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INSTRUCTIONS FOR USE 
Coverage Positions are intended to supplement certain standard CIGNA HealthCare benefit plans. Please note, the terms of a 
participant’s particular benefit plan document [Group Service Agreement (GSA), Evidence of Coverage, Certificate of Coverage, 
Summary Plan Description (SPD) or similar plan document] may differ significantly from the standard benefit plans upon which 
these Coverage Positions are based. For example, a participant’s benefit plan document may contain a specific exclusion related to 
a topic addressed in a Coverage Position. In the event of a conflict, a participant’s benefit plan document always supercedes the 
information in the Coverage Positions. In the absence of a controlling federal or state coverage mandate, benefits are ultimately 
determined by the terms of the applicable benefit plan document. Coverage determinations in each specific instance require 
consideration of 1) the terms of the applicable group benefit plan document in effect on the date of service; 2) any applicable 
laws/regulations; 3) any relevant collateral source materials including Coverage Positions and; 4) the specific facts of the particular 
situation. Coverage Positions relate exclusively to the administration of health benefit plans. Coverage Positions are not 
recommendations for treatment and should never be used as treatment guidelines. ©2007 CIGNA Health Corporation 
 
 
Coverage Position 
 
Coverage for vitrectomy chair/vitrectomy support system/face-down positioning is subject to the 
terms, conditions and limitations of the applicable benefit plan’s Durable Medical Equipment 
(DME) benefit and schedule of copayments. In addition, vitrectomy chair/vitrectomy support 
system/face-down positioning are specifically excluded under some benefit plans. Please refer to 
the applicable benefit plan document to determine benefit availability and the terms, conditions 
and limitations of coverage. Under many benefit plans, coverage for DME is limited to the lowest-
cost alternative. 
 
If coverage for vitrectomy chair/vitrectomy support system/face-down positioning is available, the 
following conditions of coverage apply.  
 
CIGNA HealthCare covers vitrectomy chair/vitrectomy support system/face-down positioning 
when the patient is required to maintain a face-down position following a vitrectomy. 
 
Coverage is generally limited to rental of the support system. 
 
 
General Background 
 
The vitrectomy chair/vitrectomy support system is designed for use by patients who have undergone 
vitrectomy surgery and require postoperative, face-down positioning for one day to three weeks. 
Indications for vitrectomy include: detached retina, vitreous hemorrhage, macular pucker, macular 
edema, diabetic retinopathy, and trauma. Macular hole repair is the most common indication. Success 
rates of 90% have been reported with use of face-down positioning following macular hole repair. Without 
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face-down positioning or in cases of poor compliance to positioning, success rates have been reported as 
low as 60%. 
 
A vitrectomy is the surgical removal of the vitreous humor (i.e., the clear aqueous gel that fills the space 
between the lens and the retina), and is performed to clear blood and debris from the eye, to remove scar 
tissue, or to alleviate traction on the retina. The retinal surgeon performs a vitrectomy through a 
microscope and special lense designed to provide a clear image of the back of the eye. Once the defect 
is repaired and the vitreous is removed, the emptied cavity is instilled with a bubble consisting of gas, air, 
saline solution or silicone oil. Since the macula and retina are located at the back of the eye, recovering 
patients may be instructed to maintain a face-down position in order for the bubble to effectively apply 
pressure to the area to enhance healing. This pressure allows the macula or retina to re-bond to the eye 
wall and, ideally, a new vitreous forms and replaces the bubble. The duration of face-down positioning 
may be dependant upon the type of material instilled into the vitreous cavity and physician practice. 
 
Literature Review 
Merkur and Tull (2007) retrospectively reported on 70 patients/72 eyes that underwent macular hole 
repair, and did not use face-down positioning postoperatively. Patients included in the study had a grade 
II through grade IV macular hole, present for less than one year. Internal limiting membrane peeling was 
performed on all patients. Postoperatively, the patients were limited to nonsupine positioning during the 
first 24 hours. Chart review revealed anatomical closure in 66 eyes, with six eyes requiring a second 
surgery to obtain closure. The average preoperative best spectacle corrected visual acuity (BSCVA) was 
20/170 compared to the average postoperative BSCVA of 20/46. An average BSCVA improvement of 5.7 
lines from baseline was recorded postoperatively. Limitations of the study include the retrospective study 
design, small heterogeneous patient population, absence of visual acuity outcomes for five patients, and 
lack of a comparative group.  
 
Wickens and Shah (2006) conducted a retrospective review to evaluate the “optimal period for face-down 
positioning.” Twenty-one patients underwent macular hole repair via core vitrectomy, including removal of 
internal limiting membrane. Postoperatively, patients remained face down for three days for at least eight 
hours per day. Twenty eyes achieved anatomical closure; 16 patients gained Snellen visual acuity greater 
than two lines; five patients gained stable vision within one line of baseline; eight patients demonstrated 
20/40 or better vision. Preoperative vision ranged from 20/50 to 20/1000 compared to postoperative 
vision range of 20/20 to 20/500. Limitations of the study include the retrospective study design, lack of a 
comparative group and small, heterogeneous patient population.  
 
Tranos et al. (2006) conducted a comparative study to “investigate the role of vitrectomy without prone 
posturing in the anatomic and functional outcome of macular hole surgery.” Pars plan vitrectomy was 
performed on 41 patients with macular holes. Postoperatively, 25 patients used prone positioning (i.e.,  
P group) for 10 days, and 16 patients did not utilize prone positioning (i.e., NP group). The NP group was 
instructed to avoid lying supine; otherwise, no posturing instructions were given. Mean follow-up was 4.3 
± 1.2 months. The P group experienced 88% hole closure, while 87.5% closure was obtained in the NP 
group. There was no significant postoperative difference in improved visual acuity between the two 
groups. Eyes in the NP group developed more severe cataracts postoperatively.  
 
Krohn (2005) compared the effectiveness of the duration of postoperative, face-down posturing in 53 
consecutive macular hole repairs (50 patients). Twenty-nine patients were face down for seven days, and 
24 patients were face down for three days. The success rate was 93.1% and 87.5%, respectively. Since 
the difference was statistically insignificant, Krohn concluded that three days of strict face-down 
positioning was effective for macular hole closure.  
 
Krohn (2003) compared the effect of administering eye drops versus topical ointment following macular 
hole repair. The intent was to determine if having the patients look up for eye drop administration 
interfered with the effectiveness of face-down positioning postoperatively. For one week, 16 patients were 
given eye drops six times daily, and 23 patients were given an ointment once daily. The ointment group 
was able to keep their heads straight and look down during administration, while the drop group had to 
elevate their heads and look up. Macular hole closure occurred in 62.5% of the drop group and 91.3% in 
the ointment group.  
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Verma et al (2002) compared patient compliance of face-down positioning following macular hole repair. 
Four patients used a posturing chair postoperatively, while six patients maintained a face-down position 
without the aid of a chair. The authors reported that the “average actual posturing time was 48% of the 
perceived posturing time,” and the posturing time for the four patients using the chair was 12% higher.  
 
One author reported 79% macular hole closure without face-down posturing. Thirty-one consecutive 
patients underwent macular hole repair with cataract extraction and intraocular lense replacement. No 
face-down position was utilized postoperatively (Tornambe, et al., 1997).  
 
Professional Societies/Organizations 
In their discussion of diagnosis and management of macular hole, the National Eye Institute (NEI) states 
that maintaining a face-down position following surgery is crucial to the success of the surgery, and if a 
patient cannot remain in a face-down position following repair, vision recovery may not be successful. 
They also state that the individuals “who are unable to remain in a face-down position for this length of 
time may not be good candidates for a vitrectomy” (NEI, 2006). 
 
In their discussion of the treatment of idiopathic macular hole, the American Academy of Ophthalmology 
(AAO) states that “there is no strong evidence for the effect on outcome of the choice of gas tamponade 
or duration of face-down positioning” (2003). 
 
Information by the Royal College of Ophthalmologists (RCO) informs patients undergoing surgery for 
retinal detachment that posturing will be indicated if a gas or silicone bubble is instilled during the surgery 
(2005).  
 
Summary 
The vitrectomy chair/vitrectomy support system assists the patient in maintaining a face-down position 
postoperatively while allowing the affected eye to heal. Using these ergonomic positioning aids, the 
patient is able to more readily comply with the strict positioning requirements. The patient may be at risk 
for poor postoperative outcomes if there is lack of compliance with the face-down position. 
 
 
Coding/Billing Information 
 
Note: This list of codes may not be all-inclusive. 
 
Covered when medically necessary: 
 
CPT®* 
Codes 

Description 

 No specific code 
 
HCPCS 
Codes 

Description 

E1399† Durable medical equipment, miscellaneous 
 
† Note: Covered when used to report vitrectomy chair/vitrectomy support system/face-down 
positioning and stated medically necessity criteria are met. 
 
ICD-9-CM 
Diagnosis 
Codes 

Description 

361.00-
361.07 

Retinal detachment with retinal defect 

361.2 Serous retinal detachment 
361.81-
361.89 

Other forms of retinal detachment 

362.01- Diabetic retinopathy 
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362.06 
362.07 Diabetic macular edema 
362.42 Serous detachment of retinal pigment epithelium 
362.43 Hemorrhagic detachment of retinal pigment epithelium 
362.54 Macular cyst, hole, or pseudohole  
362.56 Macular puckering 
362.83 Retinal edema 
379.23 Vitreous hemorrhage 

 
 *Current Procedural Terminology (CPT®) ©2006 American Medical Association: Chicago, IL. 
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