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ew things are more surprising to patients than waking from non-ocular

surgery with sudden eye pain, yet this quiet complication is far more

common than most expect. Corneal abrasion is the most common cause

of postoperative visual complaints associated with non-ocular surgery
performed under anesthesia.! While usually minor, this complication can
cause significant discomfort, pain, blurred vision, tearing, and redness in the
eye. This complication could also be alarming to patients who wake up from
a procedure with unexpected symptoms in their eye. In addition to patient
safety concerns, corneal abrasion as a complication of anesthesia can lead to
increased cost due to additional medications,? consultations, increased length
of stay,® and medical malpractice claims and settlements.*

The cornea is one of the most densely innervated tissues in the body, so even
a small, superficial injury can be quite painful. Fortunately, most abrasions
that result from anesthesia are minor and heal within 48-72 hours without
long-term complications.! During general anesthesia, the eyelids may not
close completely; protective blink and tearing reflexes are suppressed; and
the eyes can be exposed to friction from surgical drapes, masks, or inadver-
tent contact by staff.!® Longer procedures, prone or lateral positioning, and
preexisting dry eye disease can increase patients’ risk of corneal abrasions
while under anesthesia.
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A recent publication® from the Anesthesia Patient Safety
Foundation (APSF) highlighted that perioperative cor-
neal abrasion is the most common ocular complication
of non-ocular surgery under anesthesia and can often be
safely managed through structured, anesthesia-led triage
pathways. This prompted a review of reports recently
submitted to the Pennsylvania Patient Safety Reporting
System (PA-PSRS) describing corneal abrasions identified
after non-ocular surgery. Reported consequences included
the need for prescription antibiotic eye drops or ointment,
ophthalmology referrals for follow-up, and placement of
bandage contact lenses.

These events highlight the value of a consistent, evidence-
based approach across the perioperative period, from pre-
venting abrasions in the operating room to recognizing
them early in recovery and managing them appropriately
once identified. Implementation of a standardized corneal
abrasion prevention, treatment, and diagnosis plan has
also been shown to reduce the occurrence or severity of
perioperative corneal abrasion.”®

Prevention

Understanding perioperative risk factors can help identify
patients at higher risk of corneal abrasion. Patient-related
risks include advanced age, dry eye disease, recurrent cor-
neal erosion, previous ocular trauma, contact lens use,?
and prominent eyes.” Procedural risks include general
anesthesia®®; procedures longer than 60-90 minutes; and
operations performed in the prone,® lateral,® or Trendelen-
burg positions.® Dependent-eye exposure,® external globe
pressure,® and head and neck surgeries® also carry a greater
risk. Corneal abrasions can also occur from oxygen mask
trauma, lack of eye protection, postoperative eye rubbing,
or inadequate eyelid closure.!

In addition to understanding risk factors, prevention
strategies include:

e Ask patients to remove contact lenses, eye makeup,
and/or fake eyelashes prior to anesthesia’

e DPlace pulse oximeter on patient’s fourth or fifth digit’

e Ensure complete eyelid closure with tape’ or
lubricating ointment’

e Avoid direct contact between the eyes and surgical
drapes, masks, ID badges, or other equipment®

e Use protective eyewear or shields® for prone,
lateral, or Trendelenburg positioning and for
procedures near the face and head, and check eye
protection during the procedure as part of routine
intraoperative monitoring®’

Patient preparation

An important part of the process to prepare patients for
any procedure is reviewing potential risks, including those
of anesthesia.” Preparing patients who are at average and
higher risk of corneal abrasion by informing them of the
possibility of developing a corneal abrasion can help reduce
the emotional impact that may occur if they emerge from

anesthesia experiencing related symptoms. Awareness of
this risk can also encourage patients to promptly report any
symptoms’ to their postoperative care team, supporting
timely diagnosis, ophthalmology referral if needed, and
appropriate treatment.

Diagnosis and management

When a patient reports eye pain or blurry vision postop-
eratively, prompt evaluation is important to distinguish
between a minor abrasion and one that may require an
ophthalmologic consultation.® In addition to pain and
blurry vision, patients with a corneal abrasion may expe-
rience photophobia and/or a sensation of a foreign body
in the eye.” Historically, topical analgesics or nonsteroidal
anti-inflammatory agents were used routinely for pain con-
trol; however, more recent evidence has shown that these
pain relief agents can delay healing'® and hinder identifica-
tion of worsening symptoms.'»!2 As a result, routine use of
these medications for perioperative corneal abrasion pain
is no longer recommended.'?

Uncomplicated perioperative corneal abrasions can often
be managed without ophthalmologic consult. To ensure
appropriate diagnosis and treatment, some facilities and
professional organizations recommend an anesthesia-led,
antibiotic-based protocol® or other standardized protocol*?
with clear criteria for when ophthalmologic evaluation is
required. Clinicians should refer patients to an ophthal-
mologist if they observe any of the following symptoms:

e Significantly reduced visual acuity® or persistent
visual disturbance®

e Painthat does notimprove or worsens after 24
hours®*?

e DPersistent pain'? lasting longer than 48 hours®
e Failure to achieve epithelial healing by 72 hours®

e Corneal ulceration or infiltrate, or suspected
corneal infection®

e Irregular, fixed, or dilated pupil®

e Suspected penetrating injury or foreign body in
the eye®

e Corneal defect involving stroma®

e Dendritic fluorescein staining®

Combining intraoperative prevention strategies with clear
identification and treatment processes can enhance patient
safety and reduce costs associated with this complication by
minimizing its occurrence and ensuring prompt, appropri-
ate management of perioperative corneal abrasions.

Note

Artificial intelligence (Copilot Chat) was used only to
improve sentence clarity. No AI was used for generation
of original content. The author takes full responsibility for
the accuracy and integrity of the article.

Patient Safety | Vol. 8 No. 2

2026 | 2



References

1. Newman NJ, Roth S. Postoperative Visual Loss After
Anesthesia for Nonocular Surgery: UpToDate. https://
www.uptodate.com/contents/postoperative-visual-loss-
after-anesthesia-for-nonocular-surgery. Updated July
20, 2026. Accessed September 2026.

2. Wipperman JL, Dorsch JN. Evaluation and
Management of Corneal Abrasions. Am Fam Physician.
2013;87(2):114-20. PMID: 23317075

3. Segal KL, Fleischut PM, Kim C, et al. Evaluation

and Treatment of Perioperative Corneal Abrasions. J
Ophthalmol. 2014;2014:901901. doi:10.1155/2014/901901;
PubMed PMID: 24672709; PubMed Central PMCID:
PMCPMC3941207

4. Gild WM, Posner KL, Caplan RA, et al. Eye Injuries

Associated With Anesthesia: A Closed Claims Analysis.
Anesthesiology. 1992;76(2):204-8. doi:10.1097/00000542-
199202000-00008; PubMed PMID: 1736697

5. Kaye AD, Renschler JS, Cramer KD, et al.
Postoperative Management of Corneal Abrasions
and Clinical Implications: A Comprehensive Review.
Curr Pain Headache Rep. 2019;23. doi:10.1007/
$11916-019-0784-y

6. Pyatetsky D, Baqai J. Perioperative Corneal
Abrasions from an Ophthalmologist’s Perspective.
APSF Newsletter. 2026;41. doi:10.66881/apsf.2026N017

7. Porter SB, Chamorro-Pareja N, Boles KS, et

al. A Quality Improvement Project to Decrease
Perioperative and Periprocedural Corneal Abrasions.
J Perianesth Nurs. 2022;37(3):317-20. doi:10.1016/j.
jopan.2021.06.101; PubMed PMID: 35246365

8. Liyew TM, Mersha AT, Admassie BM, et al.

Risk Stratification, Prevention and Management

of Perioperative Corneal Abrasion for Non-Ocular
Surgery: Systematic Review. Ann Med Surg (Lond).
2024;86(1):373-81. doi:10.1097/MS9.0000000000001566;
PubMed PMID: 38222698; PubMed Central PMCID:
PMCPMC10783396

9. Glick DB. Overview of Post-Anesthetic Care for
Adult Patients. UpToDate. https://www.uptodate.com/
contents/overview-of-post-anesthetic-care-for-adult-
patients. Updated May 4, 2026. Accessed September 8,
2026.

10. Leslie L, Liu SH, Kuo IC. Topical Ophthalmic
Anesthetics for Corneal Abrasions: Findings From

a Cochrane Systematic Review and Meta-Analysis.
Commun Med (Lond). 2025;5(1):393. doi:10.1038/s43856-
025-00979-4; PubMed PMID: 40993211; PubMed Central
PMCID: PMC12460648

11. Guidera AC, Luchs JI, Udell IJ. Keratitis,

Ulceration, and Perforation Associated With Topical
Nonsteroidal Anti-Inflammatory Drugs. Ophthalmology.
2001;108(5):936-44. doi:10.1016/s0161-6420(00)00538-8;
PubMed PMID: 11320025

12. Malafa MM, Coleman JE, Bowman RW, Rohrich
RJ. Perioperative Corneal Abrasion: Updated
Guidelines for Prevention and Management. Plast
Reconstr Surg. 2016;137(5):790e-8e. d0i:10.1097/
PRS.0000000000002108; PubMed PMID: 27119941

About the Author

Christine E. Sanchez (chrsanchez@pa.gov) is a research scientist on the Data Science & Research team at the Patient
Safety Authority. She is responsible for utilizing patient safety data, combined with relevant literature, to develop
strategies aimed at improving patient safety in Pennsylvania.

Patient Safety | Vol. 8 No. 2

2026 | 3



