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By Erin Murphy, 
Contributing 
Editor

We’re the ones 
who know what’s 
becoming available 
clinically, such as 
new technologies 
and medications. 
These innovations 
can impact patient 
care and improve 
the outcome of  
surgical proce-
dures, which in 
turn may affect 
staffing and  
scheduling.” 

“

  — Eric D. Donnenfeld, MD, 
medical director of TLC Laser Centers 

in New York and Connecticut 

OASC | KEYS TO SUCCESS



 T
he Ophthalmic ASC posed 
this question to three  
successful surgeons: What 
are you doing that helps 
you, your practice and your 

surgery center thrive? Their answers 
ranged from punctuality to humility, 
laced with large doses of high standards 
and professional drive. 

If you admire their success, you 
might consider adopting their success-
ful habits.

POSITIONING THE PRACTICE

 1 Show and share leadership Accord- 
ing to Eric D. Donnenfeld, MD, medi-
cal director of TLC Laser Centers 

in New York and Connecticut and a 
founding partner with Ophthalmic 
Consultants of Long Island and 
Connecticut, when you’re building a 
practice or an ASC, success starts with 
strong leadership. “As part of the phy-
sician leadership, I’m committed to 
making the center a success not just 

for doctors, but also for our staff and 
everyone who walks through our doors. 
My colleagues and I are experienced in 
running large practices, and we work 
every day to make sure that everyone in 
our ASC understands and supports our 
priorities and participates in our strate-
gies,” he explains. 

Part of leadership is knowing when 
and how to delegate. Dr. Donnenfeld’s 
ASC has a full-time CEO who is 
committed to making it successful 
through careful oversight and analy-
sis while building relationships with 
vendors, surgeons and staff. However,  
Dr. Donnenfeld feels that doctors need 
to drive decisions. 

“We’re the ones who know what’s 
becoming available clinically, such as 
new technologies and medications. 
These innovations can impact patient 
care and improve the outcome of sur-
gical procedures, which in turn may 
affect staffing and scheduling,” he says. 
“The physician leadership works hand-

in-hand with our staff, and our CEO 
integrates the changes into our daily 
work flow.” 

2 Leave the bubble. “When I 
started my practice, and every 
year or two since then, I’ve vis-

ited other practices and taken a few 
staff members with me,” says Larry E. 
Patterson, MD, medical director at Eye 
Centers of Tennessee in Crossville.

“Someone out there is doing some-
thing better than you are, and you can 
learn from them. Whether you want to 
learn the nuts and bolts of patient flow 
or how to set up the practice from a 
business perspective, just visit some-
one you know who’s not a direct com-
petitor. You’ll pick up new ideas. Some 
surgeons or staff might even share their 
mistakes to help you avoid them.”

When surgeons want to visit  
Dr. Patterson’s practice or ASC, he 
agrees — but only if they bring their 
staff. “Folks from 30 states have come to 
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EVERYDAY KEYS TO SUCCESS, FROM SHOWING HIGH-LEVEL  
LEADERSHIP TO PITCHING IN WITH OPERATION ROOM TURNOVER

Twelve Habits of 
 Highly Effective
 Surgeons
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watch us. I want to help, but only if the 
surgeon and staff learn together. That’s 
how change reaches their practice.”

3 Invest in the latest technolo-
gies. “When patients come to 
our practice, they have to feel 

that they’re in the right place to receive 
the best visual outcome,” says Dr. 
Donnenfeld. “That’s why I’ve always 
believed in having the best technol-
ogy available in my practice and ASC.” 
Evaluating and embracing technologies 
early — interoperative aberrometry, 
MIGs, femtosecond lasers and toric 
and multifocal IOLs, to name a few, 
has really helped us grow. Improving 
patient care distinguishes us as a leader 
in our field.” 

STAFFING STRATEGICALLY

4 Surround yourself with 
good, smart people. “It’s been 
said often – you have to sur-

round yourself with the best people. We 
want technicians, assistants, nurses and 
administrators who are the very best,” 

explains Dr. Patterson. “When we need 
experience, we get it. When experience 
isn’t a necessity, we look for the right 
kind of positive, dedicated person — 
even if we find her working at a local 
supermarket — and train her to be a 
great member of our team.”

When Dr. Donnenfeld hires staff, he 
looks for specific traits that he says help 
his practice and ASC succeed. “Nurses 
and technicians make the practice run,” 
he says. “If they’re committed to excel-
lence, to technology and to making the 
patient experience extraordinary, then 
things run seamlessly.”

5 Value an experienced, knowl-
edgeable staff. Experienced 
employees are valuable to 

these physicians. To Steve Charles, 
MD, FACS, FICS, clinical professor of  
ophthalmology at the University of 
Tennessee College of Medicine in 
Memphis, staff experience in part 
drives his choice of where to perform 
retina surgery.

“I concentrate on working in one 

ASC, not in many different hospital 
ORs. It’s the difference between staff 
who only perform retina procedures 
once a week and those who do it 4 days 
a week. In an ASC, even the people who 
order supplies and maintain the OR 
are geared toward retina,” he explains. 
“A multifunctional hospital OR has 
hardworking people who mean well, 
but it’s a dysfunctional world for retina 
surgery. It could cost me in errors, out-
comes and money.”

Dr. Patterson listens to what his expe-
rienced staff members are telling him. 

“I have people who are so knowl-
edgeable about what we’re doing and 
why we’re doing it that when I start to 
make a mistake, they catch it,” he says. 
“But that goes hand in hand with my 
duty to be open to what they’re say-
ing. I want my nurses to feel confident 
and comfortable enough to say, ‘That’s 
not a good idea and here’s why….’ I 
can’t be lord and master so no one ever 
argues with me. People argue with me 
on a constant basis, and they’re usually 
right!”
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Whenever we embrace a new technology, we have our staff learn 
about it with us, and then we have CE dinners to train everyone.” “

  — Eric D. Donnenfeld, MD, medical director of TLC Laser Centers in New York and Connecticut 
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6 Teach new technologies, 
but listen and learn how to 
implement them. “Whenever 

we embrace a new technology, we 
have our staff learn about it with us, 
and then we have CE dinners to train 
everyone,” Dr. Donnenfeld says. “I’ve 
been guilty of being impressed by new 
technology without knowing how to 
implement it into our practice. Now, 
rather than dictate what I’d like to 
do, I sit down with our staff and non- 
physician leadership and ask them 
how best to implement new technolo-
gies into our practice. Their valuable 
input is the reason we’ve been able to 
introduce so many new technologies 
with such success.”

PLANNING FOR SURGERY

7 Provide easy access to the 
information you need. When 
you’re in the OR, you may need 

access to a patient’s records and images. 
Dr. Charles makes sure that happens 
seamlessly. 

“We have a strong relationship 
between my practice and the ASC, 
including crossover staff who travel 
with us to the OR,” he says. “We set 
up a virtual private network (VPN) to 
access patient records and images, such 
as OCT images we need before macu-
lar surgery. We also use the system to 
record what we really did in surgery. 
That’s important in complex retina 
cases, where we may have to do some-
thing we didn’t plan in advance.” 

8 Prevent distractions. Surgery 
demands your full focus.  
Dr. Patterson gives explicit 

instructions to help prevent unneces-
sary distractions. 

“I’ve had staff members deliver emo-
tionally disturbing news to me during 

surgery, distracting everyone in the 
room and worrying the patient. Now 
I’ve made it clear that there is virtually 
no reason not to wait until after surgery 
to tell me something that could be dis-
ruptive. Once I start, I have to finish – 
it’s detrimental to add pressure to the 
situation. Even my family knows that 
they should only call in an emergency,” 
he says.

9 Review patient cases with 
staff before surgery. After 
seeing a patient in the practice, 

surgeons might not see the patient again 
until the day of surgery. Dr. Patterson 
takes time every day to review cases 
before surgery.

“Early every morning, two surgi-
cal coordinators and I gather around a 
computer for some advanced prepara-
tion and planning for a few patients. It 
takes just 2 to 5 minutes per patient to 
look over the biometrics, confirm the 
right lens choice and ask any questions 
we might have,” he says. “We save time 
and confusion on the day of surgery if 
we look in advance for anything that 
may have been missed, and it helps us 
avoid mistakes that could lead to infe-
rior outcomes or litigation.”

EXCELLING IN THE OPERATING 
ROOM

10 Always be on time. 
“Surgeons who visit my 
practice often tell me they 

find it hard to keep the patient sched-
ule running on time. Their staff tells 
me, ‘Please tell him that he’s late every 
day. We’re really stressed out from try-
ing to cover for him and catch up,’ ” 
Dr. Patterson says. “Your staff has to be 
there on time and ready — don’t make 
them wait for you. I’m there at least 30 
minutes before I’m scheduled for the 

first exam or surgery to answer ques-
tions and help, if needed. By being on 
time, I’m being respectful to patients 
and staff, and it contributes to a better 
work environment for all of us.”

11 Embrace new surgical 
techniques. Like technol-
ogy purchases, surgical 

techniques eventually become out-
dated. Dr. Charles used to perform 
vitrectomy with buckles or vit-buck-
les but hasn’t used a scleral buckle in  
15 years. Since 2003, he’s been perform-
ing only 25-gauge sutureless, trans- 
conjunctival vitrectomy and is con-
verting to all 27-gauge procedures 
this month. He’s dismayed that not all 
of his colleagues have updated their 
approach. 

“It’s arcane to combine buckle with 
vitrectomy. It causes additional pain, 
double vision and increased myopia, 
and you can’t use new-technology 
oils with that approach,” he explains. 
“Eventually, surgical techniques 
become obsolete — surgeons can’t keep 
doing what’s comfortable when a new 
approach is clearly better for patients.”

12 Operate as part of 
the team. To be a good 
leader, you have to be a 

participating member of the surgical 
team, Dr. Patterson believes. 

“One of the easiest ways to lose the 
respect of your surgical team is to say, 
‘Let me know when you’re ready,’ and 
go to the lounge,” he says. “I stay in the 
surgery center to be available for ques-
tions so no one has to hunt me down. 
When things are running behind, 
I jump in and help. I can move the 
microscope or foot pedals or a gurney, 
if needed. We all have the same goals, 
so we all work toward them together.” n
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 S
ince 2007, the Outpatient Ophthalmic 
Surgery Society (OOSS) has been the only 
entity to conduct a benchmarking survey 
to help ophthalmic-focused ASCs assess 
and improve their performance. Today, 

it remains the sole purveyor of this valuable 
information. Furthermore, the format of the 
survey and the quality of the resulting data have 
improved substantially. The new OOSSMark 
ASC Performance Metrics program is a shift 
to a cloud-based survey platform that employs 
more powerful analytics and enables custom 
reporting capabilities for participating ASCs.

The new platform facilitates numerous 
benefits, including:

■ Simplified reporting process. Survey 
respondents can provide their facility data in 
less time. 

■ Faster turnaround of results. The survey 
now runs continuously. As soon as data collec-
tion closes for a given year, it opens for the next 
year. Results are posted as soon as a minimum 
number of facilities have provided sufficient 
data so that accurate and useful statistics can 
be presented (typically requires a minimum 
of 100 facilities). Participating ASCs have 24/7 
access to the results.

■ Year-to-year comparisons for ASCs. The 
survey platform accumulates historical data 
for participants and enables them to track 
year-over-year performance on each bench-
mark beginning with year-end 2012 results.

■ Finer analysis of data. As participation 
in the survey expands, data can be broken 
down more precisely by facility characteristics, 
such as volume, geographic location and CMS 
region. In addition, each ASC can see how its 
performance on each metric compares with 
the best performers nationally. 

■ Identification of trends. Historical data 
can be used to frame expectations and make 
projections about the future.

■ Comprehensive industry insights. The 
survey results reflect the quality of service pro-
vided by ophthalmic ASCs across the coun-
try and can be used to convey a reliable and 
accurate understanding of the industry to out-
side entities, such as governmental oversight 
agencies.  

How the Benchmarking Program Works
ASCs that choose to be part of the OOSSMark 
ASC Performance Metrics program complete 
the annual survey online. They receive a Quick 
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The organization’s new, more robust survey platform is a 
powerful tool for your ASC and the entire industry.

OOSS Raises the Bar 
for Benchmarking

By Desiree´ Ifft, 
Contributing 
Editor 
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Continuing to Receive Essential Data

 Until January 2015, the Outpatient Ophthalmic Surgery Society’s OOSSMark 

ASC Performance Metrics program is open to all ASCs that offer only oph-

thalmic surgeries and ASCs for which ophthalmic surgeries are the primary 

component. However, when January arrives, the program and its benefits will be 

open only to facilities that are members of OOSS.

This means that until January, even if your center isn’t currently an OOSS member, 

it can participate in the benchmark survey, use the national results for self- 

assessment and improvement and experience the power of the program’s new 

platform.

Visit https://ascpm.ooss.org to get started by setting up your secure 

account, or contact OOSS Member Services Consultant Albert Castillo at 

(210) 237-9629 or ACastillo@saeye.com. 



Guide Tutorial and Worksheet to assist 
them with compiling the necessary 
information about their facility. They 
can collect the information in advance 
and complete the survey as time pro-
vides.

As has always been the case, OOSS 
member ASCs help to define which 
performance metrics the survey tracks 
based on what information is most use-
ful to them for monitoring their own 
performance and comparing it with 
their contemporaries across the coun-
try. (See “Metrics Currently Being 
Tracked”) The metrics tracked are 
periodically refined and expanded. 
For example, in the near future, more 
detailed metrics related to premium 
IOLs and new data points pertaining 
to femtosecond laser use will be added.

Once a participating ASC has sat-
isfactorily completed the survey, it has 
access to the overall survey results. 
It sees its own performance on each 
metric charted alongside the perfor-
mance of ASCs in the 25th, 50th and 
75th percentiles (Figure 1). It can also 
monitor its percent change year over 
year on each metric, in which percen-
tile its change falls and how it compares 
with the rest of the reporting ASCs 
(Figure 2).

The survey program is open to all 
ophthalmic-only ASCs and ASCs for 
which ophthalmic surgeries are the 
primary component. Beginning in 
January 2015, only OOSS member 
facilities will be able to participate. 
(See “Continuing to Receive Essential 
Data”)

The Value of Benchmarking
Albert Castillo, Member Services 
Consultant for OOSS, knows firsthand 
how benchmarking tools can help pave 

the way to excellence and success for 
an ASC because he’s also the adminis-
trator at San Antonio Eye Center. The 
San Antonio Eye Center was founded 
in 1981 by Dudley Harris, MD, who 
had been performing outpatient sur-
geries even before he could be paid for 
doing so. His ASC was the first oph-
thalmic surgery center in Texas and 

among the first eight in the country 
to eventually be certified by Medicare. 
Today, the facility has four co-owners 
and seven surgeons who use it 4 days 
a week. Castillo relied heavily on the 
OOSSMark ASC Performance Metrics 
to help the ASC reach that point. “It 
was the primary tool I used in discus-
sions with potential new owners,” he 
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Figure 1. The OOSS benchmarking survey results show an ASC its own performance on each 
metric alongside the performance of all ophthalmic-focused ASCs in the 25th, 50th and 75th 
percentiles.

Figure 2. ASCs that participate in the OOSSMark ASC Performance Metrics benchmarking 
program can monitor their year-over-year performance on a variety of metrics and compare 
their performance to the national data.
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says. “For a time, we weren’t running 
at full capacity but we were employing 
full-time staff. The survey data allowed 
me to illustrate for the surgeons that we 
could keep the staff and bring in more 
surgeons without adversely affecting 
other key benchmarks, such as increas-
ing overhead costs.”

Castillo explains that an increas-
ingly important issue for the San 
Antonio Eye Center and other ASCs 
around the nation is positioning and 
managing the business in the con-
text of managed care organizations. 
“Reimbursement tends to be lower 
in areas where many managed care 
companies are operating, but because 
we have the performance metrics at 
our disposal, we know whether or not 
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Figure 3. Once the San Antonio Eye Center was aware its cancellation rate was well above 
the national average, it was able to pinpoint why. It simplified its surgery clearance  
requirements and hired a physician assistant to perform the clearance exams on-site, which 
reduced the cancellation rate and improved the patient experience.

T H E  O P H T H A L M I C  A S C  |  O C T O B E R  2 0 1 410 

Available Metrics

The following metrics, which include 
data points related to cataract, 
glaucoma, retina and plastics, are 

currently tracked by the OOSSMark ASC 
Performance Metrics program.

Clinical
• special conditions (e.g., post-op infec-

tions, TASS) per 1,000 ophthalmic cases 
performed

• unplanned vitrectomies as a percentage 
of total cataract cases performed

• case time per cataract case (with break-
down of pre-op, OR and post-op)

• case time per retina case (with break-
down of pre-op, OR and post-op)

• case time per glaucoma case (with 
breakdown of pre-op, OR and post-op)

• case time per functional plastics proce-
dure (with breakdown of pre-op, OR and 
post-op)

• total case time in pre-op

• total case time in OR

• total case time in post-op

• percent of cases cancelled (with break-
down of prior to arrival and same day by 
ASC after arrival)

Business
• surgical days per year

• cases per surgical day

• cases per full-time employee

• employee hours per case

• employee clinical and business hours 
per case

• gross collection ratio

• adjustments as percent of gross charges

• net collection ratio

• expenses for premium IOLs as percent of 
gross charges

• collections per case

• net collections per full time employee

• total supply expenses per ophthalmic 
case

• cataract supply expenses per cataract case

• percentage of Medicare reimbursement

• accounts receivable aging as percentage 
of total accounts receivable (with  
breakdown of 0-30 days, 31-60 days, 
61-90 days, 91-120 days, >120 days)

• days sales outstanding

• surgical supply expenses as a percent of 
net collections

• labor expenses as a percent of net  
collections

• total occupancy expenses as a percent of 
net collections

• total general and administrative 
expenses as a percent of net collections

• combined expenses as a percent of net 
collections

• expenses and collections in dollars

The metrics tracked are periodically refined 
and expanded. More detailed metrics 
related to premium IOLs as well as some 
pertaining to femtosecond laser use will be 
added in the near future.
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there’s room to improve key financials, such as our cost per 
case, so as we’re negotiating our contracts, we know what we 
can and cannot accept as reimbursement,” he says. Castillo 
also cites a recent specific example of how benchmarking data 
led to a concrete improvement in performance for the San 
Antonio Eye Center. The OOSS survey data revealed that the 
center’s 12% rate of procedures canceled prior to the patient’s 
arrival was well above the average rate of 2.20% (Figure 3). 
“Once we discovered the problem, we took a much closer 
look at that 12% of cases,” Castillo says. “We learned that 50% 
of those patients canceled prior to surgery for other health-
related issues, something we wouldn’t be able to do much, if 
anything, about. However, the other 50% canceled because 
they had difficulty getting in to see their primary care physi-
cian to be cleared for cataract surgery. This prompted us to 
ask ourselves three questions:

1) What exactly are we requiring for clearance of our 
cataract patients?

2) Is what we’re requiring in line with what other ASCs 
require? (knowing, of course, that some requirements are 
mandated)

3) What can we do to bring our percentage in line with 
that of our colleagues nationwide?” 

The bottom line for the ASC was that it was able to simplify 
its surgery clearance requirements. In addition, the decision 
was made to bring in an ancillary provider (a physician assis-
tant) who works in the practice performing history and physi-
cal examinations to determine whether patients can undergo 
surgery. Patients who don’t have multiple, major health prob-
lems can see the practice’s PA for clearance. The paperwork 
is all in-house, and patients no longer need to make an addi-
tional appointment with a primary care doctor. Castillo notes 
that the changes significantly improved the ASC’s efficiency, 
reduced its number of cancellations and improve the overall 
experience of patients.

“This was a perfect example of how benchmarking empow-
ers an ASC to identify and solve a performance issue,” Castillo 
says. “It helps facilities answer all types of questions. Is our 
staffing level appropriate? Are salaries in line with national 
norms? Can we further optimize utilization of the facility? You 
can see whether your center is an outlier on any given metric, 
figure out why and what you can do to change it. With the 
new OOSSMark ASC Performance Metrics program, the ease 
of use, the number of issues we can analyze and the ways in 
which we can analyze them are all better than ever.” n
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 A
ccording to the Centers for Disease 
Control and Prevention, an estimated 
3 million Americans undergo cata-
ract surgery each year, with success 
rates approaching 98%. Meanwhile, 

another 700,000 Americans undergo refractive 
corneal procedures such as LASIK or PRK, 
hoping to eliminate the need for eyeglasses 
or contact lenses, with 85% to 92% of them 
emerging with 20/40 vision or better.

With refractive surgery success rates highly 
dependent on surgeon skill and experience, it 
raises an important question: Are you doing 
everything you can to ensure your patients are 
among the most satisfied? Excellent outcomes 
in refractive cornea and cataract surgery 
depend nearly as much on what you do outside 
the operating room as what you do in it. 

“Preoperative data quality is the most impor-
tant factor to ensure patient safety and achieve 
reliable outcomes,” says Jessica Ciralsky, MD, 
Assistant Professor of Ophthalmology, Weill 
Cornell, New York, NY. “Choosing the proper 
candidate, optimizing the patient’s ocular sur-
face, acquiring accurate and reproducible test-
ing and selecting the treatments according to 
postoperative, data-derived nomograms are all 
important to achieve patient satisfaction.”

Preoperative Patient Assessment 
Thorough assessment and preparation are vital 

to successful outcomes, says R. Bruce Wallace, 
MD, founder and medical director of Wallace 
Eye Surgery in Alexandria, La.

As part of their patient assessments, espe-
cially with respect to confirming a patient’s 
candidacy for refractive surgery, Dr. Wallace 
says corneal and cataract surgeons should look 
for out-of-range measurement findings, such 
as very steep K readings, very long (>25) or 
very short (<22) axial lengths and irregular 
astigmatism. 

“A large percentage of our patients have 
these issues, which can account for lower-
than-expected conversion to premium IOLs,” 
he says, adding that patients should also be 
questioned and examined for conditions 
such as rheumatoid arthritis and thyroid  
disease that could lead to future optic nerve or  
macular disease.

Once a patient’s candidacy for surgery 
is confirmed, he should then be examined 
for ocular disease that could affect surgical  
outcomes. 

“Accurate and stable preoperative test-
ing and data collection are essential for good 
refractive outcomes,” says Dr. Ciralsky, noting 
that ocular surface disease is extremely com-
mon and can significantly degrade the results 
of refractive surgery. A healthy ocular surface 
with a good tear film improves the accuracy 
of corneal curvature readings and wavefront 

When looking to improve patient satisfaction, remember, 
that which can’t be measured, can’t be improved upon. 

Refractive Outcomes: 
Keep Your Eye on the 
Ball — Before and After 
the Game 

By Joseph F. 
Jalkiewicz, 
Contributing 
Editor
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maps and avoids measurement arti-
fact, she says, noting that a healthy 
ocular surface also helps to improve 
postoperative comfort and visual 
recovery.

Common conditions that should be 
addressed before any refractive corneal 
or cataract procedure include blepha-
ritis, meibomian gland dysfunction 
(MGD), aqueous deficiency, lid comor-
bidities and conjunctival chalasis. 

“I would estimate at least 35% of the 
patients seeking refractive surgery in 
our practice have dry eye, meibomian 
gland dysfunction or ocular allergy 
that requires treatment prior to refrac-
tive surgery,” says Edward Lai, MD, 
Assistant Professor of Ophthalmology, 
Weill Cornell, New York, NY.

“The LASIK population has a very 
high number of dry eye sufferers 
because they’ve been in contact lenses 
previously, at least in the most common 

scenario, and they no longer want to 
wear contact lenses because of the has-
sle, irritation, and comfort limitations 
inherent with daily use,” agrees Thomas 
Harvey, MD, a refractive eye surgeon 
and partner with Chippewa Valley 
Eye Clinic in Eau Claire, Wisc. “One 
often-forgotten reason is that mucin- 
producing cells on the surface of the eye 
can be lost with disease-related and sur-
gically induced inflammation, so tear 
film dynamics are abnormal. Mucins 
are needed to help anchor the tear film 
to underlying corneal epithelium,”  
Dr. Harvey added.

A New Era in Testing
Evaluating patients is vitally important, 
yet some conditions can be challeng-
ing to detect and accurately measure. 
Fortunately, preoperative tests have 
advanced greatly in recent years, and 
refractive eye surgeons have more 

numerous and effective preoperative 
tests at their disposal than perhaps 
at any other time in ophthalmic his-
tory. These include macular OCT, tear 
osmolarity, and questionnaires, such as 
the ocular surface disease index; and 
wavefront aberrometry and corneal 
topography. Others include MMP-9 
detection, OCT quantification of the 
tear meniscus, lipid layer interferom-
etry, and noncontact topography-based 
tear breakup time (TBUT).

“When it comes to refractive cata-
ract surgery and LASIK, we’ve been 
witnessing one of the most important 
series of improvements in preopera-
tive analysis and postoperative results 
compared to any therapeutic care in 
all of medicine,” says Dr. Wallace. With 
respect to cataract surgery, in particu-
lar, he cited laser interferometry and 
better computerized IOL formulae as 
“major drivers” of dramatic diagnostic 
improvement.

“Newer preoperative tools such 
as aberrometry and better astigmatic 
analysis will likely improve our abil-
ity to help cataract and corneal refrac-
tive patients. We’re also enjoying more 
sophisticated intraoperative technol-
ogy, allowing not only better predict-
ability of excellent outcomes, but faster 
visual recovery,” he says. 

“The advent of wavefront analysis 
enables the evaluation of higher-order 
aberrations. This allows for better cus-
tomization of treatment,” says Dr. Lai. 
“Newer corneal imaging machines use 
advanced technologies such as slit-
scanning photography to provide data 
on the posterior surface of the cornea 
which older placido disk-based sys-
tems couldn’t. This newer imaging 
has helped us better predict signs of  
ectasia,” he adds. 

Indeed, thanks to advances like 

Refractive Surgery: A Sampling of 
Today’s Preoperative Tests
• Macular OCT. This test rules out pathology that can be difficult to visualize in patients 

with cataracts.  

• Tear osmolarity, vital dyes and questionnaires. These tests, which include lis-
samine green and the ocular surface disease index (OSDI), help to detect ocular surface 
irregularities.

• Wavefront aberrometry and corneal topography. These tests analyze higher 
order aberrations, regular versus irregular astigmatism, toric IOL alignment and corneal 
pathology.

• I-Trace (Tracey Technologies Corp.). This test helps with toric alignment and clari-
fying aberrations, lens position or tilt.

• Optical biometry.  Commonly employed with the IOLMaster 500 (Carl Zeiss Meditec), 
this patient- and user-friendly technology offers more precise and repeatable IOL calcula-
tions.

• Various new software solutions, such as the Holladay IOL Consultant, which  
calculates IOL power in all scenarios (post-refractive, piggyback, IOL exchange, toric 
planner), and also offers personalization of lens constants and assistance in determining 
surgically induced astigmatism.  

 — Courtesy R. Bruce Wallace, MD

T H E  O P H T H A L M I C  A S C  |  O C T O B E R  2 0 1 416 



We are a trusted partner. We are Sightpath.

Congratulations Sightpath Surgeons & Employees. 
You have improved the vision in more than

2 Million Eyes!

Sightpath Medical was founded on the belief that 
quality eye care and the most advanced technology 
should be available to everyone, everywhere. For 
more than 20 years we have worked side-by-side 
with practices across the nation to provide patients 
with better vision. We offer a heartfelt thank you 
and congratulations to the surgeons, their support 
teams and the Sightpath employees who have 
played a role in reaching this significant milestone. 
To learn more, visit sightpathmedical.com/2M

We celebrate the 1,300 surgeons and 850 facilities 
who partner with Sightpath Medical



OASC | DATA

T H E  O P H T H A L M I C  A S C  |  O C T O B E R  2 0 1 418 

these, gone — or at least nearly gone 
— are the days of checking items such 
as pupil size and corneal bed thick-
ness post-flap creation. With improved 
tomography, says Dr. Lai, refractive eye 
surgeons can more confidently identify 
irregular astigmatism, corneal warpage 
and signs of ectasia. 

“Improved tomography allows us to 
rule out patients at risk for ectasia and 
proceed with LASIK procedures with 
less worry,” she says.

While new tests and technologies 
have largely replaced older ones such 
as applanation biometry and manual  
keratometry, some older tests continue 
to retain their seat at the diagnostic 
table.  

“The basic slit-lamp examination is 
still our standard of care and should 
include evaluation of tear breakup 
time, meibomian glands, vital dye 
staining and Schirmer testing,” says  
Dr. Ciralsky.

“Undoubtedly, I place the most 
emphasis on TBUT and Schirmer 
without anesthesia,” agrees Dr. Harvey. 
“Preoperatively, some of these lower-
cost methods that are considered ‘old 
school’ by many people are still criti-
cal in determining candidacy. Vital 
stains like fluorescein and lissamine 
green still have a very important role in 
determining a patient’s appropriateness 
for surgery.”

Preoperative Treatment is Key to 
Good Outcomes
Once thorough testing and assessment 
are completed, getting the patient’s eyes 
into as healthy a condition as possible 
before surgery is vital to a successful 
outcome. In patients with diagnosed 
allergy and/or dry eye, the goal is to 
improve the ocular surface and, in turn, 
increase ocular comfort and visual 

acuity by decreasing inflammation, 
stabilizing the tear film and increas-
ing aqueous production, all of which  
promote epithelial healing.  

“Patients require a healthy  
ocular surface for reproducible testing. 
I think this is well recognized and most  
surgeons aggressively treat ocular 
surface issues preoperatively,” says  
Dr. Ciralsky. “In patients with dry eyes, 
I tend to begin treatment more aggres-
sively with cyclosporine 0.05%, dosed 
twice per day, in conjunction with 
a course of a topical steroid at least 1 
month prior to the planned surgery. 
Punctal occlusion is another option 
and should be considered.”

Meanwhile, patients with blepharitis 
and MGD, which can cause an inade-
quate tear film lipid layer, with result-
ing tear instability, can also be treated 
by oral supplementation with Omega-3 
fish oils and flaxseed oils to help restore 
normal meibomian gland health, says 
Dr. Wallace. Oral doxycycline and/
or topical azithromycin can be useful 
in appropriate patients. Patients with 
ocular allergy should be treated with a 
topical antihistamine or mast cell sta-
bilizer, with or without a short course 
of steroids.  

“It’s important to note that many 
of these treatments should continue 
well into the postoperative period for 
patient comfort and best results,” says 
Dr. Ciralsky.

Postoperative Assessments for 
Ongoing Improvement
In regard to the postoperative period, 
refractive eye surgeons should take care 
to track the results of every procedure.

“It’s very important to analyze 
postoperative data to improve your 
results,” says Dr. Lai. “I usually wait 
at least 3 months after LASIK and  

6 months after PRK surgery to evaluate 
final refractive outcomes. It’s important 
that preoperative and postoperative 
measurements be taken in the same 
conditions. I check autorefraction, 
manual refraction, corneal topogra-
phy and wavefront refraction. I use this 
data to develop a personal nomogram 
that I use for continued adjustments 
and improvements.”

In addition, with today’s new tech-
nology and improved accuracy, Dr. Lai 
says, “I find it worthwhile to make very 
fine adjustments in treatment plans 
(even less than 0.25 D) and I have more 
confidence to enhance smaller degrees 
of residual refractive error.”

Collecting and analyzing patient 
data on the patient-population level can 
also help surgeons and their practices 
improve over time, says Dr. Wallace.

“Postoperative refractive data  
collection has been a part of our prac-
tice for more than 20 years,” he says. 
“We dubbed this routine our Patient 
Satisfaction Program. We’ve always felt 
that if you don’t measure something, 
you can never improve on it.” 

Indeed, in today’s era of value-based 
health care and high patient expecta-
tions, the importance of comprehensive 
pre- and postoperative patient test-
ing and assessments to a refractive eye  
surgeon’s success can’t be understated. 

“Across the board, all these pro-
cedures have seen major advances in 
predictable results, which have fostered 
higher patient expectation for improve-
ment in uncorrected visual acuity,” 
observed Dr. Wallace. “When premium 
IOLs or LASIK come into play, the 
stakes are higher because patients are 
paying out of pocket. Patients are look-
ing to be more independent from spec-
tacles or contact lenses, and they expect 
us to deliver.” n
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T
he technology surrounding 

cataract surgery is impres-

sive by any measure, and 

our techniques continue to 

be refined and improved. However, 

appropriate delivery of antibiotic and 

steroid drops continue to be not only 

a huge hassle, but also an important 

indicator of success that is out of our 

control. I started using transzonular 

injections of an antibiotic and steroid 

formulation for my cataract patients 

almost 1 year ago, and I wouldn’t go 

back to the old way.

Expense, Efficiency, Efficacy
The first impetus for investigating 

transzonular delivery of antibiotics 

and steroids for our patients was 

the amount of expense they were 

incurring with cataract surgery. While 

some patients have insurance that 

covers a large percentage of their 

medication costs, others have little to 

no coverage. The prices for generic 

post-operative drops have increased 

dramatically over the last year, and 

name-brand drops often cost patients 

somewhere in the vicinity of $350 

out of pocket, which is more than the 

net amount a surgeon earns for per-

forming the surgery. It’s not surprising 

that some patients delay surgery for 

the second eye because they can’t 

afford the drops.

In addition, there’s great  

inconsistency in what the pharma-

cist dispenses to the patient. If we 

allow generic drugs, the patient may 

receive any generic antibiotic or ste-

roid ophthalmic drop. If we indicate 

that no substitutions should be made, 

substitutions are often still made. In a 

high volume practice, these changes 

create a good deal of chaos. The 

average number of cataract surgeries 

in our multi-partner practice is more 

than 100 a week. If each patient 

generates just one extra call from 

the pharmacy or patient to clarify 

medications, that requires nearly a 

full-time position just to respond to 

questions. 

Another motivating factor is 

looking at the endophthalmitis rate 

with cataract surgery in the United 

States and comparing those rates to 

the rates in the United States and 

Europe where intracameral antibiot-

ics are used. The rate of post-cataract 

endophthalmitis in the U.S. is around 

1 in 500 (0.265%).1  Part of this may 

be attributed to lack of compliance. 

We know from studies with glaucoma 

patients that even those who intend to 

use their drops often do so improp-

erly.2 A simple conversation with your 

cataract patients will reveal that many 

aren’t using the drops at the intervals 

indicated, which minimizes absorption.

Dropless Cataract Surgery

BY JAMES C. LODEN, MD

SURGICAL PEARLS
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Better for the patient, better for the surgeon

TriMoxi can be injected into the anterior vitreous with a transzonular approach during 
cataract surgery, eliminating or reducing the need for post-operative antibiotic and 
steroid drops. 
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A long-term study in the United 

Kingdom evaluated the use of intra-

cameral vancomycin and found that 

the incidence of endophthalmitis 

prior to the introduction of intra-

cameral antibiotic prophylaxis was 

0.3%, which dropped to 0.008% 

after the introduction of intracam-

eral antibiotics.3 This dramatic drop 

in risk was the greatest impetus for 

our practice to look seriously at the 

intraoperative delivery of antibiotics. 

Fortunately, our decision coincided 

with the availability of compounded 

Tri-Moxi (triamcinolone acetonide and 

moxifloxacin hydrochloride; Imprimis 

Pharmaceuticals), which is admin-

istered transzonularly during ocular 

surgery. 

Clinical Pearls
Tri-Moxi is injected into the anterior 

vitreous with a transzonular approach 

at the time of cataract surgery. The 

first step is to ensure that the anterior 

chamber is filled with viscoelastic; 

trying to inject the compound under 

an air bubble or with balanced saline 

solution isn’t a consistent way to per-

form the injection. I prefer a  

cohesive viscoelastic and advise that 

you separate it, injecting a small 

amount between the anterior capsule 

and the iris in addition to filling the 

anterior chamber. This helps create a 

space so the cannula can be inserted 

more easily.

The cannula itself must be suffi-

ciently long to reach under the iris to 

the equator of the lens capsule, and 

still have enough range to dive pos-

teriorly through the zonules. A fine, 

27- or 30-gauge cannula is best, as a 

thicker cannula with a larger distal tip 

will encounter greater resistance slid-

ing through the zonules. If the ante-

rior capsule is distorting and bending 

outward with traction on it, that’s an 

indication that the cannula is pressing 

into the equator of the capsule rather 

than passing through the zonules. This 

means the cannula needs to be placed 

further out in the periphery before 

dialing posterior.

It’s important to be aggressive 

with this maneuver. You can’t be 

timid when placing the cannula. 

Once a surgeon learns the anatomy 

and is confident with the feel of the 

positioning, the maneuver will be very 

comfortable. However, all surgeons 

should acknowledge that early on, 

while developing their delivery tech-

nique, they will miss on occasion and 

the Tri-Moxi will end up in the anterior 

chamber. When this happens, I simply 

withdraw the cannula, draw up  

0.20 cc of Tri-Moxi, replace the  

viscoelastic if necessary, and inject 

the additional 0.20 cc. On the occa-

sions that I see the medication in the 

vitreous, but also see that some was 

expelled into the anterior chamber, 

I will redraw 0.10 cc and re-inject to 

make sure the patient receives the full 

0.20 cc dose to prevent breakthrough 

inflammation. 

Special Cases
While Tri-Moxi is excellent for the 

majority of patients, there are certain 

cases where I personally don’t use it. 

Patients who are glaucoma suspects 

or known steroid responders aren’t 

offered dropless cataract surgery. 

Also, I’ve found it to be less effective 

in cases where pupil stretches were 

needed and there is increased inflam-

mation. In addition, if I’m performing 

arcuate incisions, I supplement  

Tri-Moxi with a topical generic antibi-

otic of choice for 3 days post- 

operatively to prevent keratitis.4

Breakthrough inflammation may 

be noted in diabetic patients, highly 

pigmented African-Americans, and 

patients where pupil stretch maneu-

vers have caused a reduction of the 

blood-aqueous barrier. 

I also generally elect to forgo 

Tri-Moxi in cases where I’m implant-

ing a toric IOL. Perfect positioning is 

essential with toric IOLs, and once 

I have the lens in the desired loca-

tion, I prefer not to enter the anterior 

chamber again and risk rotation. In 

addition, I cannot re-verify position 

with the ORA intraoperative aberrom-

eter (WaveTec Vision), because as the 

Tri-Moxi spreads into the vitreous, it 

distorts the image. In these cases, I’ve 

found it easier to give intracameral 

Vigamox (moxifloxacin HCI 0.5%) 

and subtenon kenalog, 0.7 cc, in the 

inferior nasal quadrant.5

Administrative Handling
We offer all eligible patients the 

option of a dropless cataract surgery. 

For those already selecting a pre-

mium cataract procedure, the cost 

is included. For all standard cataract 

surgery procedures, patients who opt 

to undergo dropless surgery pay a fee 
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of $125. This is charged 

through the clinic and the 

clinic delivers the product to 

the ambulatory surgical cen-

ter (ASC), so it’s not part of 

the global ASC bill. Patients 

sign an agreement at the 

clinic that Tri-Moxi is an off-

label, compounded formula-

tion, and they assume any 

risk. They’re also informed 

that approximately 5% of 

patients may still need drops 

at some point to control 

breakthrough inflammation. 

Patients are highly  

educated about what to 

expect following surgery. 

They’re told they’ll have 

slightly blurrier vision the 

first 3 days after surgery, 

and may have visual float-

ers from days 3 to 7 post 

surgery. We have found that 

patching the eye for the 

first 24 hours gets patients 

past the intense period of 

cloudy vision and minimizes 

complaints.

Overall Benefits
The benefits of delivering 

a transzonular antibiotic 

and steroid formulation are 

numerous, for the patient, 

the physician and the staff. 

It reduces cost and hassle for 

the patients, and is 

particularly appreciated 

by the families of older 

patients. Questions and 

concerns regarding drops 

consume a huge amount of 

staff time in a busy cataract 

clinic, and almost all of that 

can be avoided with the 

dropless option. Perhaps 

most important, there is a 

nearly 10-fold reduction in 

the risk of endophthalmitis. 

Using dropless therapy is 

definitely one of the great-

est changes to my cataract 

procedure. n
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“Just did a case of 
microophthalmia 
(17.6mm long) with 16D of 
hyperopia and dense cataract 
with small pupil with synechia.

Used the OASIS Iris 
Expander— great case.  
Planning on editing the video 
to put up online.”

-   Adelaide Priester, D.O.

“The new Feather keratome produces a 
smooth, precise entry to the anterior 
chamber with no drag or concern of catching 
Descemet's membrane. The reusable blades 
are cost effective in our surgery center and 
perform well for multiple procedures, which 
greatly reduces our cost per case.”

OASIS® IRIS EXPANDER

 Available in 7.0mm and 6.25mm for an unimpeded 
view during complicated small pupil surgeries

GENTLE & EFFECTIVE EXPANSION.

Proprietary technology with the latest 
specialty blade edge processing
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“The new Feather keratome produces a 
smooth, precise entry to the anterior 
chamber with no drag or concern of catching 
Descemet's membrane. The reusable blades 
are cost effective in our surgery center and 
perform well for multiple procedures, which 
greatly reduces our cost per case.”

Proprietary technology with the latest 
specialty blade edge processing
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T
he cover story for this issue 

is based on the Ophthalmic 

Outpatient Surgical 

Society’s (OOSS) bench-

marking study and the importance of 

tracking ophthalmic ASC data. I have 

taken some of the benchmarking 

results as a starting point for various 

reimbursement issues that plague 

ASC coders. Coding follows Medicare 

guidelines.

RETURN TO ASC OR FOR 
SURGICAL PROCEDURES
OOSS FINDING: 28% OF 
FACILITIES SURVEYED HAD 
POSTSURGICAL ADMISSIONS 

Modifiers control Medicare 

surgical payment. Each Medicare 

Administrative Contractor (MAC) has 

different instructions for the use of 

modifiers and it’s important to famil-

iarize yourself with them.

There are two different lists of 

ASC modifiers: the MAC’s and the 

Current Procedural Terminology (CPT) 

appendix “Modifiers Approved for 

Ambulatory Surgery Center (ASC) 

Hospital Outpatient Use.” A given 

MAC and the CPT Appendix have dif-

ferent lists and a MAC pays on their 

lists that generally exclude use of 58, 

78 and 79 modifiers. 

Physicians and facilities are paid 

on a different basis — physician 

payment is essentially based on work 

(plus practice expense and mal-

practice expense to a lesser degree) 

whereas facility payments are based 

on costs. The physician is paid at 70 

to 80% of the allowable when modi-

fier 78 is appended to the procedure 

on the claim whereas the facility does 

not experience a comparable reduc-

tion in reimbursement.

Readmissions to an ASC may be 

on the same day or at a later date. 

When the readmission occurs on the 

same day, there may be problems with 

getting paid for both procedures. Use 

two separate claims because if both 

procedures are on the same claim 

both surgeries may be interpreted as 

being performed in the same session 

and paid according to Medicare’s mul-

tiple surgery rules wherein the second 

through fifth procedures are paid at 

50% of the allowable amount. On the 

second claim, you can try appending 

a narrative statement stating that the 

second surgery was due to a com-

plication of the first surgery that day 

and was actually performed during a 

separate session.

If the readmission occurs on a 

separate date then there should be 

no problem with the claim going 

through as a clean one. Just code the 

procedures performed and do not 

append modifiers 58, 78 or 79.

CODING FOR CANCELED OR 
DISCONTINUED SURGERIES 
OOSS FINDINGS: 1% OF CASES 
SCHEDULED HAD SAME-DAY 
CANCELLATIONS 

OOSS ASC Benchmarking: 
Thoughts from a Coding/
Compliance Perspective

BY RIVA LEE ASBELL 
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Physicians and ASCs use different 

modifiers to indicate that a procedure 

was canceled or discontinued. When 

coding for physicians, use modifier 

53 to indicate that a procedure was 

canceled after it was started. Medicare 

cannot be billed for elective cancel-

lations or if the surgery has not com-

menced.

Two modifiers that are specific for 

ASC coding are 73 and 74. Modifier 

73 engenders payment at 50% of the 

allowable and modifier 74 at 100%. 

The 2014 CPT definitions are given 

in full.

“73 Discontinued Out-Patient 

Hospital/Ambulatory Surgery 

Center (ASC) Procedure Prior to 

the Administration of Anesthesia: 

Due to extenuating circumstances or 

those that threaten the well being of 

the patient, the physician may cancel 

a surgical or diagnostic procedure 

subsequent to the patient’s surgical 

preparation (including sedation when 

provided, and being taken to the 

room where the procedure is to be 

performed), but prior to the adminis-

tration of anesthesia (local, regional 

block(s) or general). Under these 

circumstances, the intended service 

that is prepared for but canceled can 

be reported by its usual procedure 

number and the addition of modifier 

73. Note: The elective cancellation of 

a service prior to the administration of 

anesthesia and/or surgical preparation 

of the patient should not be reported. 

For physician reporting of a discontin-

ued procedure, see modifier 53.”

WPS Medicare gives the following 

examples. I highly recommend you 

visit their website and read the entire 

modifier fact sheet, particularly the 

comments on modifiers 58, 78 and 79.

Modifier 73: Example of payable 

case:

The ASC prepped the patient and 

took them to the procedure room. 

The patient’s blood pressure increases 

suddenly or the physician determines 

the patient is not able to complete the 

procedure.

Modifier 73: Example of cases 

that should not be billed.  

Patient complained of cold or flu 

upon intake. The surgeon canceled the 

procedure due to patient condition. 

“74 Discontinued Out-Patient/

Ambulatory Surgery Center (ASC) 

Procedure After Administration 

of Anesthesia: Due to extenuating 

circumstances or those that threaten 

the well being of the patient, the 

physician may terminate a surgical 

or diagnostic procedure after the 

administration of anesthesia (local, 

regional block(s), general) or after the 

procedure was started (incision made, 

intubation started, scope inserted, 

etc). Under these circumstances, the 

procedure started but terminated can 

be reported by its usual procedure 

number and the addition of modifier 

74. Note: The elective cancellation of 

a service prior to the administration 

of anesthesia and/or surgical prepa-

ration of the patient should not be 

reported. For physician reporting of 

a discontinued procedure, see 

modifier 53.”

WPS Medicare’s example of a case 

eligible for payment: The patient 

developed uncontrolled bleeding and 

the procedure was terminated.

DIAGNOSIS: 1) 996.53 Subluxated intraocular lens
  2) 379.26 Vitreous prolapse
  3) V45.69 Previous intraocular surgery

SURGERY:

Diagnosis Codes CPT Procedure Code(s) Modifiers 
1, 3 66986  Exchange of intraocular lens -RT
1, 3 66682  Suturing of intraocular lens -51-RT
2, 3 67010  Anterior mechanical vitrectomy -51-RT

An Example of Coding for 
Returns to the ASC OR
A cataract extraction with insertion of an intraocular lens and 
corneal transplant had been performed in the right eye. The 
intraocular lens dislocated, had to be removed, and a new one 
was inserted. A mechanical anterior vitrectomy was performed 
to remove all the vitreous in the anterior chamber. An intraocular 
lens exchange was performed with suturing of the intraocular 
lens. This surgery was performed during the global period of the 
first surgery.

TIPS: CPT code 66986 encompasses both removal of the old and inser-
tion of the new intraocular lens. Formerly two codes were used. Not all 
Medicare contractors specify use of modifier -51 any longer. The physician 
would use modifier 78; the ASC would not.

CODING & COMPLIANCE
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CODING FOR COMPLICATIONS 
THAT OCCUR DURING A 
SURGICAL PROCEDURE OOSS 
FINDINGS: 0.5% OF FACILITIES 
SURVEYED HAD UNPLANNED 
VITRECTOMY REPORTED (2013 
DATA)

One of the main complications 

of cataract surgery is rupture of 

the posterior capsule. The occur-

rence rate ranges from 3 to 30% as 

reported in various studies; however, 

not all cases require performance of 

a vitrectomy. As Thomas John, MD, 

has stated, “Posterior capsular tear 

during a phacoemulsification proce-

dure is an unwelcome event in the 

operating room for any ophthalmic 

surgeon. However, proper decision 

making in the technique for han-

dling the vitreous and retaining the 

violated capsule, removing the lens 

remnants, and stable positioning of 

the lens implant will all contribute to 

an optimal postoperative result and 

minimize potential complications such 

as dropped nucleus, cystoid macular 

edema or retinal detachment. Anterior 

vitrectomy may be performed via a 

wound that is anterior to the iris plane 

or behind the iris plane (i.e., pars 

plana vitrectomy). Both approaches 

have associated risks and benefits. 

Familiarity with one or both vitrectomy 

techniques and being prepared as a 

team will be beneficial for the cataract 

surgeon.”1

The CPT codes for vitrectomy sur-

gery are classified as anterior vitrec-

tomy or posterior vitrectomy. Coders 

frequently have difficulty making the 

choice. The codes are:

67005 Removal of vitreous, ante-

rior approach (open sky 

technique or limbal  

incision); partial removal 

67010 subtotal removal with 

mechanical vitrectomy

67036 Vitrectomy, mechanical, 

pars plana approach; 

Note: This code is followed by a series 

of codes that involve other  

techniques in addition to the 

vitrectomy.

CPT code 67005 is for a manual 

technique such as excision of the vitre-

ous using a Weck-Cel technique at 

the incision wounds to make sure no 

vitreous is incarcerated in the incision. 

This is often performed in conjunction 

with an anterior mechanical vitrec-

tomy as well as by itself in trauma 

cases. CPT code 67010 is used when 

a mechanical vitrector is utilized. CPT 

code 67036 and the series of codes 

that follow are used only for coding 

posterior vitrectomy that uses a pars 

plana approach.

The National Correct Coding 

Initiative (NCCI) bundles are in place 

for the cataract extraction codes with 

insertion of intraocular lens (66982, 

66984) and 67005 and 67010, but 

are not in place for 67036. No bundles 

are in placed for the cataract extrac-

tion codes when no intraocular lens is 

used. n

References
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CPT codes copyrighted 2013 American Medical 
Association.

DIAGNOSIS: 1) 998.82 Retained lens fragments
  2) V45.69 Previous intraocular surgery 

SURGERY:

Diagnosis Codes CPT Procedure Code(s) Modifiers 
1, 2 66850 Phacofragmentation of lens -RT
1, 2 67036 Pars plana vitrectomy -51-RT

An Example of Coding for 
Surgical Complications
The anterior segment surgeon performed a planned cataract 
extraction in the right eye and during the lens extraction a poste-
rior capsular rupture occurred and the nucleus dropped into the 
posterior vitreous. A retina surgeon from a different practice was 
called in and removed the retained lens fragments by phacofrag-
mentation as well as having performed a pars plana vitrectomy. 
Code all procedure(s) performed by retina surgeon.

TIPS: CPT code 66850 is used rather than 66852 per CPT instructions even 
though an anterior segment approach is not used by the retina surgeon.

CODING NOTES: The anterior segment surgeon would code 66894-53 if 
the IOL pack was opened and the ASC would code 66984-74. If the IOL 
pack was not opened, then use 66850-53 for physician coding and 66850-
74 for the ASC coding. The retina surgeon’s procedures do not require 
modifier 74.
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TARGET AUDIENCE: The primary target audience is general ophthalmologists and cornea specialists practicing in comprehensive and cornea sub-
specialty work settings.

ACCREDITATION: This activity has been planned and implemented in accordance with the Essential Areas and policies of the Accreditation Council 
for Continuing Medical Education through the joint providership of Dannemiller, PentaVision and MCME Global. Dannemiller is accredited by the 
ACCME to provide continuing medical education for physicians.

In case you missed it this year, we wanted to share with you one of the greatest 
new opportunities for corneal specialists and comprehensive ophthalmologists. 

We had such a great experience at the ACC meeting in March, and wanted 
to make sure more of you can join us in 2015 at the Ritz Carlton in Fort 

Lauderdale. We hope you’ll set aside these dates next year.  

Second Annual
ADVANCED CORNEA
CONFERENCE

Ritz Carlton, Fort Lauderdale, FL
March 13-15, 2015

Educational Chair: 
� omas John, MD  
Clinical Associate Professor
Loyola University at Chicago
Visiting Professor
Medical Faculty of Military University
Military Medical Academy
Belgrade, Serbia

� e best 

new anterior 

segment 

meeting !

Hope to see
you there!

SAVE THE 

SAVE THE DATE

March 13-15, 2015



It’s tough to make capital investments in the middle of a technology evolution. How do you choose the 
platform that prepares you for the future of cataract surgery? Consider this: the CATALYS® Precision Laser 
System offers precise incisions and complete cataract segmentation and softening.1 The WHITESTAR 
SIGNATURE® Phacoemulsification System provides switch-on-the-fly transition between peristaltic and 
venturi pump modalities, for true low-energy lens extraction.2 Let the future come; you’ll be ready.

Plan your future in lens extraction at

ExtractTheFuture.com

IMPORTANT INDICATIONS AND SAFETY INFORMATION for the CATALYS® Precision Laser System and WHITESTAR SIGNATURE® System
Reference the labeling for a complete listing of Important Indications and Safety Information.
CAUTION: Federal law restricts these devices to sale by or on order of a physician.

CATALYS® Precision Laser System
INDICATIONS: The CATALYS® System is indicated for use in patients undergoing cataract surgery for removal of the crystalline lens. Intended uses in cataract 
surgery include anterior capsulotomy, phacofragmentation, and the creation of single-plane and multi-plane arc cuts/incisions in the cornea, each of which may 
be performed either individually or consecutively during the same procedure.

CONTRAINDICATIONS: Should not be used in patients with corneal ring and/or inlay implants, severe corneal opacities, corneal abnormalities, significant corneal 
edema or diminished aqueous clarity that obscures OCT imaging of the anterior lens capsule, patients younger than 22 years of age, descemetocele with 
impending corneal rupture, and any contraindications to cataract surgery. ADVERSE EFFECTS: Complications include mild Petechiae and subconjunctival 
hemorrhage due to vacuum pressure of the LIQUID OPTICS Interface suction ring. Potential complications and adverse events include those generally associated 
with the performance of capsulotomy and lens fragmentation, or creation of a partial-thickness or full-thickness cut or incision of the cornea. CAUTION: Should 
be used only by qualified physicians who have extensive knowledge of the use of this device and have been trained and certified by Abbott Medical 
Optics/OptiMedica.

WHITESTAR SIGNATURE® System
INDICATIONS: The WHITESTAR SIGNATURE® System incorporating FUSION® Fluidics is a modular ophthalmic microsurgical system that facilitates anterior 
segment (cataract) ophthalmic surgery. The modular design allows the users to configure the system to meet their surgical requirements. WARNINGS: Risks and 
complications of cataract surgery may include broken ocular capsule or corneal burn. This device is only to be used by a trained licensed physician. 

CATARACT
SURGERY
SO POWERFUL
IT CAN EVEN
HELP YOU 
SEE THE 
FUTURE 
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WHITESTAR SIGNATURE, CATALYS, LIQUID OPTICS and FUSION are trademarks owned by or licensed to Abbott Laboratories, 
its subsidiaries or affiliates.
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