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Under the current standard 
of care, the postoperative 
use of topical antibiotics, 
steroids and a nonsteroidal 
anti-inflammatory drug 

(NSAID) after cataract surgery provides 
a comprehensive protective strategy to 
address inflammation, pain, and infection. In 
particular, NSAIDs have been shown to reduce 
inflammation, decrease the incidence of 
cystoid macular edema (CME), and improve 
visual recovery.1-3 Importantly, NSAIDs provide 
effective analgesia by reducing the synthesis of 
prostaglandins, which are mediators of pain 
and inflammation.4 As well, NSAIDs inhibit 
cyclooxygenase enzymes (COX-1 and COX-2) 
which play a critical role in the inflammatory 
process.5 Specifically targeted, NSAIDs provide 
precise and potent inflammatory control, lead-
ing to improved recovery and patient comfort 
versus a less targeted steroid. Due to the 
complementary and overlapping mechanisms 
of action, a combination of both medications 
is preferred to provide comprehensive anti-
inflammatory coverage and reduce the risk of 
postoperative complications, such as CME. 

Standard of care regimens have traditionally 
been delivered topically; however, they can be 
associated with several challenges, including 
compliance, the burden of managing multiple 
drops, and cost concerns. Additionally, 
studies have shown that approximately 93% 
of patients improperly administer eye drops, 
with more prominent misuse in older patients 
and those with ocular surface disease (OSD).6 
In rare instances, topical NSAIDs and steroids, 
particularly those containing preservatives, 
can be toxic to the cornea, resulting in corneal 
melts and worsening OSD.7,8 

Increasing evidence suggests that 
intracameral delivery of NSAIDs at the time 
of cataract surgery is a safe and effective 
alternative to postoperative drop regimens.9 
Multiple studies have shown that intracameral 
NSAIDs reduce inflammation and the 
risk of macular edema, and their synergy 
with steroids is also well-documented.10,11 
Furthermore, studies of OMIDRIA® 
(phenylephrine and ketorolac intraocular solu-
tion) 1% / 0.3% (Rayner) have demonstrated 
intraoperative pupil dilation maintenance, 

control of postoperative inflammation/CME, 
and improvement in patient comfort.10 

C L I N I C A L R O L E O F I N T R A C A M E R A L N S A I D S
Delivery of an NSAID at the time of 

cataract surgery may have several advantages 
over postoperative use. For instance, intra-
cameral NSAIDs help maintain pupil dilation 
during surgery, a critical factor for clear surgi-
cal visualization and ease of lens implantation. 
As well, using an NSAID intraoperatively 
offers immediate pain control and effective 
inflammation management during and after 
the procedure. Topical drops administered 
before or during cataract surgery can quickly 
be washed out; however, as OMIDRIA is 
administered in the BSS, it constantly bathes 
the eye with an intracameral NSAID delivered 
at the site of care.12 

Intracameral NSAIDs can also simplify 
the postoperative care process, potentially 
reducing or eliminating the need for topi-
cal NSAID drops, thereby enhancing patient 
compliance and convenience.9 Intracameral 
delivery may have particular implications for 
patients with pre-existing dry eye or OSD. 
Many topical NSAIDs contain preservatives 
that can intensify surface toxicity, leading to 
tear film disruption, goblet cell damage, and 
further surface compromise.13 Thus, reducing 
the load of topical drops on the ocular surface 
substantially reduces these symptoms and 
improves ocular surface health. 

W H Y O M I D R I A?
OMIDRIA’s unique formulation of phenyl-

ephrine and ketorolac is central to its role in 

cataract surgery. Phenylephrine is an alpha-1 
agonist that maintains intraoperative pupil 
dilation, and consistent mydriasis may reduce 
the risk of intraoperative complications. For 
instance, small pupil size is one of the primary 
risk factors for posterior capsule rupture.14 
Furthermore, using OMIDRIA has been shown 
to reduce the need for pupillary expansion 
devices and lessen surgical time.15,16 Meanwhile, 
ketorolac, a nonsteroidal anti-inflammatory, 
offers pain management, inflammation control, 
and reduction in CME postoperatively.17-19  

Published phase 3 data have proven that 
OMIDRIA is 4 to 6 times more effective in 
miosis prevention than phenylephrine or 
ketorolac alone, with 96% of OMIDRIA-
treated patients having a pupil diameter 
greater than or equal to 6 mm at the start of 
lens implantation.15,20-22 Patient experience is 
also improved, as data supports significantly 
less patient-reported postoperative pain for 
10 to 12 hours with OMIDRIA versus pla-
cebo.12 Additionally, because the intracameral 
delivery of ketorolac in OMIDRIA provides a 
higher aqueous concentration than topical 
drops, the resulting inhibition of COX 
enzymes could potentially have an enhanced 
effect on reducing inflammatory complica-
tions, such as CME or retinal thickening.5,23 

Many surgeons are now looking for effective 
solutions to enhance surgical outcomes and 
patient comfort in reduced drop or dropless 
surgery regimens. Intracameral steroid delivery 
can be achieved through the canalicular 
application of a slow-release steroid, and 
off-label options such as subconjunctival or 
subtenon triamcinolone. OMIDRIA is the 
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only FDA-approved intracameral NSAID. 
In my experience, a dropless regimen of 
subconjunctival triamcinolone and OMIDRIA 
greatly improves patient comfort around the 
time of surgery in comparison to traditional 
protocols with drops alone. 

A postoperative dropless regimen for 
cataract surgery that includes both an 
intracameral steroid and an NSAID can 
provide superior outcomes compared to 
a regimen containing only a steroid. The 
combination approach effectively manages 
and reduces inflammation, which is a common 
postoperative complication. Steroids are 
well-known for their anti-inflammatory 
properties, but when combined with NSAIDs, 
the inflammation control is more robust. 
NSAIDs specifically inhibit cyclooxygenase 
enzymes, which play a significant role in 
prostaglandin synthesis—a key process 
contributing to inflammation and pain. Studies 
have demonstrated that the adjunctive 
use of NSAIDs can lead to better control of 
postoperative macular edema versus steroids 
alone.9,11 The postoperative combination of 
an intracameral antibiotic, steroid, and NSAID 
(OMIDRIA) aligns with modern cataract 
surgery advancements, which aim to enhance 
the patient, surgeon, and clinic cataract surgery 
experience while controlling inflammation as 
well as the traditional standard of care.9 

I M P A C T O N Q O L A N D C L I N I C A L W O R K F L O W 
Eliminating or reducing postoperative drops 

with intracameral NSAID delivery can be 
life-changing for patients. It has been demon-
strated that 95% of patients prefer a dropless 
regimen when compared to traditional drops 
after surgery.9 In fact, many patients arrive for 
their cataract consultation or procedure with 
some trepidation regarding their assumed 
postoperative care and the feasibility of adher-
ing to a complicated drop schedule. I’ve had 
patients with arthritis or neck injuries admit 
they have delayed cataract surgery because 
they simply did not feel they could perform the 
required postoperative drop regimen. 

From the provider perspective, incorporating 
a dropless protocol into cataract surgery 
may have an impact on clinical workflow. 
This allows doctors and technicians to spend 
much less time answering questions about 
drops, educating patients on their use, coach-
ing on adherence, and dealing with payors to 

determine insurance coverage for compound-
ed drops or nonformulary drops. For example, 
recent data published on the use of intracana-
licular dexamethasone inserts demonstrated 
an estimated 50% reduction in time surgeons 
spent educating their patients on postopera-
tive drop use. In addition, the time surgeons 
spent addressing pharmacy calls regarding 
medication use decreased 46%.24 With this 
amount of time saved, clinicians can focus 
more on individualized postsurgical needs.

C O N C L U S I O N
OMIDRIA is a core component of a 

traditional, less drop, or dropless cataract 
surgical regimen. As the only FDA-approved 
intracameral combination NSAID/mydriatic, 
it has been proven to reduce postoperative 
inflammation, maintain intraoperative 
mydriasis, improve ocular surface issues, and 
reduce or eliminate the need for postoperative 
drops.10 Because OMIDRIA is consistently 
infused into the eye throughout cataract sur-
gery, inflammation is controlled before it even 
begins. Furthermore, high-pressure forced 
infusion with OMIDRIA may act as a depot, 
decreasing the need for postoperative NSAIDs.

While it is broadly applicable, less drop or 
dropless cataract surgery with OMIDRIA may 
be particularly beneficial for patients present-
ing with pre-existing OSD. If we can reduce or 
eliminate potentially irritating topical drops 
from postoperative care, we can improve 
both visual outcomes and comfort during the 
healing process so patients can enjoy their 
postoperative journey. In addition, by reduc-
ing postoperative complications through 
surgeon- versus patient-controlled delivery, 
we can regain valuable chair time for both 
physicians and staff. 

In summary, while both traditional and 
dropless cataract surgery regimens offer 
pathways to improved vision, integrating 
OMIDRIA can result in improved patient 
care and surgeon experience. OMIDRIA’s 
unique formulation not only reduces inflam-
mation and pain, enhances patient comfort, 
and maintains optimal surgical conditions, 
it also streamlines clinical workflows. By 
incorporating OMIDRIA as a core component 
of any cataract surgery regimen—whether 
standard of care, drop-light, or fully dropless—
surgeons can achieve superior outcomes, 
enhance patient satisfaction, and reduce the 

burden of postoperative management. The 
ability of an intracameral NSAID to control 
inflammation before it begins, in addition to 
the synergistic effect with steroids, provides 
robust control of pain and inflammation. 
Thus, OMIDRIA is a preferred choice for 
modern cataract surgery. The evidence 
consistently highlights OMIDRIA’s pivotal role 
in elevating the standard of care, optimizing 
both surgical outcomes and the overall 
patient experience.  n
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