extractions are 
done worldwide yearly. Visual impair-
ment impacts quality of life; increases falls,1 

hip fractures,2–4 car accidents,5–11 health care utiliza-
tion,12–14 social isolation, dependency, and nursing 
home placements15; and is associated with cognitive 
impairment.16–18 It is also associated with higher mor-
tality.19,20 Waiting more than 4 months to perform cata-
ract surgery after it is clearly indicated is associated 
with increased complications.21

Ophthalmic patients are often elderly with 
comorbidities which constantly threaten well-being. 
Diseases such as diabetes, hypertension, obesity, 
smoking, and systemic steroid use increase the risk 

of cataracts.22 If a patient can lie in a position that 
allows the procedure, there are few conditions or 
test results that preclude cataract surgery.23 In spite 
of evidence debunking the utility of testing before 
cataract surgery, studies suggest that medical test-
ing and the use of medical consultations before cata-
ract surgery continue to increase.24,25 Similarly, it has 
been emphasized that before delaying cataract sur-
gery, one must consider vision loss, increased rates 
of falls and hip fractures, and reduced quality of 
life with continued cataracts. Cataract procedures 
are typically done with topical local anesthetics and 
minimal or no sedation. Cataract surgery has mini-
mal physiological stress, no blood loss, !uid shifts, 
or need to interrupt chronic medications. Cataract 
surgery patients have a 0.014% chance of dying, and 
it is unlikely that risk can be lowered.26 Nevertheless, 
suitability of American Society of Anesthesiologists 
physical status (ASA-PS) IV patients in a free-
standing ambulatory surgery center (ASC) remains 
controversial.

In response to requests from members of the 
Society for Ambulatory Anesthesia (SAMBA), a posi-
tion statement concerning the safe preoperative care 
of patients undergoing cataract surgery was devel-
oped. To ensure that the recommendations maintain 
patient safety and have clinical validity in an ambu-
latory setting, the balance between the bene"ts and 
risks of cataract surgery were considered. Other oph-
thalmologic procedures are beyond the scope of this 
article.
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