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RETHINKING TIMING OF THE
FIRST POSTOPERATIVE VISIT

Is a postop day 1 exam really necessary after vitreoretinal surgery?

BY JON ZICK, OSC, anp BRIAN C. JOONDEPH, MD, MPS, FACS

Patients undergoing intraocu-
lar surgery, whether cataract
or vitreoretinal surgery, are
routinely examined on the day
after surgery. This is driven by
concerns of infection, wound
leaks, and elevated intraocular
pressure (IOP). In the vast
majority of cases, the postoperative day 1 (POD1) exam is
unremarkable, especially if the surgery was uncomplicated.

As retina practices become larger and include multiple
office locations sometimes distant from where patients
live or where their surgery was performed, scheduling and
logistics become more challenging. Ideally, patients would
have their POD1 exam with the operating surgeon at an
office close to their home. But with multioffice practices, the
surgeon may be in an office across town or even across the
state, leaving patients with the choice of either a long drive
or seeing a different surgeon whom they do not know.

A postoperative day 2 (POD2) examination may elimi-
nate some of these issues if it allows patients to be seen by
their own surgeon and at a convenient office. The concern
is patient safety: whether skipping the POD1 visit places
patients at increased risk of complications or adverse out-
comes. We undertook a study to answer this question.

STUDY SPECIFICS

A single surgeon (BCJ) in a 12-physician retina-only prac-
tice in metropolitan Denver decided to see some postop-
erative patients on the second postoperative day, rather
than on the first. The decision was made on a case by case
basis and was influenced by scheduling and logistics, not
the actual type of surgery performed or the underlying dis-
ease. A typical scenario was as follows: A patient living in
the south of Denver had surgery in an ambulatory surgery
center (ASC) on that same side of town. The surgeon was
in an office north of Denver on POD1 but worked at the
office attached to the south side ASC on POD2. Having the
exam on POD?2 allowed the surgeon to see his own patient
at an office location that was convenient and familiar for the
patient. Approximately 130 surgical cases were identified for
which the patient had a POD2 exam.
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What Happened on POD1?

On POD1, all patients received a technician phone call to
check on them, review drop and positioning instructions,
and answer any questions. Specifically, all patients were asked
whether they could see their hand moving in front of their
eye and whether they were experiencing any pain or discom-
fort that they would rate as severe. If vision was less than hand
movements or pain was severe, an office visit was scheduled
for that same day.

What Surgeries Were Performed?

The surgical cases were all vitrectomy; a few also included a
scleral buckle. The vast majority of vitrectomies were 23-gauge
and 27-gauge cases. About a third of cases involved membrane
peeling. Half had endolaser, and almost all had either nonex-
pansile gas or air left in the eye. A few had silicone oil. Again,
the decision to see the patient on POD2 rather than on POD1
was not affected by the type of surgery, only by scheduling and
logistic issues. These cases were representative of the types of
surgery performed by the surgeon and by the entire practice.

What Problems Were Encountered?

At POD2 exams, IOP ranged from single digits to mid-
50s mm Hg, with an average of 16 mm Hg. Only one patient
triggered a POD1 office visit based on severe pain identified dur-
ing the technician phone call. That patient was examined in the

AT AGLANCE

« Many surgical specialties see postoperative patients
several weeks after uncomplicated outpatient
surgeries, but the standard for eye surgery is a
postoperative day 1 exam.

« These exams are usually unremarkable, especially if
the surgery was uncomplicated.

Instituted with proper safeguards, a postoperative
day 2 exam could offer greater convenience for
patients without sacrificing safety.



office on POD1 and was noted to have
an IOP of 46 mm Hg, which was treated
with a vitreous gas tap. No other patient
required a POD1 exam. Those with a high
IOP on POD2 were treated medically,
resulting in normalization of IOP.

thalmitis were seen. All patients had a
postoperative course consistent with
their underlying disease and treatment.

WHAT DOES THIS MEAN?

The three main complications occurring acutely after
vitreoretinal surgery are wound leak, elevated IOP, and endo-
phthalmitis. The purpose of the POD1 or POD2 exam is to
identify and treat these complications should they occur.

Wound leak may occur after small-gauge sutureless
vitrectomy. A recent review paper noted that hypotony
(IOP < 6 mm Hg) occurred in 0% to 25% of cases, but it
was transient and typically resolved spontaneously.’ In our
series, only one patient met this criterion for hypotony.
The surgeon’s preference is to suture small-gauge scleroto-
mies only if silicone oil is placed, not for gas or air.

Elevated IOP is known to occur after pars plana vitrec-
tomy (PPV). A series published in 1989 noted that about
a third of patients had acute IOP elevation greater than
30 mm Hg after vitrectomy.? Of note, this was the era of
sutured 20-gauge sclerotomies. The vast majority of vitrecto-
my surgery today is done using small-gauge instrumentation
and a sutureless technique. The advantage of a small-gauge
sutureless sclerotomy is that it can act as a relief valve, allow-
ing expression of gas in the event of elevated IOP.

Endophthalmitis, the third complication of concern, fortu-
nately is quite rare after PPV, with an incidence ranging from
0.03% to 1.55%.3 A large 2-year national surveillance study
in the United Kingdom reported an incidence of 0.058%.3
Endophthalmitis presents, on average, 3 days after vitrec-
tomy, and the vast majority of patients experience pain.*
Presentation on POD1 is rare.*

Thus, it is unlikely that a significant complication will be
missed by examining a patient on POD?2 rather than on
POD1. This is especially the case when a technician phone
call on POD1 is conducted, using the triggers of severe pain
and/or extremely poor vision to immediately schedule a
POD1 examination. This allows patients with significantly
elevated IOP or the potentially rare complication of endo-
phthalmitis to be identified and promptly managed.

It is always possible, albeit unlikely, that a serious complication
might be missed using this strategy to determine whether to
conduct a postoperative visit on day 1 or on day 2. Then again,
if the patient is examined on POD?1, he or she might not be seen
again for another 1 or 2 weeks. IOP elevation may manifest a few
days after surgery if there is gas expansion or a steroid response

POD2 Exam If:

Patient can detect
hand movement

Patient reports no

No cases of wound leak or endoph- E sCVelepaniion

discomfort

on POD1 phone call
with technician.

from postoperative drops. Endophthalmitis
typically appears 3 days after surgery, after
the POD1 exam. When such complications
occur, we rely on the patient reporting
increasing pain or decreasing vision and
being examined promptly, regardless of the
postoperative day.

Advantages of this strategy for the
patient include being seen by the operat-
ing surgeon in a convenient office loca-
tion. Because many vitreoretinal surgical
patients are elderly or may not be com-
fortable driving shortly after surgery, especially with a gas bub-
ble and poor vision in one eye, office visits depend on a family
member or caregiver, meaning two individuals are affected
by the logistics of the postoperative office visit. Physicians are
now being graded on quality, including the “patient experi-
ence of care” of the Institute for Healthcare Improvement’s
Triple Aim.> More flexible scheduling of these visits would
enhance this metric.

FLEXIBILITY IN THE FUTURE?

Most other surgical specialties see postoperative patients
several weeks after uncomplicated orthopedic, plastic, uro-
logic, gynecologic, or general surgical procedures performed
on an outpatient basis. The standard for eye surgery is a POD1
exam. Hopefully more studies such as the one described here
can help to gradually shift the standard of care in a more
patient-friendly direction without sacrificing patient safety. m
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