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Clinical Update

Reducing Patient Anxiety
During Surgery

by gabrielle weiner, contributing writer 
interviewing thomas a. oetting, md, steven i. rosenfeld, md,  

and bonnie a. henderson, md

S
everal years ago, Thomas A. 
Oetting, MD, was performing 
cataract surgery with a resi-
dent at the University of Iowa, 
as he had done hundreds of 

times in his career. Toward the end of 
the case, the anterior chamber tempo-
rarily shallowed. Dr. Oetting asked the 
resident what conditions could lead 
to this finding, and “malignant glau-
coma” (aka aqueous misdirection) was 
mentioned briefly. 

The temporary shallowing turned 
out to be insignificant, and the surgery 
was completed uneventfully. But when 
the patient came in for his one-month 
postoperative visit, he asked Dr. Oet-
ting to give it to him straight: “When 
are you going to tell me about my can-
cer?” The patient had heard the word 
“malignant” in the operating room 
and spent the month believing he had 
cancer.

“It was a compelling lesson on how 
important patient communication 
during cataract surgery can be,” said 
Dr. Oetting, “and how easy it is to for-
get, especially in a teaching environ-
ment, that the patient is listening.”

The Patient’s Experience
Given that cataract surgery is generally 
conducted while the patient is awake, 
it’s important to be aware of how intra-
operative conditions and communica-
tion affect the patient’s experience and 
satisfaction. High levels of anxiety can 
lead to restlessness and interfere with 
cooperation, thus affecting outcomes 
as well.

Reinforcing the patient’s confidence 
in the surgical team is one of the best 
ways to minimize anxiety, according 
to Dr. Oetting. “It’s helpful to make 
sure everyone in the operating room 
is on the same page and following the 
same procedures. Everything should 
feel routine, without a lot of questions 
between staff members,” said Dr. Oet-
ting. “That goes a long way toward 
promoting a sense of confidence.”

Steven I. Rosenfeld, MD, at Bascom 
Palmer Eye Institute, uses intravenous 
midazolam whenever possible (in ad-
dition to topical anesthesia with high-
viscosity tetracaine and intracameral 
lidocaine) to keep his patients calm 
and comfortable throughout the sur-
gery. “My patients really appreciate it, 
and, in fact, look forward to it. They 
liken it to having all the benefits of 
being knocked out for a colonoscopy 
without the dreaded bowel prep the 
night before.” 

Another option is preoperative oral 
sedatives. Dr. Oetting uses them at the 
Iowa City Veterans Affairs Medical 
Center, where he is chief of the eye ser-
vice, and reports excellent effects.

According to Bonnie A. Henderson, 
MD, at Tufts University, the amnesia 
related to intravenous midazolam 
makes patient communication all the 
more crucial. “Even if the surgery was 
performed flawlessly, the patient’s per-
ception of the outcome may be colored 
by what he or she remembers from the 
surgery. Patients sometimes recall a 
few words that, when taken out of con-
text, give them the wrong impression 

that something unexpected occurred. 
I frequently have patients suspiciously 
ask if I was even present during the 
procedure.” 

Studies have identified several fac-
tors that influence a patient’s intraop-
erative experience: confidence, pain 
perception, comprehension, memory, 
reassurance, and satisfaction.1 Effec-
tive communication is a common 
denominator in addressing these is-
sues. It begins with a clear informed 
consent discussion a week or so before 
surgery—one that reassures the patient 
but does not trivialize the procedure or 
minimize risk. 

The Preop Counseling Challenge
“It’s the first time for them, but the ten 
thousandth time for you. Somehow, 
you have to muster enthusiasm for the 
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The lights, sounds, and actions that 
cataract surgeons take for granted 
may be frightening to patients.
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preoperative discussion,” said Dr. Oet-
ting. Trying to keep it fresh is not easy. 
Dr. Oetting often challenges himself to 
convey the most information possible 
in the fewest number of words that 
raise the fewest number of questions 
from the patient. 

“Because we spend so much time 
during preop visits discussing the type 
of intraocular lens [IOL] and the logis-
tics of the surgery and follow-up, we 
don’t tend to talk about the intraopera-
tive experience,” said Dr. Rosenfeld. 
But the preoperative discussion is a 
valuable opportunity to set realistic 
patient expectations regarding discom-
fort, level of consciousness, visual sen-
sations, and complications.2 Often this 
can make the patient more confident 
when he or she enters the operating 
room. 

Dr. Oetting is always looking to 
improve his “script” with pithy lines. 
To help dispel misapprehensions about 
what conscious surgery may be like, 
for example, he tells patients that most 
people find the removal of the drape at 
the end to be the worst part, as it may 
be moist and stick to the face a little. 
“That’s something everyone can relate 
to and isn’t a big deal. It goes a long 
way toward allaying fears of what kind 
of discomfort the patient worries he or 
she might be in for.” 

When Dr. Rosenfeld’s patients tell 
him they’re nervous, he usually tells 
them: “The fact of the matter is that 
I get nervous when a patient doesn’t 
get nervous. Your nervousness tells 
me that you understand the risks and 
benefits of what we’re about to do. 
This isn’t like going to a drive-through 
McDonald’s where every hamburger 
is made the same way. Even though 
there’s a 98 percent success rate around 
the country, there’s still risk involved.” 
He assures the patient that he’ll do 
everything in his power to achieve op-
timal results. “We’re in this together,” 
he says.

Verbal Anesthesia
Two common fears patients have 
about cataract surgery are receiving 
insufficient anesthesia and seeing the 
surgeon or surgical instruments com-

ing at the eye. Dr. Rosenfeld recom-
mends emphasizing to your patients 
that the anesthesia will not wear off 
too soon, although immediate action 
can and will be taken in that unlikely 
event. Frequent verbal reassurance 
regarding what sensations (visual or 
otherwise) the patient may be experi-
encing throughout the surgery is also 
essential.

How much information to share 
about what’s happening at each step 
of the surgery depends on the indi-
vidual patient. “Most patients give you 
very clear signals about how much 
they want to know,” according to Dr. 
Rosenfeld. “There are some who want 
to know every detail about what you’re 
doing, and there are some who just 
want to be snowed.” 

It’s usually about fifty-fifty, accord-
ing to Dr. Henderson. “Either way, I 
always warn patients before injecting 
intracameral lidocaine, before insert-
ing the phaco or I&A probe, and be-
fore injecting the IOL,” she said. “This 
allows them to brace themselves for 
any pressure or pain and to avoid any 
abrupt movements.”

Anticipatory reassurance is also 
essential when there is a discussion 
about reloading an IOL, repriming the 
phaco machine, or any other change 
from the normal procedure. “While 
the surgical team understands that 
these types of slight irregularities are 
inconsequential and occur regularly, a 
patient lying on the table may become 
anxious if they believe there is a com-
plication,” said Dr. Henderson.

Dr. Oetting finds that prefacing pa-
tient instructions during surgery with 
a phrase such as “For your safety, I’d 
like you to do x, y, or z,” sets a calm, 
professional tone. An appropriate 
amount of anticipatory reassurance 
balanced with silence provides great 
comfort to the patient, he said.

Nonverbal Comfort
Some anesthesiologists, anesthetists, 
or nurses hold the patient’s hand to 
provide support during surgery. The 
power of this practice cannot be over-
stated, said Dr. Rosenfeld. In one study 
of cataract surgery patients under local 

anesthesia, hand-holding by a nurse 
significantly reduced patient epineph-
rine levels and self-reported intraop-
erative anxiety.3 

Drs. Rosenfeld, Henderson, and 
Oetting all like to have music playing 
in the OR, as it decreases anxiety  
for the patient and surgical team  
alike. New research shows that lis-
tening to soothing music and nature 
soundscapes through headphones can 
significantly reduce anxiety during 
cataract surgery. Embedding “binau-
ral beats” audio (two different pitch 
frequencies, one transmitted into each 
ear through stereo headphones) into 
the music also lowers anxiety, heart 
rate, and blood pressure, according  
to one study.4   n
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Step of cataract surgery What the patient may be thinking Suggestions for what to say

Retrobulbar anesthetic 
injection

Is that a needle? I don’t want to see it going 
into my eye. I thought this wasn’t supposed 
to hurt.

“Look straight up at the ceiling and try to keep 
both eyes open. This is the hardest part of the 
procedure but will make everything else pretty 
easy. You will feel a poke in your eyelid, followed 
by pressure around your eye as the numbing medi-
cine starts to work.”

Draping Will I be able to breathe? “These sheets are to keep the eye clean during 
surgery; it is really just a fancy paper towel so  
you can breathe right through it. Plus, you will 
have a lot of oxygen flowing from this nasal 
cannula. So, really, you will have more air than 
usual.” 

Microscope light It is so bright! How long will this last? “At first the microscope light will be very bright, 
but you will get used to it. We will also give you 
some medicine to make it seem less bright.” 

Lid speculum place-
ment

Am I supposed to keep my eye open? What if 
I blink?

“This is a soft device that keeps your eye open, so 
you don’t have to worry about blinking.”

Incisions When will they really get started? Will it hurt? “We are getting started now, and everything is go-
ing well.”

Intracameral lidocaine That hurts—I thought I was numb! “Here is the rest of the medicine to get you the 
rest of the way numb. You may feel a sting while  
I put it in, but then you will be all the way numb.” 

Capsulorrhexis How is the surgery going?
What’s happening now?

“The surgery is going great. This is a very delicate 
part, and I would like you to hold very still for a 
minute or so.” 

Hydrodissection I can’t follow the light any more; what do I do 
now?

“It may be hard to follow the light now, so just try 
to look up at the ceiling.”

Phacoemulsification What are those funny noises? Are we making 
any progress yet? I feel fluid by my ear; is that 
blood?

“Now we are using the machine that removes the 
cataract. You will hear some funny noises. During 
this part, we use a lot of water, so don’t worry if 
you feel some fluid.”

Cortical removal How much longer? Something seems different; 
is everything okay? What’s happening now?

“The main part of the cataract is out, and we’re 
two-thirds of the way done. We’re just removing 
some of the soft parts of the cataract.”

Placement of intraocu-
lar lens implant

I can see some funny shapes. I am feeling 
some pressure. Am I going to see yellow for-
ever now? What’s the doctor doing now?

“This is the most interesting part, as we are go-
ing to place the artificial lens. You may feel some 
pressure as we place the lens, which will look like 
an amber crystal. Can you see it? It will give you 
very clear vision.” 

Wound closure Wow, that was fast! Why do I need a suture? “We’re nearly done. I’m checking to see if your 
wound can seal itself. It looks like we need to 
place a suture to keep the eye secure. You may 
feel a little poking sensation as we place the 
suture to close the wound. Everything is going 
great.”

End of the case What do I do now? When do I see the doctor 
again? Why is everything so blurry?

“We are all done, and your surgery went great. 
Your vision will be blurry for a few days as the 
drops wear off and the swelling goes away. The 
nurse will review your postop instructions. Thank 
you for holding so still.”

Source: Adapted with permission from Brinton JP, Oetting TA. Patient communication during cataract surgery. July 28, 2011. www.eyerounds.
org/tutorials/Communication-Cataract-Surgery.htm. Note: An expanded version of this table is available online (after Sept. 15) at www.eyenet.org.
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