
 

 

February 21, 2018  
 
 
John S. Yao, MD, MPH, FACP  
Staff VP Medical Policy Development  
Office of Medical Policy & Technology Assessment  
Anthem, Inc.  
20 Monument Circle  
Indianapolis, IN 46204  
 
 The Outpatient Ophthalmic Surgery Society (OOSS) is a 
professional medical association representing over 1,300 
ophthalmologists, nurses, and administrators who specialize in providing 
high-quality ophthalmic surgical services in cost-effective ambulatory 
surgical centers (ASCs). OOSS was established in 1980 by the pioneers 
of the first ophthalmic ambulatory surgery centers in the U.S. and has 
enjoyed a longstanding history of working with Congressional and 
Executive Branch policy-makers and regulators, as well as commercial 
carriers, to encourage and guide innovation in ambulatory surgery while 
ensuring the safest, highest quality, most affordable and accessible 
surgical care available to patients. 
 
 In the spirit of ensuring that our patients receive optimal quality 
care that minimizes threats to patient health and safety, we must express 
serious concerns regarding updated Clinical UM Guideline CG-MED-
60, which would substantially limit the ability of ASCs to utilize 
moderate sedation, monitored anesthesia care (MAC), and general 
anesthesia.  We vehemently contest the underlying premise of the 
Guideline that any sedation other than topical, regional, or local 
anesthesia is not medically necessary except with respect to the very 
limited exceptions noted in the Guideline, i.e., pediatric cases, patients 
requiring an anticipated complex or long surgery, patients unable to 
communicate or cooperate, or those with histories of problems with 
anesthesia.  The Guideline reflects a misguided view of the complexity of 
cataract surgery, the relative training and skill sets of the ophthalmic 
surgeon and anesthesia provider, and the unique characteristics and health 
status of the typical cataract patient.  Therefore, we respectfully 
recommend that the Guideline be immediately rescinded. 
 
 Virtually all of our members utilize anesthesia professionals who 
are responsible for sedation, with or without regional anesthesia, and 
physiologic monitoring and treatment of any medical problems on all of 
their patients.  The reason for this: the cataract procedure is complex and 
requires the full attention in the operating room of the surgeon and 



 

 

nursing staff.  The clinical literature and our experience demonstrate that 
the presence of an anesthesiologist or CRNA is the standard of care. The 
Guideline appears to conclude that the vast majority of cataracts are 
“routine” and that the administration of IV sedation is, hence, medically 
unnecessary.   Perhaps of even greater concern, the Guideline seems to 
suggest that sedation may at times be necessary but that the 
ophthalmologist should be responsible not only for surgical treatment but 
also for sedation, monitoring and treatment of any physiologic problems 
like hypertension, arrhythmias, tachycardia or bradycardia, 
hypoventilation, hypoxemia, hypo or hyperglycemia and anything else 
that might occur pre-operatively, intra-operatively, and post-operatively. 
 
 This assumption is seriously flawed.  While cataract 
complications are infrequent, they can be vision- and life-threatening, and 
despite the meticulous care and preoperative assessment provided by the 
surgical team, it is generally unknown in advance whether and which 
complications are likely or not to occur.  In 2015, our Society conducted 
a study that engaged 170 ophthalmic ASCs (representing over 400,000 
cases) to assess comorbidities in our patients.  The results:  94 percent 
presented with multiple comorbidities (including 65 percent with 
hypertension) and 65 percent were taking at least five medications.  
Therefore, virtually all cataract patients are potentially at risk for intra-
operative complications. As the surgeon’s gaze and attention are focused 
through an operating microscope, he or she is simply not in a place to 
divert attention away to the patient’s systemic needs during the surgical 
procedure.   
 
 We acknowledge as well that ophthalmologists lack the requisite 
training, experience, and expertise in sedation, physiologic monitoring, 
and treatment of non-ophthalmic medical problems.  Optimal standards 
of care and patient health and safety require that we continue to rely on 
anesthesia personnel to be responsible for these very important functions 
during cataract surgery.   
 
 OOSS also strenuously object to Anthem’s misinterpretation of 
the American Academy of Ophthalmology’s Preferred Practice Pattern 
(PPP) for cataract surgery.  The PPP states:  “Cataract surgery may be 
performed using a variety of anesthesia techniques that include local 
(regional) anesthesia (e.g., retrobulbar, peribulbar, sub-Tenons injection, 
intracameral, and topical) and occasionally general anesthesia.” Anthem 
seems to rely on this language as a basis for its new policy.  Yet, the PPP 
goes on to state: “Intravenous (IV) sedation is commonly used to 
complement the anesthesia in order to optimize the patient’s surgical 
experience and cooperation. . . General anesthesia may be utilized if 



 

 

needed for patients with medical, psychosocial, or surgical indications.” 
Importantly, the PPP notes further that “Monitoring during administration 
of anesthesia and surgery generally includes using a heart monitor, pulse 
oximetry, and measurement of blood pressure and respirations.  These 
should be performed by personnel (other than the operating 
ophthalmologist) qualified to monitor and manage the patient’s systemic 
status.” (Emphasis added)  Contrary to the Guideline, the PPP does not 
suggest that levels of sedation that are more intensive than topical, 
regional, or local are not medically necessary. 
 
 The policy incorporated with the Guideline is misguided and 
potentially threatens the health and safety of cataract patients.  We 
strongly recommend that Anthem immediately rescind Clinical UM 
Guideline CG-MED-60. 
 
Sincerely, 
 

 
Jeffrey Whitman, M.D. 
President 
	
	
	
	
	
	
	
	
	
	


