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Objectives

Audience members will be more familiar with:
1. Current regulatory changes. 
2. Recent literature pertinent to ambulatory anesthesia, especially 
related to patient access. 
3. 2022 implications of Covid-19 for ambulatory anesthesiology.
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ASC Quality Reporting

üThe Ambulatory Surgical Center Quality Reporting (ASCQR) Program 
is a pay-for-reporting, quality data program administered by the 
Centers for Medicare & Medicaid Services (CMS)

üASCs report quality of care data for standardized measures to avoid  
payment penalty to annual payment updates to payment rates

üASCs not meeting ASCQR requirements have 2.0 percentage point 
reduction in annual fee update

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/ASC-Quality-Reporting
https://www.federalregister.gov/public-inspection/2021-24011/medicare-program-hospital-outpatient-prospective-payment-
and-ambulatory-surgical-center-payment
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2022 ASC Quality Measures for 2024 Payment
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2023 ASC Quality Measures for 2025 Payment
üAll of the previous ASC Quality Measures remain
üAdding these:  

üFor 2023, CMS will require providers to submit measure data via the HQR System (formerly 
referred to as the QualityNet Secure Portal), rather than via claims 

üMeasures now required for ALL patients, not just Medicare patients
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2024 Changes

2025 Changes

OAS (Outpatient and Ambulatory Surgery) CAHPS (Consumer Assessment of Healthcare 
Providers and Systems ) measure is burdensome and many ASCs struggle to convince patients 
to complete any surveys, let alone lengthy 37-52 question surveys

https://www.ahrq.gov/cahps/index.html

6

mailto:Bobbiejean.sweitzer@inova.org
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/ASC-Quality-Reporting


1/24/22

2

CAHPS Surgical Care Survey Measures

Q15 After you arrived at the surgical facility, did this surgeon visit you before your surgery?
Q10 During office visits before your surgery, did this surgeon spend enough time with you?

Q3 Before surgery, did anyone in surgeon's office give you all the information you needed 
about your surgery?

Q31 After surgery, did this surgeon listen carefully to you?
Q36 During visits, were clerks and receptionists at the surgeon's office as helpful as you 
thought they should be?
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Changes to the Inpatient Only List (IPO)

üCMS maintains the IPO list, (a list of services that due to their complexity, CMS only pays for 
when performed in the inpatient setting 

üIn 2021 CMS planned to eliminate the IPO list over 3 yrs, removing 298 services from the 
IPO list in the first phase of elimination 

üCMS received a large number of stakeholder comments that the IPO list serves as an 
important safeguard

üCMS withdrew plans to eliminate the IPO list 
üAdding back to the IPO list the services removed in 2021
üDid NOT add back to IPO CPT codes 22630 (lumbar spine fusion), 23472 (shoulder 

reconstruction), 27702 (ankle joint reconstruction) and corresponding anesthesia codes
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ASC Covered Procedures List (CPL)
üIn 2021, CMS revised the long-standing safety criteria that were historically used 

to add procedures to the ASC Covered Procedures List (ASC CPL)  

üAdopted a notification process for surgical procedures that can be added to the 
ASC CPL 

üFor 2022, CMS is reinstating the criteria for adding procedures to the ASC CPL that 
were in place in 2020

üCMS is finalizing a nomination process, to begin March 2022, to allow external 
parties to nominate procedures to be added to ASC CPL

üIf CMS determines that a surgical procedure meets requirements to be added to 
ASC CPL, it will propose adding it to the ASC CPL for 2023
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ASC Covered Procedures List (CPL) Changes

üCMS added 267 surgical procedures to the ASC CPL beginning in 2021
üRemoving 255 of 258 procedures proposed for removal
ü3 codes proposed for removal but being retained are:

üCPT 0499T (Procedures Performed on Urethra)
ü54650 (Repair Procedures on the Testis)
ü60512 (Excision Procedures on the Parathyroid, Thymus, Adrenal Glands, Pancreas, 

and Carotid Body)
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Public Reporting

üData collected through the ASCQR program is publicly reported so patients with Medicare 
and other consumers can compare the quality of care provided at an ASC 

ü The CMS Provider Data Catalog via data.cms.gov publishes information on the quality of 
care provided to patients

üData are generally refreshed bi-annually 
üCMS claims that publishing these data can improve facility performance by providing 

benchmarks for selected clinical areas and public view of facility data
üThis has been challenged!  
üCan the public truly rate medical decisions and quality? 
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ASC Requirement for Preop H&P
üCMS no longer requires preop H&P within 30 days (or any time) before 

ambulatory procedures
üCMS policy defers to ASC policies and operating physician’s clinical judgement
üCare should be “tailored to the patient and the type of planned surgery”
üStill require “operating physician to document pre-existing medical conditions 

and appropriate test results” in the medical record
üPresurgical assessments must include documentation of allergies
üStill require that IF the H&P is done it must be in pt’s record before the procedure
üAnesthesia providers still required to do their “preoperative assessment”
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“Surprise medical bills”

üDifference between out-of-network fees and the amount covered by insurance after 
co-pays and deductible

üPatients often assume that all providers—such as their anesthesiologist—are in-
network because their surgeon is

üData indicates that >90% anesthesia claims are in patients’ health plans or “in-
network,” (limits “surprise medical bills”)

üFederal No Surprises Act became law in Sept, 2021 in all 50 states 
üEnsures patients only responsible for in-network costs

13

It’s a surprise bill if:

üPatients do not sign a written consent alerting them that services are out-of-
network and not covered by insurance

üDuring a visit with a participating doctor, an out-of-network provider provides 
treatment 

üAn in-network doctor sends a specimen, such as blood to an out-of-network 
laboratory 

üFor any other health care services when referrals are required under the plan
üAMA and AHA first filed lawsuit (ASA joined recently)
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H.R.133: Consolidated Appropriations Act
“No Surprises Act”

üCreated an independent dispute resolution (IDR) process
üMDs & plans can negotiate a dispute resolution within 30 d 
üIf no resolution they can use arbitration 
üEach party submits an offer and arbitrator chooses one 
üSame or similar disputed claims can be batched together
üArbitrator cannot consider CMS payor rates or billed charges
üArbitrator’s decision final
üLoser responsible for fees
üFor 90 days MDs & insurers cannot arbitrate for same service/s
üMDs can batch cases & resubmit for arbitration after 90 days 
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E   SPECIAL ARTICLE

Preoperative Care for Cataract Surgery: The Society 
for Ambulatory Anesthesia Position Statement
BobbieJean Sweitzer, MD, FACP, SAMBA-F, FASA,*  Niraja Rajan, MD,†  Dawn Schell, MD,‡   
Steven Gayer, MD, MBA,§  Stan Eckert, MD,∥ and  Girish P. Joshi, MBBS, MD, FFARCSI¶      

Cataract surgeries are among the most common procedures requiring anesthesia care. 
Cataracts are a common cause of blindness. Surgery remains the only effective treatment of 
cataracts. Patients are often elderly with comorbidities. Most cataracts can be treated using 
topical or regional anesthesia with minimum or no sedation. There is minimal risk of adverse 
outcomes. There is general consensus that cataract surgery is extremely low risk, and the ben-
e!ts of sight restoration and preservation are enormous. We present the Society for Ambulatory 
Anesthesia (SAMBA) position statement for preoperative care for cataract surgery. (Anesth 
Analg 2021;133:1431–6)

GLOSSARY
ACC/AHA = American College of Cardiology and American Heart Association; ASA-PS = American 
Society of Anesthesiologists physical status; ASC = ambulatory surgery center; CIED = cardiac 
implantable electronic device; CMS = Centers for Medicare and Medicaid Services; DAPT = dual 
antiplatelet therapy; ICD = implantable cardioverter de!brillator; POQI = Perioperative Quality 
Initiative; SAMBA = Society for Ambulatory Anesthesia; TIA = transient ischemic attacks

More than 20 million cataract extractions are 
done worldwide yearly. Visual impair-
ment impacts quality of life; increases falls,1 

hip fractures,2–4 car accidents,5–11 health care utiliza-
tion,12–14 social isolation, dependency, and nursing 
home placements15; and is associated with cognitive 
impairment.16–18 It is also associated with higher mor-
tality.19,20 Waiting more than 4 months to perform cata-
ract surgery after it is clearly indicated is associated 
with increased complications.21

Ophthalmic patients are often elderly with 
comorbidities which constantly threaten well-being. 
Diseases such as diabetes, hypertension, obesity, 
smoking, and systemic steroid use increase the risk 

of cataracts.22 If a patient can lie in a position that 
allows the procedure, there are few conditions or 
test results that preclude cataract surgery.23 In spite 
of evidence debunking the utility of testing before 
cataract surgery, studies suggest that medical test-
ing and the use of medical consultations before cata-
ract surgery continue to increase.24,25 Similarly, it has 
been emphasized that before delaying cataract sur-
gery, one must consider vision loss, increased rates 
of falls and hip fractures, and reduced quality of 
life with continued cataracts. Cataract procedures 
are typically done with topical local anesthetics and 
minimal or no sedation. Cataract surgery has mini-
mal physiological stress, no blood loss, !uid shifts, 
or need to interrupt chronic medications. Cataract 
surgery patients have a 0.014% chance of dying, and 
it is unlikely that risk can be lowered.26 Nevertheless, 
suitability of American Society of Anesthesiologists 
physical status (ASA-PS) IV patients in a free-
standing ambulatory surgery center (ASC) remains 
controversial.

In response to requests from members of the 
Society for Ambulatory Anesthesia (SAMBA), a posi-
tion statement concerning the safe preoperative care 
of patients undergoing cataract surgery was devel-
oped. To ensure that the recommendations maintain 
patient safety and have clinical validity in an ambu-
latory setting, the balance between the bene"ts and 
risks of cataract surgery were considered. Other oph-
thalmologic procedures are beyond the scope of this 
article.

Ambulatory Anesthesiology
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UpToDate revised their guidelines for patients having cataract 
surgery based on this  SAMBA guideline
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The importance of making it easy for 
patients to have cataract surgery

ü>20 million cataract extractions done worldwide annually
üCataracts are a common cause of blindness
üVisual impairment is associated with increased mortality
üNot being able to see impacts quality of life 
üVisual loss associated with cognitive impairment
üCataracts increase falls, hip fractures, car accidents, health care utilization, social isolation, 

dependency, nursing home placements and mortality
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Improve patient satisfaction by 
improving sight!!

üPatients are often elderly with comorbidities
üMost cataracts done with topical or regional anesthesia
üRequire minimum or no sedation
üACC/AHA define cataract as only “truly low risk surgery” requiring NO cardiac risk 

assessment
üCataract surgery patients have a 0.014% chance of dying
üIt is unlikely that risk can be lowered
üGeneral consensus: cataract surgery is extremely low risk
üBenefits of sight restoration and preservation are enormous
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2000, Schein: Testing before 
cataract surgery does not 
increase safety of surgery

2015: Testing before cataract 
surgery was frequent and 
more strongly associated with 
provider practice patterns than 
patient characteristics

N Engl J Med 2000;342:168-
N Engl J Med 2015;372:1530-
JAMA Intern Med 2014;174:380-

Copyright 2014 American Medical Association. All rights reserved.

Rural status was determined by linking the patient’s resi-
dential zip code to its Rural-Urban Commuting Area code9;
these were aggregated into 4 categories: urban, large rural city,
small rural town, and isolated rural town. The patient’s zip code
was also used to assign patients to 1 of the 306 hospital refer-
ral regions (HRRs)10(pp19-35) and to 1 of the 4 major US regions
as designated by the US Census Bureau.

Analysis
To examine time trends in preoperative consultations from
1995 to 2006 while accounting for any simultaneous tempo-
ral changes in patient-level characteristics, we fit a multivari-
able logistic regression model based on the entire 1995 to 2006
sample. The model adjusted for age, sex, race, comorbidities
(Charlson comorbidity index), and rural/urban residence sta-
tus. Calendar year was modeled as a categorical variable. Gen-
eralized estimating equations with robust sandwich variance
estimates were used to account for correlation within HRRs.
From the model, we estimated marginal predicted probabili-
ties of preoperative consultation in the Medicare population
by calendar year.

Using the subgroup of individuals who underwent sur-
gery from 2005 to 2006, we conducted bivariate analyses to
compare characteristics of patients who did or did not
undergo preoperative consultation, calculating absolute
standardized differences in addition to 2-sample Student t
tests and χ2 tests. An absolute standardized difference
greater than 10% is considered to represent meaningful
imbalance.11 We also characterized the timing of consulta-
tions over the period preceding surgery, using frequency
distributions by day, starting from 42 days prior to cataract
surgery.

Hierarchical random intercept multivariable logistic re-
gression models were used to determine the adjusted asso-
ciation of potential explanatory factors with preoperative con-
sultation. In these models, HRR was treated as a random effect.

Fixed-effect variables in the model included patient charac-
teristics (age, sex, race, rural/urban residence status, Charl-
son comorbidity index), surgical setting, anesthesia provider
type, and geographic region (Northeast, Midwest, South, West).
Age was categorized into 3 groups (66-74, 75-84, or ≥85 years),
whereas race was classified as African American vs other. In
the primary analysis, we excluded the few observations
with missing values for rural/urban residence status, surgi-
cal setting, and geographic region. Because the frequency of
missing values for anesthesia provider type was not negli-
gible (11%), a category for missingness (unknown) was cre-
ated for this variable. We examined the influence of all vari-
ables with missing values (ie, rural/urban residence status,
surgical setting, anesthesia provider, geographic region)
using multiple imputation.

The hierarchical regression model allowed us to compare
the relative importance of individual HRRs in predicting re-
ferral for preoperative consultation. We characterized vari-
ability between HRRs using the median odds ratio (OR).12 The
OR is interpreted as the median value obtained when compar-
ing the adjusted odds of undergoing consultation if 2 individu-
als with the same fixed effects had cataract surgery in 2 ran-
domly chosen HRRs. Because it always involves comparisons
of higher-ranked vs lower-ranked HRRs, the median OR al-
ways has a value of 1 or greater. It characterizes heterogeneity
across HRRs, is adjusted for patient-level covariates, and may
be directly compared against ORs of fixed-effect patient-
level characteristics. For example, a value of 1.50 suggests 50%
higher odds of receiving preoperative consultation if the same
patient had surgery at one randomly selected HRR as op-
posed to another.

For all models, a 2-sided α level of .05 was required for sta-
tistical significance. The statistical software Stata, version 13
(StataCorp), was used for all analyses.

Results
Overall Study Population and Temporal Trends in Frequency
of Consultation
We identified 556 637 patients in our Medicare sample as
having undergone a first cataract surgery between 1995 and
2006. The characteristics of the entire 1995 to 2006 cohort
are presented in the online supplementary material (see
eTable 1 in Supplement). The overall proportion of patients,
in the entire cohort, that was provided a preoperative con-
sultation was 14%. The frequency of preoperative consulta-
tion increased over the 12-year period from 1995 to 2006.
The unadjusted probabilities of consultation in 1995, 1998,
2001, 2004, and 2006 were 11.0%, 11.3%, 12.8%, 17.8%, and
18.4%, respectively. The adjusted probabilities, with associ-
ated 95% CIs, of consultation for each year are presented in
Figure 1.

The overall increase in frequency of consultation was sta-
tistically significant (P < .001, test of linear trend) and was es-
pecially pronounced over the period 1999 to 2006, during which
the unadjusted relative increase in probability of consulta-
tion was 61%.

Figure 1. Adjusted Probability of Preoperative Consultation
by Calendar Year
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Circles represent the adjusted probability of preoperative consultation by
calendar year, and vertical bars denote 95% CIs computed using robust variance
estimation.
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Barriers and wasted resources for 
patients having cataract surgery
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