
By Cheryl Guttman Krader; Reviewed by Jan

Gärdin, MD, and Björn Johansson, MD, PhD

A RETROSPECTIVE, POPULATION-BASED, 
controlled study analyzing data from an unselected patient 
population undergoing cataract surgery found that neither 
the need for unplanned postoperative visits for complica-
tions nor the incidence of visually disturbing cystoid mac-
ular edema (CME) was significantly reduced by adding a 
topical NSAID to postoperative topical steroid treatment. 

The research, however, did highlight increased suscep-
tibility to postoperative CME in eyes with pre-existing vit-
reoretinal conditions. 

“Results of randomized controlled trials indicate that 
the occurrence of CME is reduced in eyes treated with an 
NSAID, either in combination with a steroid or alone,” said 
Jan Gärdin, MD, resident, Department of Ophthalmology, 
Linköping University, Linköping, Sweden.

Dr. Gärdin noted that it is sometimes difficult to relate 
study results to what is perceived as clinical reality. 

“In our investigator-initiated study including a large 
number of eyes from an unselected patient population, we 
were not able to demonstrate a clear benefit for the cohort 
that received combination therapy,” he added.  

SURGEONS 
EXPLORE DROPLESS 
PATH IN CATARACT 
SURGERY CASES
A LARGE RETROSPECTIVE STUDY is sup-

porting the efficacy and safety of dropless 

cataract surgery with transzonular injection of 

a corticosteroid and fluoroquinolone for pre-

venting postoperative infection and inflamma-

tion. One surgeon notes that the efficacy with 

topical medications used to prevent infection 

and inflammation after cataract surgery is 

challenged by dependence on patient com-

pliance and the need for the active ingredi-

ent to penetrate to the target sites.

Continues on page 51 : NSAID

Study targets 

WHAT TO EXPECT 
AT THIS YEAR’S 
AAO MEETING
FOR THE FIRST TIME in a decade, the Amer-

ican Academy of Ophthalmology (AAO) will 

hold its annual meeting, Oct. 12 to 15, in San 

Francisco. “The theme for this year’s meet-

ing, Inspire!, serves as an invitation to all ... 

to rediscover what inspires them, network 

with other industry experts, and continue ed-

ucating each other on the newest research, 

technology, and clinical developments mov-

ing eye care forward,” said Maria M. Aaron, 

MD, secretary for the AAO annual meeting.

Story on page 11

Story on page 22

Focus is on susceptibility to postop CME in eyes 
with pre-existing vitreoretinal conditions

IN VIEW
Researchers have 

identifi ed an increased 

susceptibility to CME 

following surgery in 

eyes with pre-existing 

vitreoretinal conditions.

(Image courtesy of Jan Gärdin, MD)
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(eyelid), and eyelashes. Pigmentation is expected to 

increase as long as XELPROS is administered. After 

discontinuation of XELPROS, iris pigmentation is 

likely to be permanent. Patients who receive treatment 

should be informed of the possibility of increased 

pigmentation. The long-term effects of increased 

pigmentation are not known. 

Eyelash Changes 
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XELPROS™ (latanoprost ophthalmic emulsion) 
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IMPORTANT SAFETY INFORMATION

CONTRAINDICATIONS 

XELPROS is contraindicated in patients with a known 

hypersensitivity to latanoprost, or any other ingredients  
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WARNINGS AND PRECAUTIONS 
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discontinuation of treatment.

Intraocular Inflammation: XELPROS should be used 

with caution in patients with a history of intraocular 
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may be exacerbated.
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ADVERSE REACTIONS 
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By Cheryl Guttman Krader; Reviewed by Jan

Gärdin, MD, and Björn Johansson, MD, PhD

A RETROSPECTIVE, POPULATION-BASED, 
controlled study analyzing data from an unselected patient 

population undergoing cataract surgery found that neither 

the need for unplanned postoperative visits for complica-

tions nor the incidence of visually disturbing cystoid mac-

ular edema (CME) was significantly reduced by adding a 

topical NSAID to postoperative topical steroid treatment. 

The research, however, did highlight increased suscep-

tibility to postoperative CME in eyes with pre-existing vit-

reoretinal conditions. 

“Results of randomized controlled trials indicate that 

the occurrence of CME is reduced in eyes treated with an 

NSAID, either in combination with a steroid or alone,” said 

Jan Gärdin, MD, resident, Department of Ophthalmology, 

Linköping University, Linköping, Sweden.

Dr. Gärdin noted that it is sometimes difficult to relate 

study results to what is perceived as clinical reality. 

“In our investigator-initiated study including a large 

number of eyes from an unselected patient population, we 

were not able to demonstrate a clear benefit for the cohort 

that received combination therapy,” he added.  

SURGEONS 
EXPLORE DROPLESS 
PATH IN CATARACT 
SURGERY CASES
A LARGE RETROSPECTIVE STUDY is sup-

porting the efficacy and safety of dropless 

cataract surgery with transzonular injection of 

a corticosteroid and fluoroquinolone for pre-

venting postoperative infection and inflamma-

tion. One surgeon notes that the efficacy with 

topical medications used to prevent infection 

and inflammation after cataract surgery is 

challenged by dependence on patient com-

pliance and the need for the active ingredi-

ent to penetrate to the target sites.

Continues on page 51 : NSAID

Study targets 

WHAT TO EXPECT 
AT THIS YEAR’S 
AAO MEETING
FOR THE FIRST TIME in a decade, the Amer-

ican Academy of Ophthalmology (AAO) will 

hold its annual meeting, Oct. 12 to 15, in San 

Francisco. “The theme for this year’s meet-

ing, Inspire!, serves as an invitation to all ... 

to rediscover what inspires them, network 

with other industry experts, and continue ed-

ucating each other on the newest research, 

technology, and clinical developments mov-

ing eye care forward,” said Maria M. Aaron, 

MD, secretary for the AAO annual meeting.
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Focus is on susceptibility to postop CME in eyes 
with pre-existing vitreoretinal conditions

IN VIEW

Researchers have 

identifi ed an increased 

susceptibility to CME 

following surgery in 

eyes with pre-existing 

vitreoretinal conditions.

(Image courtesy of Jan Gärdin, MD)
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INDICATION

DEXTENZA is a corticosteroid indicated for the treatment of 
ocular inflammation and pain following ophthalmic surgery.  

IMPORTANT SAFETY INFORMATION

CONTRAINDICATIONS

DEXTENZA is contraindicated in patients with active 
corneal, conjunctival or canalicular infections, including 
epithelial herpes simplex keratitis (dendritic keratitis), 
vaccinia, varicella; mycobacterial infections; fungal 
diseases of the eye, and dacryocystitis. 

WARNINGS AND PRECAUTIONS

Prolonged use of corticosteroids may result in glaucoma 
with damage to the optic nerve, defects in visual acuity 
and fields of vision. Steroids should be used with caution 
in the presence of glaucoma. Intraocular pressure should 
be monitored during treatment.

Corticosteroids may suppress the host response and thus 
increase the hazard for secondary ocular infections. In 
acute purulent conditions, steroids may mask infection 
and enhance existing infection.

Use of ocular steroids may prolong the course and may 
exacerbate the severity of many viral infections of the eye 
(including herpes simplex).

Fungus invasion must be considered in any persistent 
corneal ulceration where a steroid has been used or is in 
use. Fungal culture should be taken when appropriate.

Use of steroids after cataract surgery may delay healing 
and increase the incidence of bleb formation. 

ADVERSE REACTIONS

The most common ocular adverse reactions that 
occurred in patients treated with DEXTENZA were: 
anterior chamber inflammation including iritis and 
iridocyclitis (10%); intraocular pressure increased (6%); 
visual acuity reduced (2%); cystoid macular edema (1%); 
corneal edema (1%); eye pain (1%) and conjunctival 
hyperemia (1%).

The most common non-ocular adverse reaction that 
occurred in patients treated with DEXTENZA was 
headache (1%).

Please see brief summary of full Prescribing 
Information on adjacent page.

© 2019 Ocular Therapeutix, Inc. All rights reserved. 
DEXTENZA is a registered trademark of Ocular Therapeutix, Inc. PP-US-DX-0071-V2

References: 1. Sawhney AS et al, inventors; Incept LLC, assignee. US patent 8,409,606 B2. April 2, 2013.
2. DEXTENZA [package insert]. Bedford, MA: Ocular Therapeutix, Inc; 2019. 3. Walters T et al. J Clin Exp Ophthalmol. 
2016;7(4):1-11. 4. Tyson SL et al. J Cataract Refract Surg. 2019;45(2):204-212.

*73.6% of physicians in Study 1, 76.4% in Study 2, and 79.6% in Study 3 rated DEXTENZA as easy to insert.

•  Resorbable, so no need for removal2

•  Insert can be removed via saline irrigation or 
manual expression, if necessary2

•  Physicians rated DEXTENZA as easy to insert3,4*

• Designed to deliver a tapered dose1

•  Contains fluorescein for visualization2

•  No additional components or 
assembly required2

DEXTENZA IS AN ADVANCEMENT IN STEROID TREATMENT

LEARN MORE AT DEXTENZA.COM

NEW INFLAMMATION INDICATION!

NOW AVAILABLE.
Use unique billing code C9048

BIG TIME
INNOVATION

1

THE FIRST AND ONLY OPHTHALMIC STEROID INSERT

http://dextenza.com
http://dextenza.com
http://www.ocutx.com/
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Money trail: 
The economics of 
drug development
Demand, potential for growth factors into 

decision-making process
By Conni Bergmann Koury 

D
rug development can be compared to a Las Vegas table game, 

with key players betting on whether a new pharmaceutical drug 

will come to the market after a lead compound has been identi-

fied through the research and discovery process. 

For Joseph Lawler, MD, PhD, founder and managing member 

of Austin, Texas-based JFL Capital Management LLC, it really 

is not much of a gamble. 

“My position gives me a blissfully unencumbered perspective when it comes 

to drug development, because if a drug works, I am happy to bet with it, and 

if it does not work, then I will bet against it,” he said.  “As such, I have a defi-

nite perspective and perhaps even bias on how drugs should be developed.”

U N M E T  N E E D S

The first question for a drug developer is, where are the unmet needs? For exam-

ple, a glaucoma drop that needed to be instilled only once per day would prob-

ably find a place in the market, Dr. Lawler said. 

Similarly, an oral treatment for macular degeneration would be welcome. These 

are unmet needs. These less-prevalent diseases with less-efficacious (or no) treat-

ments are known as orphans, and they are not very common, Dr. Lawler explained. 

One might reasonably think drug-making entrepreneurs would steer clear of or-

phan drug development due to the small number of patients who need them. 

“That is not the case, because pharmaceutical start-ups tend not to attract 

many investors if they are merely developing the fifth or sixth intraocular ste-

roid implant,” he said. 

The hard economic calculation can put the situation in perspective: On one 

hand, there are non-orphan drugs for things like glaucoma and cataracts. Al-

though prevalent, manufacturers cannot charge very much for new treatments, 

because what exists is pretty good. he said. On the other hand, orphan drugs 

target diseases that are

“Consider that Spark Therapeutics has a gene therapy to treat RPE 65 defi-

ciency,” Dr. Lawler said. “The company charges $850,000 for that treatment, and 

it does not even improve visual acuity. This is an example of financial success 

without the clinical success, and interestingly, they were recently purchased for 

several billion dollars.”

If a manufacturer is going to develop a drug to treat a prevalent disease like 

glaucoma, it also needs a big sales force and a uniquely large marketing budget 

in order to succeed. For orphan drugs, the patients are diagnosed at some point 

‘There is extensive patient pressure 
on the FDA to approve these drugs.’    
— Jospeh Lawler, MD, PhD

BRIEF SUMMARY: Please see the 
DEXTENZA Package Insert for full 
prescribing information for DEXTENZA 
(06/2019)

1 INDICATIONS AND USAGE

DEXTENZA® (dexamethasone ophthalmic 
insert) is a corticosteroid indicated for the 
treatment of ocular inflammation and pain 
following ophthalmic surgery.

4 CONTRAINDICATIONS

DEXTENZA is contraindicated in patients with 
active corneal, conjunctival or canalicular 
infections, including epithelial herpes simplex 
keratitis (dendritic keratitis), vaccinia, 
varicella; mycobacterial infections; fungal 
diseases of the eye, and dacryocystitis.

5 WARNINGS AND PRECAUTIONS

5.1 Intraocular Pressure Increase

Prolonged use of corticosteroids may result 
in glaucoma with damage to the optic nerve, 
defects in visual acuity and fields of vision. 
Steroids should be used with caution in the 
presence of glaucoma. Intraocular pressure 
should be monitored during the course of  
the treatment.

5.2 Bacterial Infection

Corticosteroids may suppress the host 
response and thus increase the hazard  
for secondary ocular infections. In acute 
purulent conditions, steroids may mask 
infection and enhance existing infection  
[see Contraindications (4)].

5.3 Viral Infections

Use of ocular steroids may prolong the 
course and may exacerbate the severity of 
many viral infections of the eye (including 
herpes simplex) [see Contraindications (4)].

5.4 Fungal Infections

Fungus invasion must be considered in any 
persistent corneal ulceration where a steroid 
has been used or is in use. Fungal culture 
should be taken when appropriate [see 
Contraindications (4)].

5.5 Delayed Healing

The use of steroids after cataract surgery 
may delay healing and increase the 
incidence of bleb formation.

6 ADVERSE REACTIONS

The following serious adverse reactions are 
described elsewhere in the labeling:

 •  Intraocular Pressure Increase [see 
Warnings and Precautions (5.1)]

 •  Bacterial Infection [see Warnings and 
Precautions (5.2)]

 •  Viral Infection [see Warnings and 
Precautions (5.3)]

 •  Fungal Infection [see Warnings and 
Precautions (5.4)]

 •  Delayed Healing [see Warnings and 
Precautions (5.5)]

6.1 Clinical Trials Experience

Because clinical trials are conducted 
under widely varying conditions, adverse 
reaction rates observed in the clinical trials 
of a drug cannot be directly compared to 
rates in the clinical trials of another drug 
and may not reflect the rates observed 
in practice. Adverse reactions associated 
with ophthalmic steroids include elevated 
intraocular pressure, which may be 
associated with optic nerve damage, 
visual acuity and field defects, posterior 
subcapsular cataract formation; delayed 
wound healing; secondary ocular infection 
from pathogens including herpes simplex, 
and perforation of the globe where there 
is thinning of the cornea or sclera [see 
Warnings and Precautions (5)].

DEXTENZA was studied in four randomized, 
vehicle-controlled studies (n = 567). The 
mean age of the population was 68 years 
(range 35 to 87 years), 59% were female, 
and 83% were white. Forty-seven percent 
had brown iris color and 30% had blue iris 
color. The most common ocular adverse 
reactions that occurred in patients treated 
with DEXTENZA were: anterior chamber 
inflammation including iritis and iridocyclitis 
(10%); intraocular pressure increased (6%); 
visual acuity reduced (2%); cystoid macular 
edema (1%); corneal edema (1%); eye pain 
(1%) and conjunctival hyperemia (1%). 

The most common non-ocular adverse 
reaction that occurred in patients treated 
with DEXTENZA was headache (1%).

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

Risk Summary

There are no adequate or well-controlled 
studies with DEXTENZA in pregnant women 
to inform a drug-associated risk for major 
birth defects and miscarriage. In animal 
reproduction studies, administration of 
topical ocular dexamethasone to pregnant 
mice and rabbits during organogenesis 
produced embryofetal lethality, cleft palate 
and multiple visceral malformations  
[see Animal Data].

Data

Animal Data

Topical ocular administration of 0.15% 
dexamethasone (0.75 mg/kg/day) on 
gestational days 10 to 13 produced 
embryofetal lethality and a high incidence 
of cleft palate in a mouse study. A daily 
dose of 0.75 mg/kg/day in the mouse is 
approximately 5 times the entire dose of 
dexamethasone in the DEXTENZA product, 
on a mg/m2 basis. In a rabbit study, 
topical ocular administration of 0.1% 
dexamethasone throughout organogenesis 
(0.36 mg /day, on gestational day 6 followed 
by 0.24 mg/day on gestational days 7-18) 
produced intestinal anomalies, intestinal 
aplasia, gastroschisis and hypoplastic 
kidneys. A daily dose of 0.24 mg/day is 
approximately 6 times the entire dose of 
dexamethasone in the DEXTENZA product,  
on a mg/m2 basis.

8.2 Lactation

Systemically administered corticosteroids 
appear in human milk and could suppress 
growth and interfere with endogenous 
corticosteroid production; however the 
systemic concentration of dexamethasone 
following administration of DEXTENZA is low 
[see Clinical Pharmacology (12.3)]. There 
is no information regarding the presence of 
DEXTENZA in human milk, the effects of the 
drug on the breastfed infant or the effects 
of the drug on milk production to inform risk 
of DEXTENZA to an infant during lactation. 
The developmental and health benefits of 
breastfeeding should be considered along 
with the mother’s clinical need for DEXTENZA 
and any potential adverse effects on the 
breastfed child from DEXTENZA.

8.4 Pediatric Use

Safety and effectiveness in pediatric patients 
have not been established.

8.5 Geriatric Use

No overall differences in safety or 
effectiveness have been observed between 
elderly and younger patients.

17 PATIENT COUNSELING INFORMATION

Advise patients to consult their surgeon if 
pain, redness, or itching develops.

MANUFACTURED FOR: 

Ocular Therapeutix, Inc.

Bedford, MA 01730 USA

PP-US-DX-0072-V2

http://dextenza.com
http://www.ocutx.com/
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and then they know they have the disease. It does not 

require marketing and a large sales force is not needed, 

Dr. Lawler explained. 

B E N E F I T S OF OR PH A N DE V E L OPM E N T

The likelihood of FDA approval is far greater for or-

phan drugs than for non-orphan drugs. The technical 

definition of an orphan disease, for which an orphan 

drug would be developed, is a disease that affects fewer 

than 200,000 Americans, and the biological basis of 

the disease is pretty well understood. There are no 

fees for developing an orphan drug, once granted or-

phan drug status.

Often, drug manufacturers can use a surrogate end-

point to secure approval, making the regulatory stan-

dard less rigorous. 

“There is extensive patient pressure on the FDA to 

approve these drugs,” Dr. Lawler said. “Consider the 

fact that Sarepta Therapeutics received approval for 

a drug called Eteplirsen, to treat Duchenne muscular 

dystrophy. It was a contentious approval. In fact, two 

senior FDA reviewers resigned because they did not 

think the drug worked.”

A non-orphan drug can be marketed exclusively as 

long as the patents last. With an orphan drug, there 

is guaranteed ironclad exclusivity for seven years, be-

cause the FDA is precluded from approving a generic 

competitor for that period of time. It is also difficult for 

payers to limit price. High-priced patient numbers can 

generate significant revenue. These are very profitable 

businesses once their drugs get approved. Of course, 

the medications still have to work.

IMPORT?

How do we solve the drug pricing crunch in America? 

Republicans and Democrats do not agree on much, 

but they generally agree that drug pricing is a mess. 

Dr. Lawler noted that three things must happen to 

ignite change. The first two require congressional action. 

First, is permit drug importation.

In many cases, these drugs are getting made in the 

very same factory—the only difference is the ZIP Code 

they are shipped to and the price—which can vary by 

50 times. The industry will respond predictably, cur-

tailing shipments to countries that import back to the 

United States, to limit their supply, effectively block-

ing importation, he explained. 

Second, insist upon most favored nation status for 

the G-20 countries.

This means that a drug company can sell a medicine 

for whatever price it wants. It cannot sell it overseas 

for more than it sells here to government-sponsored 

plans like Medicare and Medicaid. This will likely mean 

that G-20 countries will have to pay more than they 

do now. The U.S. will be exporting a little bit of drug 

inflation, but that is probably not a bad thing, he said.

The third is to conduct comparative trials. 

Consider that there are five approved antibodies that 

target the PD-1, PD-L1 axis, Dr. Lawler noted. 

“In a couple of years, sales of these are likely to top 

$20 billion per year,” he said. “We do not know if any 

one of the antibodies is better than any of the others.”

The option, according to Dr. Lawler, is to do a big 

study in a big indication, like non-small cell lung cancer. 

“With this approach, American citizens cannot lose, 

because if it works and it shows that one antibody is 

best, then we will all know to put our patients on that 

drug because it is the best of the PD-1 antibodies,” he 

concluded. “If it turns out that these agents behave 

more like commodities, well then let the competitive 

bidding begin.” ■

JOSEPH LAWLER, MD, PHD

P: 737-203-5270

This article was adapted from Dr. Lawler’s presentation at the American Glaucoma Society annual 

meeting. He has no fi nancial disclosures to reveal. 
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INJECTABLE  FORMULATIONS*

Tri-Moxi® PF
(Triamcinolone acetonide and moxifloxacin) 
15mg/1mg/mL

Dex-Moxi® PF
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Cultural equality
Informed consent a differentiator among countries

“ALL CULTURES ARE not equal” says a 

New York Times headline,1 and certainly this is 

true when it comes to medicine.

A while ago, I was visiting another oph-

thalmologist in a country outside the United 

States. The topic of informed consent came up, 

and my colleague asked me what we American 

doctors do when a patient needs surgery. 

I responded with the usual spiel: We explain 

the diagnosis, recommend the treatment, dis-

cuss the risks and alternatives (including the 

option of doing nothing), answer the patient’s 

questions, and then we do what they consent 

to in writing.

“Well, that is ridiculous,” said my host, 

shaking his head in disbelief.  “Patients do 

not know enough to make good decisions or 

choose alternatives better than what a doctor 

recommends!”  

A  D I F F E R E N T  V I E W

In his country, I learned, the doctor tells the pa-

tient what surgery he or she needs and the pa-

tient (knowing that the doctor is highly trained) 

will automatically agree.  

“We do not waste time discussing alterna-

tives,” he said. 

In yet another country I visited, the doctor 

merely tells the patient when to come to have 

their operation performed. There is no require-

ment for anything resembling what we in the 

United States would recognize as informed 

consent, and nothing need be documented in 

writing.  

“Patients know that we doctors will do the 

right thing for them” a friend in this country 

told me. “There is no need to spend time dis-

cussing details.”

In a third country, I observed yet another 

twist on the consent process. In this case, 

when a female patient needs surgery the doc-

tor turns to her male husband/family member 

and a brief discussion occurs while the patient 

listens. The male companion gives consent.  

“Probably, there is going to be an interest-

ing discussion in the car on the way home,” I 

thought.

Finally (and I have not observed this di-

rectly but colleagues have told me about it) 

there is a culture in which healthcare decisions 

are made by a presumably highly respected 

and wise village elder. If the elder says it is ap-

propriate, the inhabitants of his village go with 

that decision. 

Because the actual patient might not even 

be present to hear this discussion between the 

doctor and the elder, and the elder might not 

even be a member of the patient’s family, I 

consider this twist to be the most unlike what 

I have considered to represent best practice 

when it comes to informed consent.

C O N S T A N T  S T R U G G L E

There is no doubt in my mind that considerable 

effort is expended on informed consent in my 

country in anticipation that an unhappy patient 

might hire a lawyer and assert that the consent 

was inadequate.  I have seen where a lawyer tells 

the jury that the informed consent document, 

signed and initialed by the patient, was too short, 

and did not list a particular rare complication 

that may have occurred.  I have also seen lawyers 

argue just the opposite, claiming that a consent 

form was purposely made too long and detailed 

and therefore was overwhelming to a patient.   

For these plaintiffs attorneys, the consent 

forms are either too long or too short—never 

are they “just right.”

I actually liked the country where the public 

feels confident that doctors will always do the 

right thing for their patients. 

All the doctor has to say is “your vision 

problems are caused by a cataract. It needs to 

come out. The surgery will be on Tuesday.” 

And all the patient has to say is “Thank you, 

doctor. See you Tuesday.”   

But I realize that in today’s American cul-

ture and legal system, this is not realistic. ■

REFERENCE

• https://www.nytimes.com/2005/08/11/opinion/all-cultures-

are-not-equal.html
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THE CYCLE OF 
 INFLAMMATION IN
DRY EYE DISEASE2

Ocular Surface Stress
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XIIDRA MAY INTERRUPT 
THE CYCLE OF INFLAMMATION 

CENTRAL TO DRY EYE DISEASE1,2

Indication 
Xiidra®�
NKƂ�VGITCUV�QRJVJCNOKE�UQNWVKQP�����KU�KPFKECVGF�HQT�VJG�
VTGCVOGPV�QH�UKIPU�CPF�U[ORVQOU�QH�FT[�G[G�FKUGCUG�
&'&���

Important Safety Information
:KKFTC�KU�EQPVTCKPFKECVGF�KP�RCVKGPVU�YKVJ�MPQYP�J[RGTUGPUKVKXKV[�
VQ�NKƂ�VGITCUV�QT�VQ�CP[�QH�VJG�QVJGT�KPITGFKGPVU��

+P�ENKPKECN�VTKCNU��VJG�OQUV�EQOOQP�CFXGTUG�TGCEVKQPU�TGRQTVGF�KP�
������QH�RCVKGPVU�YGTG�KPUVKNNCVKQP�UKVG�KTTKVCVKQP��F[UIGWUKC�CPF�
TGFWEGF�XKUWCN�CEWKV[��1VJGT�CFXGTUG�TGCEVKQPU�TGRQTVGF�KP����VQ���
QH�VJG�RCVKGPVU�YGTG�DNWTTGF�XKUKQP��EQPLWPEVKXCN�J[RGTGOKC��G[G�
KTTKVCVKQP��JGCFCEJG��KPETGCUGF�NCETKOCVKQP��G[G�FKUEJCTIG��G[G�
FKUEQOHQTV��G[G�RTWTKVWU�CPF�UKPWUKVKU�

6Q�CXQKF�VJG�RQVGPVKCN�HQT�G[G�KPLWT[�QT�EQPVCOKPCVKQP�QH�VJG�UQNWVKQP��
RCVKGPVU�UJQWNF�PQV�VQWEJ�VJG�VKR�QH�VJG�UKPING�WUG�EQPVCKPGT�VQ�VJGKT�
G[G�QT�VQ�CP[�UWTHCEG�

%QPVCEV�NGPUGU�UJQWNF�DG�TGOQXGF�RTKQT�VQ�VJG�CFOKPKUVTCVKQP�QH�
:KKFTC�CPF�OC[�DG�TGKPUGTVGF����OKPWVGU�HQNNQYKPI�CFOKPKUVTCVKQP�

5CHGV[�CPF�GHƂ�ECE[�KP�RGFKCVTKE�RCVKGPVU�DGNQY�VJG�CIG�QH����[GCTU�
JCXG�PQV�DGGP�GUVCDNKUJGF�

The exact mechanism of action of Xiidra in Dry Eye Disease is not known.1

Xiidra blocks the interaction of 
ICAM-1 and LFA-1, which is a key 
OGFKCVQT�QH�VJG�KPƃ�COOCVKQP�
central to Dry Eye Disease. In vitro
studies have shown that Xiidra may 
inhibit the recruitment of previously 
activated T cells, the activation 
of newly recruited T cells, and 
VJG�TGNGCUG�QH�RTQ�KPƃ�COOCVQT[�
cytokines.1

Check out Xiidra-ECP.com

For additional safety information, see accompanying Brief Summary of Safety Information on the adjacent page and Full Prescribing 
Information on Xiidra-ECP.com. 
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Inspiration in the Golden State
Annual meeting returns to San Francisco with focus on instruction, symposia, 

practice management, continuing education

By Lynda Charters

S
an Francisco is the city of new begin-

nings and a leader in education and 

culture-changing movements that ulti-

mately affect the country and the world. 

This year’s theme, Inspire!, beauti-

fully reflects the challenge to ophthal-

mologists to continue to innovate en-

velope-pushing ideas and technologies with the goal 

of providing patients with the best vision possible.

The American Academy of Ophthalmology (AAO) 

will hold its annual meeting, Oct. 12 to 15, in the 

City by the Bay.

“The theme for this year’s meeting, Inspire!, serves 

as an invitation to all members and participants to 

rediscover what inspires them, network with other 

industry experts, and continue educating each other 

on the newest research, technology, clinical develop-

ments, etc. moving eye care forward,” said Maria M. 

Aaron, MD, secretary for the AAO’s annual meeting.

In line with that theme, Inspire! also anticipates 

the launch of the AAO’s Truhlsen-Marmor Museum 

of the Eye, set to open in San Francisco in early 

2020. The free-to-the-public museum will celebrate 

“Premium IOLs are used basically to provide 

spectacle independence and restore 

accommodation, and they are appealing for 

use in older children.”

Maria M. Aaron, MD

Continues on page 12 : Preview

Subspecialty 
Day

October 11-12, 2019

AAOE/Practice 
Management Program
October 11-15, 2019

AAO 2019
October 12-15, 2019



12

AAO 2019
SEPTEMBER 15, 2019 :: Ophthalmology Times

the history of ophthalmology, educate the public on 

the importance of eye health, and inspire the next 

generation of eye physicians and surgeons.

To search the program, go to www.aao.org/

programsearch

W H A T  I S  N E W

The AAO has announced several new additions to 

its lineup this year. They include:

> C OM PL I M E N TA RY M E ET I NG S 

ON DEM A N D PRODUCT S AVA I L A BL E .

To take advantage of all the annual meeting has to 

offer, “Meetings on Demand” is a collection of recorded 

programming and sessions. This makes it easy for 

participants to catch up on things they missed or re-

fresh their knowledge after AAO 2019. Starting this 

year, members who are subscribed for any of the Sub-

specialty Day meetings will receive complimentary 

access to the All-Subspecialty Meetings on Demand 

package. For members who purchase the AAO 2019 

Academy Plus course pass, the AAO 2019 Highlights 

Meetings on Demand package will be included for free. 

For more information, visit www.aao.org/annual-meeting/

aao-on-demand 

> A M ER IC A N SOCI ET Y OF

OPH T H A LMIC R EGIST ER ED N U R SE S 

A SOR N M E ET I NG I N T EGR AT ION

Starting this year, the ASORN annual meeting, which 

will run on Friday, Oct. 11 and Saturday Oct. 12, is fully 

integrated with the AAO’s annual meeting. In an effort 

to support professional collaboration, ASORN meeting 

participants will now have access to AAO educational 

assets, including access to the symposia and spotlight 

sessions, papers, e-posters, and videos.

>   A AO G OE S DIGI TA L . 

For the first time in AAO history, all posters this year 

will be in digital form. Members will be able to par-

ticipate in lively, interactive discussions on the latest 

e-posters being presented this year.  

S U B S P E C I A L T Y  D A Y S 

The Subspecialty Day program, beginning one day 

before the main meeting, covers Friday, Oct. 11 and 

Saturday, Oct. 12, and is comprised of seven Sub-

specialty Day meetings during the two-day period. 

Ophthalmologists in each subspecialty will have a 

plethora of exceptional presentations from which to 

choose during the Subspecialty Day presentations. 

The programs for all subspecialties can be viewed 

online through Program Search at www.aao.org/

annual-meeting/subspecialty-day. Readers can click 

the red “Filter” button at the top of the page then 

choose the “Topics” menu to refine the search re-

sults by subspecialty.

> F R IDAY, OCT OBER 11

Refractive Surgery Subspecialty Day 2019:

As Far as the Eye Can See

Retina Subspecialty Day 2019: I2-Inspire Innovation 

> S AT U R DAY, OCT OBER 12

Cornea Subspecialty Day 2019: 

Keeping Disease at Bay

Glaucoma Subspecialty Day 2019:

Crossing the Golden Gate to Exceptional 

Glaucoma Care

Neuro-Ophthalmology Subspecialty Day 2019: Di-

agnostic Errors and Challenges—Avoid the Traps!

 Oculofacial Plastic Surgery Subspecialty Day 2019:

A Decade to Remember 2010–2019

 Pediatric Ophthalmology Subspecialty Day 2019: 

San Francisco Sound Meets Science

 Retina Subspecialty Day 2019: I2-Inspire Innovation 

O P E N I N G  S E S S I O N

The opening session and annual business meeting 

is held from 8:30 a.m. to 10 a.m. on Sunday, Oct. 13. 

A highline of this session is the Jackson Memorial 

Lecture that this year will be pre-

sented by Emily Chew, MD, director, 

Division of Epidemiology and Clini-

cal Applications and deputy clini-

cal director, National Eye Institute, 

National Institutes of Health. The 

lecture, titled “Age-related Macu-

lar Degeneration: Nutrition, Genes 

and Deep Learning” will focus on 

her clinical and research interests in diabetic eye 

disease and age-related eye diseases. 

Marilyn Miller, MD, will receive the Laureate 

Award during the opening session 

for her special interest in interna-

tional ophthalmology and her dedi-

cation to preventing blindness and 

visual impairment in underserved 

regions in Africa, Asia, and Central 

and South America. She is profes-

sor of ophthalmology, Illinois Eye 

and Ear Infirmary, University of Il-

linois, Chicago.

Another highlight of the opening session is the 

2019 Academy Awards that will recognize guests of 

honor and recipients of the Distinguished Service 

PREVIEW
( Continued from page 11 )

Dr. Marilyn Miller

Dr. Emily Chew

AAO 2019

MOSCONE CENTER HOSTING 
ANNUAL MEETING
LOOKING FOR A HOTEL? There are a number 

of hotels within walking distance of the facility. 

Continues on page 14 : Program
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In micro-invasive surgery, seek the micro-invasive option...
•  500,000+ Glaukos trabecular micro-bypass stents implanted and  

100+ peer-reviewed publications

•  Lowest reported post-op mean IOP of any trabecular bypass stent1*

• Lowest reported rates of significant endothelial cell loss (ECL)1*†

•  Lowest reported rates of peripheral anterior synechiae (PAS)1*

• Stents are made of titanium, no nitinol (nickel) allergic responses

TransformMIGS.com   |   800.GLAUKOS (452.8567)

* In any trabecular bypass MIGS pivotal trial. 
† Significant ECL defined as *30% ECL.

INDICATION FOR USE. The iStent inject ® Trabecular Micro-Bypass System Model G2-M-IS is indicated for use in conjunction with cataract surgery for the reduction of intraocular pressure ( IOP) in adult patients with mild 
to moderate primary open-angle glaucoma. CONTRAINDICATIONS. The iStent inject  is contraindicated in eyes with angle-closure glaucoma, traumatic, malignant, uveitic, or neovascular glaucoma, discernible congenital 
anomalies of the anterior chamber (AC) angle, retrobulbar tumor, thyroid eye disease, or Sturge-Weber Syndrome or any other type of condition that may cause elevated episcleral venous pressure. WARNINGS. Gonioscopy 
should be performed prior to surgery to exclude congenital anomalies of the angle, PAS, rubeosis, or conditions that would prohibit adequate visualization of the angle that could lead to improper placement of the stent and pose a 
hazard. MRI INFORMATION. The iStent inject  is MR-Conditional, i.e., the device is safe for use in a specified MR environment under specified conditions; please see Directions for Use (DFU) label for details. PRECAUTIONS. 
The surgeon should monitor the patient postoperatively for proper maintenance of IOP. The safety and effectiveness of the iStent inject  have not been established as an alternative to the primary treatment of glaucoma with 
medications, in children, in eyes with significant prior trauma, abnormal anterior segment, chronic inflammation, prior glaucoma surgery (except SLT performed > 90 days preoperative), glaucoma associated with vascular 
disorders, pseudoexfoliative, pigmentary or other secondary open-angle glaucomas, pseudophakic eyes, phakic eyes without concomitant cataract surgery or with complicated cataract surgery, eyes with medicated IOP > 24 
mmHg or unmedicated IOP < 21 mmHg or > 36 mmHg, or for implantation of more or less than two stents. ADVERSE EVENTS. Common postoperative adverse events reported in the randomized pivotal trial included stent 
obstruction (6.2%), intraocular inflammation (5.7% for iStent inject  vs. 4.2% for cataract surgery only), secondary surgical intervention (5.4% vs. 5.0%) and BCVA loss * 2 lines * 3 months (2.6% vs. 4.2%). CAUTION: Federal 
law restricts this device to sale by, or on the order of, a physician. Please see DFU for a complete list of contraindications, warnings, precautions, and adverse events. 

REFERENCE: 1. Samuelson TW, Sarkisian SR, Lubeck DM, et al. Prospective, randomized, controlled pivotal trial of an ab interno implanted trabecular micro-bypass in primary 
open-angle glaucoma and cataract. Ophthalmology. Jun 2019;126(6):811-821.

© 2019 Glaukos Corporation. Glaukos and iStent inject are registered trademarks of Glaukos Corporation. PM-US-0176

http://TransformMIGS.com
http://TransformMIGS.com
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Award, Special Recognition Award, Outstanding Hu-

manitarian Service Award, Outstanding Advocate 

Award, International Blindness Prevention Award, 

Straatsma Award for Excellence in Resident Educa-

tion, Visionary Society Award.

N A M E D  L E C T U R E S

In additional to the keynote address during the open-

ing session, numerous distinguished lectures will 

be delivered during various symposia throughout 

the annual meeting 

“In addition to artificial intelligence and other 

leading technologies changing the field of ophthal-

mology to a look at how millennial physicians are 

disrupting the industry, this year’s meeting offers 

myriad timely and fascinating topics,” Dr. Aaron 

commented.

> SU N DAY, OCT OBER 13

10:30 a.m.-12 p.m.

Marshall M. Parks Lecture, 

“How Artificial Intelligence Will 

Affect the Future of ROP Care,” 

Michael F. Chiang, MD.

12:45 p.m.-1:45 p.m.

Michael F. Marmor Lecture in Oph-

thalmology and the Arts, “Blind Or-

ganists and the King of Instruments,” 

Bruce Lamott, PhD.

Arnall Patz Lecture, “The Evolving 

Pathophysiology and Treatment of 

Retinopathy of Prematurity,” Mary 

Elizabeth Hartnett, MD, FACS

 2 p.m.-4 p.m.

Castroviejo Lecture, “Acantham-

oeba Keratitis: Getting the Treatment 

Right,” John K. G. Dart, MD

3:45 p.m.-5:15 p.m.

Ruedemann Lecture, “An I for an Eye 

Removal: Innovations in Enucleation,” 

Jeremiah Tao, MD

Whitney G. Sampson Lecture, “Ex-

panding CXL From Keratoconus to 

Infectious Keratitis,” Farhad Hafezi, 

MD, PhD

> MON DAY, OCT OBER 14

 8:15 a.m.-12:15 p.m.

Charles D. Kelman Lecture, “Artificial 

Iris Implantation,” Kevin M. Miller, MD

 8:30 a.m.-10 a.m.

Parker Heath Lecture, 

“Precision Medicine, Health 

Economics and Practice Patterns,” 

Barbara McAneny, MD

Robert N. Shaffer Lecture, 

“The Future of Vision Restoration 

in Glaucoma,”

Jeffrey L. Goldberg, MD, PhD

10:15 a.m.-11:45 a.m.

Wendell L. Hughes Lecture, 

“Ocular Melanoma: Marching 

Forward with Imaging, 

Nanoparticles, and 

Immunorevolution,” 

Carol L. Shields, MD

 12:45 p.m.-1:45 p.m.

C. Stephen and-Lecture 

on Uveitis and Immunology, 

“Ebola, Emerging Infectious 

Diseases, and the Eye: Patient 

and Public Health Implications,” 

Steven Yeh, MD

 3:15 p.m-4:15 p.m.

Dr. Allan Jensen & Claire Jensen 

Lecture in Professionalism 

and Ethics, “Ethical Aspects 

of Global Ophthalmic Practice,” 

Anthony J. Aldave, MD

 3:45 p.m.-5:15 p.m.

Barraquer Lecture, “Vector Planning 

Method: Residual Astigmatism Mini-

mised – LASIK Surprises Avoided,” 

Noel A. Alpins, MD, FACS

> T U E SDAY, OCT OBER 15

 8:30 a.m.-10 a.m.

William F. Hoyt Lecture, 

“CAR-Unexplained Visual Loss,”

John L. Keltner, MD

 10:15 a.m.-11:45 a.m.

Jones/Smolin Lecture, “New Bugs, 

New Technologies and New Drugs: In-

fectious Endophthalmitis in the 21st 

Century,” Harry W. Flynn Jr., MD

Zimmerman Lecture, “Wonder and 

Doubt—The Vasculogenic Mimicry 

Story,” Robert Folberg, MD

Dr. Michael F. Chiang

Dr. Kevin M. Miller

Dr. Barbara McAneny

Dr. Jeffrey L. Goldberg

Dr. Carol L. Shields

Dr. Steven Yeh

Dr. Anthony J. Aldave

Dr. Noel A. Alpins

PROGRAM
( Continued from page 12 )

Dr. Mary E. Hartnett

Dr. Jeremiah Tao

Dr. Farhad Hafezi Dr. Harry W. Flynn Jr.

Dr. Robert Folberg

If you are attending this year’s 

American Academy of Ophthalmology 

Annual Meeting in San Francisco, the 

agenda for the event offers plenty 

of great educational and business 

opportunities. If you have any extra 

time during your visit to the City by the 

Bay, here are some interesting sights 

worth checking out.

Attractions

T H E  G O L D E N  G A T E  B R I D G E

A San Francisco landmark, it is a must-see during 

any visit to the city. Sightseeing is free, and the 

bridge is accessible all day every day by bus, car, 

bicycle or on foot. Some other landmarks worth 

seeing include Coit Tower, Angel Island State Park, 

Lombard Street, Land’s End, Mission District, and 

Baker Beach. 

A L C A T R A Z  I S L A N D 

While the former federal prison is long closed, it 

is open for tours. Entrance to Alcatraz is free; how-

ever, you will need to purchase a ferry ticket to get 

to the island. Tickets start at $39.90 for adults, 

but most travelers say the price offers great value. 

Tickets include a scenic boat trip to the island and 

the audio guide. 

F I S H E R M A N ’ S  W H A R F

A popular tourist attraction that is another must-

see. This waterfront neighborhood features a laun-

dry list of things to do, as well as a few popular 

San Francisco sites. One of these is Pier 39. The 

Pier features plenty of shopping and restaurant 

options for tourists. The Wharf also houses plenty 

of family friendly attractions and activities, includ-

ing a Madame Tussauds wax museum, Ripley’s 

Believe It or Not!, the San Francisco Dungeon and 

the Aquarium of the Bay, the last three of which 

can be found on Pier 39. 

Continues on page 16 : Conference
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Access retinal disease directly 

through the suprachoroidal space.

THE RIGHT ROUTE CAN 

MAKE ALL THE DIFFERENCE

The suprachoroidal space provides a novel approach

XS�HVYK�HIPMZIV]��SǺ�IVMRK�RI[�STTSVXYRMXMIW�XS�EGGIWW�

diseased tissue in the back of the eye.1

See the potential at SuprachoroidalSpace.com

http://SuprachoroidalSpace.com
http://SuprachoroidalSpace.com
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S Y M P O S I A  A N D  S P O T L I G H T S

The conference is planning to offer more than 50 

symposia. The AAO highlights a small sampling of 

these sessions:

>  S AT U R DAYT U E SDAY, OCT OBER 1215

 Vascular Disease in Neuro-Ophthalmology 

 A Critical Evaluation of Top-Line Data-Cornea Oph-

thalmic Technology Assessments That Will Change 

Your Practice

 In This Corner…The Retina Debates, 2019

The Spotlight sessions focus on hot topics in ophthal-

mology and target the comprehensive ophthalmolo-

gist. The following are of special interest:

 Spotlight on Cataract: Complicated Phaco Cases-

My Top 5 Pearls

 Spotlight on New Technology in Ophthalmology

 Spotlight on Physician Extenders

According to the AAO, other sessions include:

 The Evolution and Effect of Genomic Medicine, Block-

chain, and Robot-assisted Surgery on the Practice of Oph-

thalmology (SYM30), Chair: Kevin Thomas Flaherty, MD

 The Impact of AI on Ophthalmology (SYM20)

 Project Human Genome: Genetic Testing for Inher-

ited Eye Diseases (LAB142)

 The Millennial Movement: How Gender Equality, 

Big Data and Technology Will Be Embraced by the 

Young Ophthalmologist (SYM52)

A A O  E X E C U T I V E S  P R A C T I C E 

M A N A G E M E N T  P R O G R A M

This program gives ophthalmologists the opportunity 

to learn from the experts, converse with colleagues, 

and obtain takeaways that you can share and im-

mediately put into clinical. The program includes 

over 80 instruction courses, seven master classes 

and two coding sessions, three Saturday specials, 

a general session, hot topics roundtables, and con-

versations with the experts.

>   F R IDAYT U E SDAY, OCT OBER 1115

A D D I T I O N A L  L E A R N I N G 

E X P E R I E N C E S

STOP THE BLEED Session 1 of this innovative session 

will run from 1-10 to 11 a.m., session 2 from 11:30 

a.m. to 12:30 p.m., and session 3 from 1:30-2:30 p.m.

This session is a new event outside-the-box ex-

perience for ophthalmologists to learn to save a life 

in 30 minutes or less. The AAO points out that oph-

thalmologists can easily learn to STOP THE BLEED 

and assist other bystanders while awaiting the ar-

rival of professional emergency responders. Attend-

ees can participate in a hands-on training for tour-

niquet application, wound dressing, and packing to 

save a life in an emergency situation. The course is 

free and available on a first-come first-served basis.

>   S AT U R DAY, OCT OBER 12

W E L L N E S S

While most ophthalmologists focus their energies 

on their patients, it is also important to remind them 

to take care of themselves.

The AAO is working to improve ophthalmologists’ 

well-being through multiple resources at the an-

nual meeting.

One course that is a must is entitled “Extinguish-

ing Burnout and Reigniting Joy in Medicine,” which 

is presented by Susan E. Connolly, MD.

Ophthalmologists also are advised to investigate 

a variety of activities at the Wellness Lounge, West, 

Booth 7561 and EyePlay Experience, South, Booth 

2545. Both of these promote well-being and relaxation 

and include the use of therapy animals, art therapy, 

and complimentary seated massages.

E X H I B I T  H A L L

The Exhibit Hall is located in the North building, 

Exhibition Level; South building, Exhibition Level; 

and West building, Level 1.

Attendees can learn about the latest technologic 

innovations in the Learning Lounge, the Technol-

ogy Pavilion, and the Product Theater. 

Visit Ophthalmology Times at Booth 7511.

>  S AT U R DAYT U E SDAY, OCT OBER 1215

O T H E R  L E A R N I N G  O P P O R T U N I T I E S

Ophthalmologists should not overlook the instruc-

tion courses, original paper presentations, posters, 

and the Scientific ePoster Theater that too numer-

ous to mention and can be sampled throughout the 

conference. 

>  SU N DAYT U E SDAY, OCT OBER 1315

The Academy offers over 350 courses in topics 

from cataract to vision rehabilitation. This includes 

over 100 courses in practice management topics such 

as practice quality and coding & reimbursement.

All instruction courses and Skills Transfer didactic 

lectures are part of the Academy Plus course pass.

The Scientific ePoster Theater on the South Ex-

hibition level, offers free 90-minute, small-group, 

peer-moderated discussions of selected posters in 

the Poster Theater. Each session will focus on a spe-

cific subject. 

T H E  A C A D E M Y  C A F É

This free venue encourages ophthalmologists to sip free 

coffee and listen to expert panels debate the issues.

Participation in the discussions is possible using a 

laptop or smartphone to send an email or text mes-

sage with questions to the speakers. The follow-

ing topics will be discussed uveitis, private equity, 

cataract, glaucoma, retina, oculoplastics, pediatric 

ophthalmology and strabismus, and cornea/exter-

nal disease.

>  S AT U R DAYT U E SDAY, OCT OBER 1215

The Moscone Center complex consists of three 

main halls spread out across three blocks and 87 

acres in the South of Market neighborhood.

There are a number of hotels and restaurants within 

walking distance of the center. ■

Attractions

G O L D E N  G A T E  P A R K

A free attraction that offers so much to see and do, 

it could take an entire day to experience all that 

it has to offer. Trails, picturesque picnic spaces, 

playgrounds, sports courts, gardens, museums and 

more can be found within its evergreen borders. 

While entrance to the park is free, some attractions 

within the park (like the Conservatory of Flowers, 

the California Academy of the Sciences and the 

Japanese Tea Garden) require admission.

C A L I F O R N I A  A C A D E M Y

O F  S C I E N C E S

Located in Golden Gate Park, it brims with 

plenty of things to see, including an aquarium, a 

planetarium, a natural history museum and even 

a rainforest. On top of all of the permanent ex-

hibits, each attraction features its own program 

of presentations and activities. Adult tickets 

start at $39.95; entrance for children costs be-

tween $29.95 and $34.95, depending on age. 

C H I N A T O W N

A community that hosts one of the largest Asian 

communities outside of Asia, and is considered 

one the oldest in North America. Chinatown isn’t 

very big (about 24 blocks), so even a short stroll will 

likely get you to top spots in the neighborhood. It 

features myriad restaurants and shops. Ross Alley 

is home to the Golden Gate Fortune Cookie Fac-

tory, where visitors can see how fortune cookies 

are made. Chinatown is open to explore 24 hours 

per day, though individual business hours vary.

U N I O N  S Q U A R E

Situated in the heart of downtown, it is loved by 

tourists and locals alike for its location and en-

ergy. Union Square Park is flanked by tall buildings 

(some of which are adorned with Time Square-size 

ads) and busy streets, offering people the unique 

opportunity to sit in the middle of a busy city and 

enjoy the atmosphere without the risk of getting 

run over. The square also acts as a park, outfitted 

with small grassy spaces and palm trees. It is a 

short walk from the Moscone Conference Center. 

CONFERENCE
( Continued from page 14 )
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F
indings from a series of laboratory eval-

uations support further research to in-

vestigate emblica officinalis (EO) as a 

potential nutraceutical treatment for age-

related macular degeneration (AMD).

The studies were done using transmi-

tochondrial retinal pigment epithelial 

(RPE) cell lines containing damaged mitochondria 

from patients with AMD and showed that treat-

ment with EO had cytoprotective effects, improved 

mitochondrial health, and decreased VEGF gene 

expression.

H E A L T H  B E N E F I T S

“Emblica officinalis, which is com-

monly known as Indian gooseberry, 

is an edible fruit found in tropical 

southeast Asia and has been de-

scribed as having numerous prop-

erties associated with health ben-

efits, including antioxidant, anti-inflammatory, and 

anti-aging activity,” said Sonali Nashine, PhD, Ar-

nold and Mabel Beckman postdoctoral fellow, Gavin 

Herbert Eye Institute, University of California Irvine, 

Irvine, CA. She studied the role of apoptotic proteins 

in retinal degeneration disease models of glaucoma 

and retinitis pigmentosa. Her focus is to identify 

therapeutic drugs for retinal-degenerative diseases.

Dr. Nashine noted it is high in vitamin C and 

has been shown to improve eyesight and boost 

immunity in several studies.

“Emblica officinalis is currently sold over-the-

counter as a nutraceutical,” she said. “Going for-

ward, we hope to conduct clinical studies using 

EO in combination with other nutraceuticals that 

might protect against mitochondria-induced cel-

lular toxicity to develop an effective, noninvasive 

and inexpensive therapeutic intervention for AMD.”

S C R E E N I N G   C E L L S

Dr. Nashine is a recipient of the 2017 

ARVO Genentech AMD Translational 

Research Fellowship and works in Dr. 

M. Cristina Kenney’s laboratory, where 

she screens various drugs, peptides 

and other compounds for protective 

activity to rescue damaged AMD mi-

tochondria and cells. 

The AMD RPE cells used for the 

research are created by fusing mi-

tochondria DNA-deficient APRE-19 

cells with platelets isolated from pa-

tients with AMD. 

“These AMD RPE cells containing diseased AMD 

mitochondria have been shown to undergo apop-

totic cell death,” she explained.

A B O U T  T H E  S T U D I E S

The studies evaluating the activity of EO were done 

using purified EO extract and powder taken from 

capsules available over-the-counter, and the research 

found protective effects with both forms of EO. Tests 

of cell survival showed that EO rescued the AMD 

RPE cells at 24, 48 and 72 hours and reduced apop-

tosis at 24 and 48 hours as evaluated by staining for 

Caspase-3/7 and reduced Caspase-3 gene expression. 

Additional assays that included evaluations of 

reactive oxygen species levels and SOD2 gene ex-

pression showed that EO protected against oxi-

dative stress. 

S I G N S  O F  U P R E G U L A T I O N

Assays to measure expression of the 

PGC-1Į gene, which is a regulator of 

mitochondrial biogenesis, showed up-

regulation of PGC-1Į in cells treated 

with EO. 

Other tests showed that treatment 

with EO downregulated VEGF gene 

expression and protected against cel-

lular stress induced by exogenously 

added amyloid-ȕ1-42 peptides.

Expression of the MT-RNR2 gene 

was evaluated to explore the mecha-

nisms underlying the cytoprotective 

effects of EO, and the MT-RNR2 gene was found to 

be upregulated by severalfold in the treated AMD 

RPE cells compared to the untreated controls. 

C O N C L U S I O N S

EO improved cellular and mitochondrial health, 

thereby playing a key cytoprotective role in AMD 

in vitro. Further studies are required to examine 

the mechanisms that mediate the cytoprotective 

effects of EO.

“The MT-RNR2 gene is coded from the 16S rRNA 

region of human mitochondrial DNA, and previous 

studies have shown that it codes for peptides that 

are cytoprotective,” said Dr. Nashine. 

The research has been published. [Nashine S, 

et al. Aging. 2019;11(4):1177-1188]. ■

SONALI NASHINE, PHD 

E: snashine@uci.edu

This article is adapted from a presentation at the 2019 meeting of the Association for 

Research in Vision and Ophthalmology. Dr. Nashine has no relevant fi nancial interests.

 ◗ Laboratory testing 

to screen emblica 

offi cinalis as a 

possible treatment 

for age-related 

macular degeneration 

is producing 

encouraging results.

TAKE-HOME 

Dr. Nashine

Nutraceutical offers hope as 

cytoprotective AMD option

Studies show procedure improves mitochondrial health, decreases VEGF gene
By Cheryl Guttman Krader; Reviewed by Sonali Nashine, PhD 

‘The MT-RNR2 gene is coded from the 16S rRNA 
region of human mitochondrial DNA, and previous 
studies have shown that it codes for peptides that 
are cytoprotective.’  — Sonali Nashine, PhD
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Treating dry ey e with recombinant 

human nerve growth factor

New therapies under review to address the root causes of ocular surface disease
By Lynda Charters; Reviewed by Melissa Toyos, MD

MODERATE-TO-SEVERE DRY EYE dis-

ease is coming under attack from a new direction. 

Oxervate (Dompé), a first-in-class recombinant human 

nerve growth factor (rhNGF) that successfully treats 

neurotrophic keratitis, is being in-

vestigated in a phase IIb trial to 

see how patients with moderate-

to-severe dry eye disease fare with 

this therapy.

W H Y  R H N G F ?

A neurotrophin, rhNGF is a key el-

ement in the proper functioning of 

the central and peripheral nervous systems, endocrine, 

immune, and visual systems. NGF also is essential 

for the corneal and conjunctival trophism, sensitiv-

ity and healing.

The therapeutic potential of human NGF was real-

ized when Dompé created a recombinant version of this 

protein and its safety and effectiveness were seen for 

treating neurotrophic keratitis. NGF has been shown 

in previous studies to act through specific high-affin-

ity and low-affinity receptors on the lacrimal gland, 

epithelium, conjunctiva, endothelial cells and corneal 

nerves and is thought to work by supporting epithelial 

survival and maintenance, tear production, and cor-

neal innervation, the investigators explained.

Dompé recently announced that the study enroll-

ment began on June 10 to investigate the novel mecha-

nism of action of the drug. This trial, Study NGF0118 

(NCT03982368), is a multicenter, randomly selected, 

double-masked, vehicle-controlled, parallel group 

study to be performed in select sub-populations of 

patients with dry eye disease. The estimated primary 

completion data was in September, and the estimated 

study completion date is mid-2020, according to Me-

lissa Toyos, MD, who is in private practice in Nash-

ville and an investigator in the trial.

About 300 patients at 11 U.S. sites are expected to 

participate in this study of the safety and efficacy of 

rhNGF eye solution (20 μg/ml) compared with vehicle. 

Dry eye disease will be diagnosed through a variety of 

tests related to ocular surface health, objective mea-

sures of dryness, and patient-reported ocular comfort.

The patients, who will be randomly placed in three 

groups, will initially have four weeks of active treat-

ment followed by a 12-week period of observation, 

Dr. Toyos explained. 

The ClinicalTrials.gov website described the study 

design. The test and reference will be instilled in both 

eyes of each patients according to the following scheme 

that includes three groups of patients: group 1, one drop 

of rhNGF 20 μg/ml will be instilled in both eyes three 

times daily (every six to eight hours, 

e.g. 7 a.m., 2 p.m.; 9 p.m.); group 2, 

one drop of rhNGF 20 μg/ml will be 

instilled in both eyes two times daily 

plus one drop (40 μL) of vehicle will 

be instilled in both eyes once daily 

(every six to eight hours, e.g. 7:00 am, 

2:00 pm; 9 p.m.). NB: rhNGF will be 

instilled in the morning and in the 

evening while the vehicle will be in-

stilled in the afternoon; and group 3, 

vehicle eye one drop will be instilled 

in both eyes three times daily (every 

6-8 hours, e.g. 7 a.m., 2 p.m.; 9 p.m.).

T A I L O R E D  T R E A T M E N T S

She also reported that the company will conduct 

another separate clinical study with the goal of col-

lecting a variety of biomarker information from pa-

tients with dry eye disease in order to develop tai-

lored treatments.

This tailored approach is important because of the 

wide diversity of symptoms. Flavio Mantelli, MD, 

PhD, explained the benefits of this approach. 

“The effects of currently available treatments for 

chronic dry eye disease mostly address only inflam-

mation and wear off soon after discontinuing therapy.” 

said Dr. Mantelli, chief medical officer of Dompé.

The mechanism of action of NGF is well under-

stood, he pointed out. He added that the research 

team hopes to utilize that mechanism to produce 

a new longer acting therapy that reduces the treat-

ment burden, that includes rhNGF, for patients with 

dry eye disease. 

Dr. Toyos went on to explain that because of the 

challenge of both diagnosing and managing dry eye, 

she is excited to investigate the potential of a treat-

ment that may address the underly-

ing tear production deficiency and the 

neuro-sensory abnormalities, which 

could result in a disease modifying 

therapy.

The primary study endpoint is the 

change from baseline in ocular sur-

face tear wetting measured using the 

Schirmer I test. The secondary end-

points are the signs and symptoms 

of dry eye disease, including ocular 

surface staining, which is an objec-

tive measure of ocular surface integ-

rity and health.

P R E V I O U S  P R O M I S I N G  D A T A

A phase IIa study, a prospective open-label, mul-

tiple-dose, efficacy and safety study of rhNGF eye 

drops in a cohort of patients with dry eye disease 

preceded the current study.

The phase IIa study, which was supported by Dompé, 

was conducted in Austria. The results were published 

in the British Journal of Ophthalmology (Sacchetti 

M, et al. Published Online first: 03 April 2019. doi: 

10.1136/bjophthalmol-2018-312470).

In this study, the authors reported, “The data of 

this study indicate that rhNGF 

eye drops in both doses [20 μg/

mL or 4 μg/mL] is safe and ef-

fective in improving symptoms 

and signs of [dry eye disease].”

“Dry eye is a complex disease 

that often is treated incompletely 

with currently available thera-

pies. We are excited to explore 

how NGF uniquely addresses the 

root causes of ocular surface dis-

ease and, most importantly, we 

are intrigued by the extended 

therapeutic effect seen in earlier studies,” Dr. Toyos 

concluded. ■

MELISSA TOYOS, MD 

E: mtoyos@toyosclinic.com

Dr. Toyos is an investigator in the trial but has no other fi nancial relationships to report. 

 ◗ Oxervate is being 

investigated in 

a phase IIb trial 

to test its safety 

and effectiveness 

in patients with 

moderate-to-severe 

dry eye disease.

TAKE-HOME 

Dr. Toyos

‘Dry eye is a complex
disease that often is treated
incompletely with currently
available therapies.’  — Melissa Toyos, MD
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F
indings from a large retrospective study 

support the efficacy and safety of drop-

less cataract surgery with transzonular 

injection of a corticosteroid and fluoro-

quinolone (Tri-Moxi, Imprimis Pharma-

ceuticals) for preventing postoperative 

infection and inflammation, according 

to Barry Emara, MD.

Aiming to characterize outcomes from his first 

1,000 patients, Dr. Emara reviewed outcomes in 

1,166 eyes that received a 0.2 mL transzonular in-

jection of triamcinolone acetonide and moxifloxa-

cin hydrochloride at conclusion 

of cataract surgery. The series 

included all patients who under-

went dropless cataract surgery 

between February 2016, when he 

first began using the technique, 

through September 2018.  

Dr. Emara noted that postop-

erative treatment with a topical 

corticosteroid was needed by 106 eyes (9.1%), and 

there were no cases of endophthalmitis. The need 

for a topical corticosteroid was similar in an up-

dated series that included an additional 221 eyes. 

In the expanded population, 118 (8.6%) of 1387 

eyes required topical corticosteroid treatment, and 

there were no cases of endophthalmitis.

“Efficacy with topical medications used to pre-

vent infection and inflammation after cataract 

surgery is challenged by dependence on patient 

compliance and the need for the active ingredient 

to penetrate to the target sites,” said Dr. Emara, ad-

junct professor of ophthalmology, Schulich School 

of Medicine and Dentistry, Western University, 

Windsor, Canada. He 

also operates his pri-

vate surgical practice 

out of the Windsor 

Surgical Centre.

“Challenges often 

lead to innovation, 

and the compounded 

injectable triamcin-

olone-moxifloxacin 

formulation address 

Surgeons explore dropless 

for cataract surgery

Compounded injectable formulation addresses need for topical alternatives
By Cheryl Guttman Krader; Reviewed by Barry Emara, MD 

Dr. Emara

 ◗ The transzonular 

injection of a 

corticosteroid and 

fl uoroquinolone can 

prevent postoperative 

infection and 

infl ammation.

TAKE-HOME 

A surgeon prepares to perform dropless therapy on a patient using the transzonular injection method. 

Dropless therapy is done 

through the transzonular 

injection approach. (Photos 

courtesy of Barry Emara, MD)
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the need for alternatives to topical medications,” 

he said.

The study population included 884 eyes of 501 

patients who underwent bilateral (383 patients) 

or unilateral (118 patients) conventional cataract 

surgery and 282 eyes of 165 patients who had bilat-

eral (117 patients) or unilateral (48 patients) fem-

tosecond laser-assisted cataract surgery (FLACS). 

A topical steroid was added after surgery when pa-

tients presented with symptomatic inflammation.

Dr. Emara noted that additional steroid drops 

were needed for 72 eyes (8.1%) that had conven-

tional cataract surgery and 34 eyes (11.9%) that 

had FLACS. In his updated series, additional ste-

roid drops were needed for 82 (7.7%) of 1058 eyes 

that had conventional cataract surgery and 36 

(12.6%) of 329 FLACS cases.

“From the data it appears that eyes undergo-

ing FLACS are more prone to inflammation than 

those having conventional cataract surgery,” Dr. 

Emara said. “Based on this information, surgeons 

might consider pretreating FLACS patients with 

a topical NSAID or steroid and possibly using a 

topical NSAID postoperatively to reduce the sus-

ceptibility to inflammation.”

Dr. Emara noted that more than 1 million eyes 

have undergone dropless cataract surgery in the 

United States during the past six years, and he 

cited data reported by other surgeons supporting 

its efficacy and safety. 

Dr. Emara said that placement of the anti-in-

flammatory and antibiotic medications in the vit-

reous is preferred over intracameral administra-

tion because residence time will be longer in the 

vitreous and because the vitreous is the site where 

endophthalmitis establishes itself.

 Intravitreal delivery during cataract surgery 

can be accomplished by either transzonular injec-

tion using a cannula or pars plana delivery with 

a needle. Dr. Emara said he prefers the transzo-

nular route in which the injection is done after 

IOL implantation because of its convenience and 

because it maximizes workflow efficiency. ■

BARRY EMARA, MD

E: drbemara@hotmail.com

This article is based on a paper presented by Dr. Emara at the 2019 ASCRS Symposium in 
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DISPENSE  
AS WRITTEN

‘Effi cacy with topical 
medications used to 
prevent infection and 
infl ammation after 
cataract surgery is 
challenged by the 
dependence on patient 
compliance and the 
need for the active 
ingredient to penetrate 
target sites.’  
— Barry Emara, MD
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T
argeted subretinal surgery 

for delivery of a novel bio-

synthetic retinal pigment 

epithelial (RPE) monolayer 

in eyes with advanced dry 

age-related macular degen-

eration (AMD) has been 

shown to be feasible using new intra-

operative surgical methods, according 

to Amir H. Kashani, MD, PhD.  

Dr. Kashani described exploratory 

findings from the intraoperative ex-

perience and surgical data of patients 

enrolled in a phase I/IIA study eval-

uating the efficacy and safety of the 

investigational implant. 

Dr. Kashani is assistant professor of 

clinical ophthalmology, Keck School 

of Medicine of USC, Los Angeles.

Known as the California Project to 

Cure Blindness RPE 1 (CPCB-RPE1), 

the 3.5 mm x 6.25 mm implant is com-

prised of a human embryonic stem 

cell-derived RPE monolayer on an ul-

trathin synthetic parylene substrate.

“With the emergence of cell-based 

therapies, targeted delivery to specific 

regions of the retina is increasingly important,” Dr. 

Kashani said. “We have demonstrated the feasibility 

of a surgical method that specifically targets the area 

of geographic atrophy (GA) for RPE replacement.”

S A F E T Y  F I R S T

Dr. Kashani noted that whereas safety is the pri-

mary objective of the phase I/IIA study, the re-

searchers are also assessing the potential efficacy 

of their implant, and they look forward to ana-

lyzing the functional outcomes data.

“More broadly, however, by showing that our 

surgical technique can specifically target the sub-

retinal space that was previously thought to be 

inaccessible, our experience allows us to think 

farther ahead about which patients we can suc-

cessfully treat through subretinal implantation 

and what other types of therapies we can de-

liver,” he added. 

P A T I E N T S  E N R O L L E D 

A total of 16 patients with advanced dry AMD were 

enrolled in the phase I/IIA study. The first seven 

cases were done using a standard vitrectomy-

enabled operating microscope with 3D binocu-

lar viewing system, and the last nine procedures 

were performed with an intraoperative optical co-

herence tomography (iOCT) enabled microscope. 

All of the surgeries in connection with the study 

were done at the Outpatient Surgery Center of the 

University of Southern California, Keck School 

of Medicine.

Intraoperative OCT-based measurements per-

Intraoperative surgical 

methods key to AMD treatment

Targeted subretinal delivery of stem cell-derived RPE to geographic atrophy is feasible 
By Cheryl Guttman Krader

Intraoperative fundus image and intraoperative OCT obtained with a commercially available operating microscope (OPMI LUMERA 

700 and RESCAN 700; Carl Zeiss Meditec).  Left panel shows fundus image of the CPCB-RPE1 implant located in the macula after 

surgical placement in the subretinal space.  Right panels show intraoperative OCT cross-section at the location of the blue and 

pink lines in the color image.  The CPCB-RPE1 implant is the hyperrefl ective line in both images that is consistent with RPE and 

denoted with a white asterisk. Photos courtesy of Amir H. Kashani, MD, PhD

‘We were able to do the fi rst several cases without 
iOTC, but the subsequent cases were enhanced 
by iOTC because it provided high-resolution 
visualization of the subretinal space and implant.’  
— Amir H. Kashani, MD, PhD
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formed before and after implant placement showed that a significant area of the geo-

graphic atrophy could be targeted and covered with the implant. In at least three sub-

jects, the implant covered 100% of the area of GA, and in the last 14 patients, the area 

of GA coverage was >50%.

Dr. Kashani noted that previous efforts at delivering 

stem cell-derived RPE cells or other types of stem cells 

have involved injection of cell suspensions into the vit-

reous space or into the subretinal space surrounding the 

GA region with the aim of providing trophic support to 

the surrounding viable RPE.  

Unlike the technique used for implanting CPCB-RPE1, 

the earlier methods did not target creation of a space that 

specifically involved the area of GA and did not reliably 

result in cell delivery to the disease-affected area.  

“With the other approaches, the delivered cells usually 

do not reach the area of GA because the retina there is 

very adherent to the underlying Bruch’s membrane and 

does not detach easily,” said Dr. Kashani.  

In order to separate the area of GA from the underlying Bruch’s membrane to cre-

ate a space that would match the implant’s dimensions and keep it in place, the USC 

team of ophthalmologists developed a method where they used a 41-gauge subretinal 

infusion cannula to elevate a bleb immediately outside the region of the GA and then 

hydrodissected the retina overlying the area of GA using a curved subretinal infu-

sion cannula. 

“This required fairly delicate maneuvers, but it was very doable,” Dr. Kashani said. 

“We found that with our technique, the area of detachment reproducibly included only 

the GA region and about one-disc-diameter around its periphery, which was our goal.”

“Other methods that have been used for subretinal injections with only a 41-gauge 

tip result in a bleb that tends to migrate unpredictably.”  

To prepare the retinotomy site for implant delivery, the subretinal injection site was 

enlarged to about 1 mm using a vertical scissor. Then, the implant was loaded into 

and delivered with a custom-designed and manufactured surgical insertion forceps.  

Perfluorocarbon (PFC) heavy liquid was injected to flatten the retina overlying the 

implant, air-fluid exchange was performed, the PFC was completely removed, and ex-

pansile gas or silicone oil was instilled for tamponade. 

A D D I N G  V A L U E

Dr. Kashani reported that iOCT guidance facilitated the procedure and helped improve ef-

ficiency of the surgical steps.  

“We were able to do the first several cases without iOCT, but the subsequent cases 

were enhanced by iOCT because it provided high-resolution visualization of the subreti-

nal space and implant,” he explained. “For example, iOCT was helpful for allowing us to 

see where the retina was detaching, localizing subretinal adhesions and for guiding ac-

curate implant placement. 

As a result, its use improved our surgical efficiency, Dr. Kashani noted. 

“As we gained experience and refined our techniques, we were able to complete the sur-

gery in about two hours, indicating that it should be feasible to do the implantation as an 

outpatient procedure,” he said. ■

AMIR H. KASHANI, MD, PHD

E: AHKASHAN@USC.EDU

This article is adapted from Dr. Kashani’s presentation at the annual meeting of the American Society of Retina 

Specialists. Dr. Kashani is principal investigator of the clinical trial funded by Regenerative Patch Technologies 

through the University of Southern California.  Dr. Kashani receives honoraria, grant support and speaking fees from 

Carl Zeiss Meditec.

‘As we gained experience and refi ned our 
techniques, we were able to complete 
the surgery in about two hours, indicating 
that it should be feasible to do the 
implantation as an outpatient procedure.’  
— Amir H. Kashani, MD, PhD

 ◗ Researchers 

demonstrate the 

feasibility of a 

surgical method that 

specifi cally targets 

the area of geographic 

atrophy for RPE 

replacement.

TAKE-HOME 

25

surgery
SEPTEMBER 15, 2019 :: Ophthalmology Times

Phone: +1-925-553-7828

email: info@ .com

www. .com

TTI Medical
Transamerican Technologies Interna l

Universal
Digital SLR
Camera Adaptor

 Universal Smart

          “Visit our AAO Booth 2225
for a Chance to Win a 40% Discount”

Slit Lamp Imaging
 

Digital and 4K Video Imaging
Solutions for Slit Lamps

         and Surgical Microscopes

      Phone Adaptor for

or
Universal Smart

uuu

mailto:AHKASHAN@USC.EDU
mailto:info@ttimedical.com
http://www.ttimedical.com


Examining comparable surgical 

methods for IOL dislocation

Displacement issue can arise in patients years after seemingly routine cataract surgery
By Lynda Charters

A COMPLICATION OF implantation of an 

IOL in the capsular bag is dislocation of the IOL, 

which can happen years after an uncomplicated 

cataract surgery. 

While the 10-year cumulative incidence of dis-

location is low, an estimated 0.5% to 1.0%, the 

frequency with which this occurs is sizable be-

cause of the high rate at which cataract surger-

ies are performed and the increased life expec-

tancies of patients. The average time between 

IOL implantation and dislocation is 7 to 10 years, 

Marius Dalby, MD, and colleagues pointed out.

The notable culprits that are involved in IOL 

dislocation are pseudoexfoliation, high myopia, 

and previous vitrectomy.

To date, investigators have not reached a con-

sensus on how to address the problem of a dis-

located IOL. IOL repositioning was evaluated in 

one prospective study that included in-the-bag 

and out-of-the bag cases of dislocations with the 

findings of satisfactory improvement in vision 

and low complication rates, but the study consid-

ered a mean follow-up period of only 17 months 

(range, one to 55 months).

Because no information regarding long-term 

follow-up was available, Dr. Dalby and associates 

undertook a clini cal trial to evaluate the long-term 

follow-up of patients with late in-the-bag IOL dis-

locations. The investigators compared scleral re-

positioning of the IOL with IOL exchange with a 

new iris-claw IOL being substituted for the origi-

nal lens. The main study outcomes were the dis-

tance-corrected visual acuity (DCVA) and long-

term complications at the 2-year time point.

Over a three-year period, 104 patients with dis-

locations of their in-the-bag IOLs were randomized 

to undergo either scleral suturing of the original 

IOL (n=54) or to IOL exchange with a new retro-

pupillary fixated iris-claw IOL (n=50) in this pro-

spective, randomized, parallel-group clinical trial. 

The same surgeon performed all 

of the surgeries. The repositioning 

surgery involved looping of a 10-0 

prolene suture around each IOL hap-

tic and fixation to the scleral wall. 

EXCHANGE PROCEDURE

The exchange procedure involved 

explantation of the IOL capsule com-

plex through a 5.5-millimeter scleral 

pocket frown incision. An aphakic 

iris-claw IOL (Verisyse, VRSA54, 

Abbott Laboratories) was then in-

troduced and retropupillary fixated 

to the iris, according to Dr. Dalby, 

who is a PhD candidate from the Department of 

Ophthalmology, Oslo University Hospital, Oslo, 

Norway.

Eighteen patients could not participate after 

two years because of severe illness, another 18 

died, one declined to participate, and one moved 

out of the country. 

The average age of the 66 

patients who remained in the 

study was 79.6 years versus 

85.2 years for those who left 

the study.

Examinat ions were con-

ducted preoperatively and then 

at six months and one and two 

years postoperatively. During 

these examinations, two oph-

thalmologists and optometrists 

measured the CDVA and intra-

ocular pressure and conducted 

slit-lamp examination of  the 

anterior and posterior segments and slit-lamp pho-

tography of the anterior segment. 

The examiners sought any degree of IOL de-

centration compared with baseline and graded 

the IOLs on a scale of one to four, with one indi-

cating a small decentration with a gap between 

the pupillary edge and the IOL with the optic still 

covering the visual axis and four indicating com-

plete IOL dislocation. 

The investigators defined CDVA worsening as 

a decrease of 0.10 or more in the logarithm of the 

minimum angle of resolution (logMAR) VA. The 

investigators also recorded any complications that 

developed during the first two postoperative years. 

TWOYEAR RESULTS

Dr. Dalby reported that two years 

postoperatively, the mean CDVAs 

were 0.20 ± 0.29 logMAR and 0.22 

± 0.30 logMAR, respectively, in 

the IOL repositioning group and 

the exchange group, a difference 

that did not reach significance (p 

= 0.69). Compared with baseline, 

88% of the patients in both groups 

achieved a CDVA that was equal to 

or better. A CDVA of 20/40 or better 

was achieved by 76% of patients.

Cystoid macular edema devel-

oped in four (12%) eyes in the repositioning group 

and in five (15%) eyes in the exchange group (p 

= 0.72). The IOL dislocated again in one eye in 

each group. Five (15%) patients and one (3%) in 

the repositioning group and exchange group, re-

spectively, had grade 1 IOL decentration. Retinal 

detachment or endophthalmitis did not develop 

in either group.

Dr. Dalby and associates also pointed out that 

an important implication in this study was that 

these patients had an overall good visual progno-

sis after they underwent surgery and the degree 

of the IOL dislocation at baseline, which ranged 

from grades 1 to 3, did not affect the long-term 

visual outcome. 

CONCLUSION

“There were no significant differences in visual 

acuity between IOL repositioning and IOL exchange 

two years after surgery,” Dr. Malby and the team 

concluded. “The two methods were equally effi-

cient and safe from a long-term perspective and 

are both considered acceptable treatments.”

The investigators published their findings in the 

American Journal of Ophthalmology (doi: https://

doi.org/10.1016/j.ajo.2019.05.030). ■

MARIUS DALBY, MD

E: madalb@ous-hf.no

The authors have no confl icting relationships related to this subject matter.

 ◗ Scleral suturing 

of a dislocated IOL 

and exchange of 

the original lens 

with an iris-claw IOL 

were comparable for 

achieving good visual 

outcomes with low 

complication rates.

TAKE-HOME 

‘There were no signifi cant differ-
ences in visual acuity between 
IOL repositioning and IOL ex-
change two years after surgery.’  
— Marius Dalby, MD
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W
idefield epithelial thickness 

mapping (ETM) with Optovue 

Avanti optical coherence tomog-

raphy (OCT) has been recog-

nized as an important addition 

to topography and tomography 

for screening candidates for 

refractive surgery.

 Investigators recently concluded 

that the corneal ETM patterns in 

eyes with one mild topographic 

or tomographic abnormality were 

similar to the patterns observed in 

normal eyes in patients with myo-

pia. This is an important observa-

tion when considering the num-

ber of candidate patients 

seeking LASIK or PRK. 

According to Ella Fak-

torovich, MD, topography 

and tomography are the 

mainstays of screening 

patients for corneal re-

fractive surgery. 

“Diagnostic decisions 

are easy to make in pa-

tients with clearly dis-

cernible abnormalities, 

such as significant infe-

rior or central steepen-

ing, skewed astigmatism 

axes, very thin corneas, 

and significant posterior 

float,” she said. “The 

presence of these prob-

lems typically prevents 

patients from undergo-

ing LASIK and possibly 

even PRK depending on 

the severity of the abnormality.”

However, the decision is not always so simple 

in other patients with more subtle findings. Sur-

geons must grapple with some key issues, including 

whether inferior corneal steepening of 1.5 D would 

rule out LASIK o ig a 490-μm-thick cornea and a 

mild prescription would require PRK? 

“When faced with such dilemmas, I often have 

wished for another reasonably sensitive and specific 

diagnostic method to assess the cornea to ensure that 

I am safely recommending a procedure 

to a patient,” said Dr. Faktorovich, who 

is in private practice in San Francisco.

Her evaluation of published studies on 

ETM has revealed a discernible pattern 

of epithelial thickness distributions in 

normal corneas compared with corneas 

with severe to mild keratoconus. These 

two types of ETM patterns (normal cor-

neas versus corneas with keratoconus) 

were highly reproducible when differ-

ent staff conducted the measurements 

and also reproducible between different 

studies, she pointed out.

A RETROSPECTIVE EVALUATION

In light of this, she and her colleagues retrospec-

tively analyzed the ETMs, topographies (Atlas 9000, 

Zeiss), and tomographies (OCULUS Pentacam) in 

normal eyes compared with eyes with mild topo-

graphic and tomographic abnormalities. Two hun-

dred ninety-eight eyes of 149 consecutive patients 

were included who were myopic and stopped wear-

ing soft contacts a week before the scans, which 

were part of their preoperative workup. 

Only patients with normal-appearing corneas and 

normal tear film on slit-lamp examinations were 

included in the evaluation. Patients with corneal 

scars, epithelial basement membrane dystrophy, 

superficial punctate keratitis, and decreased tear 

break-up time were excluded. 

The analysis showed that 190 eyes (95 patients) 

(group 1) had normal topography and tomography 

scans; 89 eyes (49 patients) (group 2) had one of 

the following: pachymetry 475 to 510 μm (10 eyes/

five patients), 1.50 D or less of inferior steepen-

ETM eases diagnosis for 

screening refractive surgery 

 ◗ The results of widefi eld 

epithelial thickness mapping 

with the Optovue Avanti OCT 

in eyes with a single mild 

topographic or tomographic 

abnormality were similar 

to normal eyes in myopes, 

which eases decision making 

surrounding refractive surgery.
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Dr. Faktorovich

By Lynda Charters; Reviewed by Ella G. Faktorovich, MD

Technology detects mild keratoconus, subtle epithelial basement membrane dystrophy 
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ing (35 eyes/22 patients), 1.50 D or less of superior 

steepening (16 eyes/eight patients), central steepen-

ing (eight eyes/four patients), claw shape (14 eyes/

seven patients), and posterior float (six eyes/three 

patients). The minimal pachymetry thickness, cen-

tral epithelial thickness, ratio of inferior epithelial 

thickness to the superior epithelial thickness, min-

imal epithelial thickness, the difference between 

the maximal and minimal epithelial thickness were 

compared between the two groups.

When the investigators compared the ETM pat-

terns in the two groups, they found no differences 

in any parameters between the normal eyes and 

those with one mild topographic or tomographic 

abnormality. 

The retrospective chart review also identified 10 

eyes (five patients) with a thin cornea (475 to 500 

μm) and an additional mild abnormality, i.e., cen-

tral steepening, a corneal thickness less than 475 

μm, or a slightly skewed astigmatic axis. Dr. Fak-

torovich recounted that the 10 eyes had epithelial 

thinning over the thinnest corneal spot, consistent 

with one of the possible ETM findings in patients 

with forme fruste keratoconus. 

RECOMMENDATIONS

Dr. Faktorovich provided the following pearls:

1. If the ETM is normal in patients with one mild topo-

graphic or tomographic abnormality, they may be good 

LASIK candidates. Therefore, the ETM is a useful ad-

ditional screening tool for patients with topographic or 

tomographic abnormalities that pose a diagnostic di-

lemma regarding whether to recommend LASIK, PRK, 

or any corneal surgery. “I often find this technology 

helpful as a tie breaker when patients present to me for 

a third or fourth opinion after receiving different rec-

ommendations from different surgeons based on their 

topographies and tomographies. If the ETM is normal, 

I recommend LASIK if the residual stromal bed is suf-

ficiently thick. If the ETM is abnormal, I recommend 

PRK or even no surgery, depending on the severity of 

the abnormality,” she stated.

2. Patients with several abnormalities on topography and/or 

tomography, even if very mild, should be approached cau-

tiously. “We found that ETMs are consistent with forme 

fruste keratoconus in these patients. PRK or no corneal 

surgery, rather than LASIK, may be best for them,” she 

advised. She recounted the case of a 39-year-old trauma 

surgeon with corneal pachymetry of 498 μm and very 

s light skewing of the astigmatic axis. If the ETM had 

been normal, LASIK may have been recommended. In-

stead, the ETM pattern of epithelial thinning overlying 

the thinnest corneal spot that was displaced slightly in-

ferotemporally led to a recommendation for PRK.

3. Mild inferior corneal steepening and areas of epithelial 

thickening on ETMs could be signs of epithelial base-

ment membrane dystrophy even when patient’s cornea 

appears normal on slit lamp exam. PRK is recommended 

over LASIK to avoid epithelial loosening and sloughing 

during flap lift often seen in patients with epithelial 

basement membrane dystrophy.

The technology has proven so valuable that Dr. Faktorovich has incorporated it into the screening 

protocol of all refractive surgery candidates. ■

ELLA FAKTOROVICH, MD

E: ella@pacifi cvision.org

Dr. Faktorovich has no fi nancial interest in any aspect of this report.

FIGURE 1: Topography and ETM of the eye, showing a normal-appearing cornea on slit-lamp 

examination without clinical evidence of epithelial basement membrane dystrophy. Topography shows 

mild inferior steepening.  FIGURE 2: In the opposite eye, epithelial basement membrane dystrophy 

and negative corneal staining are seen.  (Photos courtesy of Ella Faktorovich, MD)
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Ophthalmology can ‘adopt’ 

technologies from other specialties

Patients can benefi t as physicians take advantage of new treatment options
By  Laura M. Periman, MD; Special to Ophthalmology Times

MANY MEDICAL SPECIALTIES share 

medications and technologies, from various classes 

of drugs to diagnostic testing and surgical instru-

ments. In ophthalmology, we tend to see ourselves 

as set apart from most specialties 

because of the unique needs and 

limitations of working with the 

eye. We’ve seen a few crossovers, 

particularly from aesthetics. Here 

are a few “adopted” technologies 

we’re happy to see in the hands 

of ophthalmologists.

I P L  T H E R A P Y

IPL therapy has been used in aesthetics since the 

1990s to improve skin texture and treat rosacea. 

First-generation platforms required tremendous 

expertise, but newer, sixth-generation technologies 

(Optima IPL with the OPT technology, Lumenis), 

coupled with corneal shields, have the safety pro-

file needed to address the eyelid and adnexa.

Dozens of peer-reviewed papers report the effi-

cacy of IPL as an effective drug-free approach to 

treating ocular rosacea-associated and non-ro-

sacea-associated meibomian gland dysfunction 

(MGD) and DED. This effect is thought to occur 

via multi-level impacts on the inflammation fac-

tors that drive both the MGD and DED compo-

nents of ocular surface disease.

IPL has been shown to improve noninvasive tear 

breakup time more than five seconds over base-

line, and 86% of patients report improved symp-

toms. With three or four IPL treatments, spaced 

two to five weeks apart, we observe reductions 

in MMP-9 levels and improved tear osmolarity.

Patients then repeat IPL one or two times per 

year, depending on the severity of the underly-

ing disease comorbidities.

TOPICAL MEDICATIONS

In recent years, we have seen several topical med-

ications migrate both ways between aesthetics 

and ophthalmology. Few ophthalmic pharmaceu-

ticals have transitioned into the aesthetic world 

like the topical drug, bimatoprost. Widely used 

for glaucoma, the drug’s side effect of increased 

eyelash growth led to its rebranding for aesthetic 

treatment of hypotrichiasis (Latisse, Allergan).

In addition to the aerodynamic impacts on evapo-

rative dry eye from the abnormal eyelash lengthen-

ing effect associated with overuse, prostaglandins 

can also create lid margin redness, discoloration, 

dermatitis, and exacerbation of MGD.

XAF5, a topical prostaglandin ointment by Topo-

kine Therapeutics, is undergoing phase IIb/III tri-

als to assess its efficacy in treating lower eyelid 

steatoblepharon.

Hyaluronic acid gel (HAG) fillers have been used 

in intraocular surgery for decades. The aesthetic 

uses of HAG products such as Juvederm (Allergan) 

and Restylane (Nestle Skin Health) 

are well known and offer a popular 

method of non-invasive facial rejuve-

nation. However, more recently, the 

functional use of fillers to improve 

eyelid malposition or mid-face revolu-

mization has shown promise.

HAG has been found to be as effi-

cacious as allograft dermal grafting 

or hard palate grafting to improve 

the position of the lower eyelids, 

as well as to improve and restore 

normal eyelid anatomy.

Ophthalmology, dermatology, and aesthetics 

benefit each other through shared medications and 

technologies. In the future, we anticipate seeing 

many more crossovers and “adopted” technolo-

gies used routinely in ophthalmology.
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 ◗ There is plenty of 

“crossover” between 

ophthalmology 

and other medical 

specialties, giving 

physicians more tools 

to ensure the best 

outcome for patients. 

TAKE-HOME Dr. Periman
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W
hen a group of members of the 

American Association of Oph-

thalmic Oncologists and Pathol-

ogists (AAOOP) was selected in 

2015 to develop guidelines for 

screening children with reti-

noblastoma, their goal was to 

develop national guidelines and outline a simple, 

rational approach that emphasized the importance 

of genetic testing, according to Alison H. Skalet 

MD, PhD, ocular oncologist, and director, Retino-

blastoma Service at Casey Eye Institute, Oregon 

Health and Science University, Portland, OR. 

Those selected for the consensus panel were 

from leading centers across North America. 

An initial survey of the expert panelists’ screen-

ing strategies demonstrated differences in approach, 

including a lack of agreement about exam frequency 

and the length of necessary screenings related to 

retinoblastoma, Dr. Skalet said. 

The results were presented to the AAOOP mem-

bership at the annual meeting in 2015 and were fol-

lowed by an open discussion. Members who were 

present agreed that the creation of guidelines was 

a worthwhile endeavor, that screening based upon 

pretest risk stratification was reasonable, and that 

genetic testing was important for clarifying risk.

That legwork helped lead to the team publica-

tion of nine recommendations in Ophthalmol-

ogy 1 last year. 

Among the recommendations are the following, 

according to Dr. Skalet,2

> Serial dilated eye exams by an ophthalmologist are 

recommended for children with higher than popula-

tion risk for retinoblastoma risk due to family history.

> All children with a family history of 

retinoblastoma benefit from genetic 

counseling and testing to clarify their 

risk.

> Children are stratified into high, in-

termediate, and low-risk categories. 

Frequency of recommended exami-

nations varies based upon a child’s 

age and level of risk, decreasing in 

frequency for all children as they grow 

older.

The recommendat ions went 

through rigorous peer-review and 

received endorsement from the Amer-

ican Academy of Ophthalmology 

(AAO), American Academy of Pe-

diatrics, American Association for 

Pediatric Ophthalmology and Strabismus, and the 

American Society of Pediatric 

Hematology/Oncology.

Yet since publication of the 

guidelines, there’s been what 

Dr. Skalet called an “ongoing 

spirited discussion” about them. 

“In particular, it’s been ques-

tioned if it’s advisable to dif-

ferentiate how we are screen-

ing children and what method 

we are using. It has also been 

questioned whether it is neces-

sary to screen children beyond 

four or five years,” she said.

Dr. Skalet acknowledged 

the importance of continued 

review of the guidelines and 

pointed out that there was very 

little level 1 and 2 evidence from which to create 

the guidelines. Most often, those developing the 

guidelines had to use expert opinions and noncon-

trolled studies. She emphasized that the develop-

ment of higher-quality data would be beneficial. 

Dr. Skalet commented that a survey of AAOOP 

members is planned to gauge awareness of the 

retinoblastoma screening guidelines and to help 

define areas of agreement and disagreement. 

The group also is investigating 

the use of the AAO’s IRIS Regis-

try for “real-world” data regarding 

retinoblastoma screening and out-

comes in the United States.

“Publication of the U.S. guide-

lines has been a helpful step in im-

proving care for children at risk for 

familial retinoblastoma in part be-

cause it has stimulated discussion of 

this important issue among experts 

not only in the U.S. but around the 

world,” Dr. Skalet said. “We agree 

on more than we disagree, and the 

attention is stimulating research ef-

forts that will allow us to improve 

upon our current recommendations 

in the future.” ■
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 ◗ The creation of 

recommendations 

to guide familial 

retinoblastoma 

screening in the 

U.S. is an important 

step but highlights 

the challenges 

of guideline 

development in the 

absence of high-

quality data. 

TAKE-HOME 

Retinoblastoma screening 

rules set foundation for care

‘Publication of the U.S. guide-
lines has been a helpful step in 
improving care for children at 
risk for familial retinoblastoma 
in part because it has stimulated 
discussion of this important issue 
not only in the U.S. but around 
the world.’ — Alison H. Skalet, MD, PhD
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Weight connection to diabetic 

retinopathy target of study 

Research fi nds inverse association between DR, body fat found on Korean patients
By Lynda Charters

OVER THE YEARS, studies have reached con-

flicting results regarding the relationship between 

obesity and diabetic retinopathy (DR). However, 

a recent study found that obese Korean patients 

with diabetes might be less likely to develop vi-

sion-threatening DR. 

In addition, the authors uncovered a gender dif-

ference in women where total body fat was associ-

ated with a lower presence of DR.

Establishing an association between DR and 

diabetes is important because vision-threatening 

complications have been known to develop in up 

to 10% of the patient population, the investiga-

tors noted. 

“Although previous epidemiologic studies have 

demonstrated that poor glycemic control, hyper-

tension, dyslipidemia, and a longer duration of 

diabetes increase the risk of DR, the known ef-

fects of controlling glucose and blood pressure are 

limited in reducing the risk of DR,” the authors 

commented. “Thus, other pathogenic or risk fac-

tors are important in understanding the develop-

ment or progression of DR.”

C U R R E N T  S T U D Y

In the current study, the authors, led by In Cheol 

Hwang, MD, MPH, PhD, conducted a nationwide 

survey to evaluate the association between body 

mass index (BMI), waist circumference, and body 

fat with DR. All patients were Korean and had type 

2 diabetes.

The study data were obtained from the Korean 

Health and Nutrition Examination Survey 2008-

2010, a nationwide survey that is conducted pe-

riodically by the Korean Ministry of Health and 

Welfare. 

A total of 1,130 patients with diabetes were 

identified who had undergone ophthalmic exami-

nation. A total of 887 patients (men, 48.6%) ul-

timately were included; the rest were excluded 

because of ungradable fundus images. 

SURVEY FINDINGS

The median patient age was 64 years (range, 22-93 

years). DR developed in 185 (20.9%) of these pa-

tients; 130 (24.7%) had mild to moderate DR, and 

55 (6.2%) had vision-threatening DR; 

702 (79.1%) patients had no DR. The 

authors reported their findings in 

Eye (2019; https://www.nature.com/

articles/s41433-019-0352-z).

Multivariate-adjusted analyses 

indicated that a higher BMI (P = 

0.001), larger waist circumference 

(P = 0.047), and higher total body 

fat (P < 0.001) were associated sig-

nificantly with a lower risk of vi-

sion-threatening DR, the investiga-

tors reported. 

Interestingly, those factors did 

not confer any protective effects in patients with 

mild/moderate DR in either continuous or cate-

gorical analyses. 

This finding about the effect 

of a higher BMI agrees with 

other recent studies conducted 

in Asian populations. For ex-

ample, the Singapore Epide-

miology of Eye Diseases co-

hort studies reported an in-

verse association of BMI with 

both the presence and severity 

of DR, and the Shanghai Dia-

betes Registry Database study 

also showed that overweight 

patients with type 2 diabetes 

had a lower risk of DR than 

subjects whose weight was 

normal. However, this effect 

was not found in studies of Western patients and 

may indicate the effect of different ethnic groups 

or study methods.

When stratified by sex, the current multivari-

ate analyses showed no significant associations 

between DR and BMI or waist circumference in 

patients with type 2 diabetes. 

However, the research tream reported that in 

female patients, the total body fat was associated 

significantly with the presence of DR (P = 0.009). 

After they adjusted for BMI and waist circumfer-

ence, a significance inverse relationship was ob-

served between total body fat and the severity of 

the DR in women (P for trend = 0.004) but not 

in men (P for trend = 0.126).

 “Sex-stratified analyses revealed that total body 

fat was significantly associated with lower preva-

lence of DR in women with type 2 

diabetes,” Dr. Hwang’s team wrote 

in the study. “Our results suggest 

that a high fat composition might 

play a protective role in the devel-

opment and progression of DR in 

women with type 2 diabetes.”  

CONCLUSION 

The authors speculated about a pos-

sible reason for this finding. 

“The sex-specific effect of body 

fat on DR might be related to in-

trinsic hormonal responses or body 

fat distribution,” they noted. “Some studies have 

suggested that estrogen might play an important 

role in body fat distribution in women, who have 

more peripheral and lower body fat distribution, 

than in men, who typically have more truncal 

and upper body fat deposition.” 

The investigators also speculated that because 

men have a “narrow range of total body fat,” this 

may explain the lack of association between body 

fat and DR.

C O N C L U S I O N

 “In Korean patients with type 2 diabetes, obese pa-

tients might be less likely to have vision-threatening 

DR,” the investigators concluded. “Total body fat in 

women appears to be inversely and independently 

associated with DR prevalence and progression.”

The authors, who were from Gil Medical Center, 

Gachon University College of Medicine, Incheon, 

Republic of Korea, and Kangbuk Samsung Hospi-

tal, Sungkyunkwan University School of Medicine, 

Seoul, Republic of Korea, reported no financial 

interests in any aspect of this report. ■

 ◗ A study has 

identifi ed an inverse 

association between 

vision-threatening 

diabetic retinopathy 

and body fat in 

patients with type 2 

diabetes.

TAKE-HOME 

‘Sex-stratifi ed analyses 
revealed that total body fat 
was signifi cantly associated 
with lower prevalence of DR in 
women with type 2 diabetes.’  
— research team led by In Cheol Hwang, MD, MPH, PhD
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IPL therapy gains traction as 

latest chalazion treatment option

Approach requires no incisions, injections, medications; offers quick result for patients
By Laura M. Periman, MD; Special to Ophthalmology Times

CHALAZION, THAT TELLTALE “red 

bump” on the eyelid indicating an inflammatory 

lesion on a meibomain gland, is a fairly common 

sight in our practices.

Traditionally, we’ve sent patients home with 

warm compresses and a topical steroid/antibiotic 

drop or ointment. When these conservative mea-

sures fail, the lesions may require incision and 

drainage or an injection of triamcinolone aceton-

ide (Kenalog, Bristol-Myers Squibb). In my clinic, 

we’re always looking for new things to offer our 

patients, so we’ve explored another treatment op-

tion with marked success: intense pulsed light 

(IPL) therapy.

IPL is indicated for benign inflammatory skin 

lesions. It is quite logical within that indication 

to treat inflammatory lesions on the skin of the 

eyelid with IPL technology and appropriate ocu-

lar protection in place.

There is a natural marriage between IPL’s mech-

anisms of action and the underlying causes of 

chalazia. IPL has demodicidal, anti-inflammatory, 

and anti-microbial, anti-telangiectatic properties, 

all of which address the inflammatory nature of 

chalazia. In addition, IPL features photobiomod-

ulation, a process that stimulates cell mitochon-

dria, promoting healthy cell function.

Using sixth-generation IPL technologies (Optima 

IPL with the OPT technology, Lumenis), coupled 

with a laser-grade corneal shield, my clinic has 

seen excellent success with IPL therapy for both 

acute and chronic chalazia.

With IPL, we’ve also had success in resolving 

chronic chalazia (typically resolves in 2 weeks) 

that persisted despite previous incision and drain-

age procedures, home care, and medications.  

Our patients really like that we offer a treatment 

option without drugs, drops, injection, or inci-

sion. They appreciate the reduced 

home-care burden as well. (Warm 

compresses and BID are marginally 

effective and represent a significant 

compliance challenge for patients.)

We often see people who have an 

upcoming job interview or vacation, 

and they want help fast. For vaca-

tioners, clinicians want to avoid 

wound exposure during swimming 

and other activities. IPL is fast, ef-

fective, and incision-free, so there is 

no conjunctival scar or disruption in the normal 

meibomian gland and tarsal plate architecture.

One IPL treatment is usually 

enough for acute chalazia, and our 

patients tell us that acute chalazia 

are gone in 3 to 5 days. It’s hard to 

make the problem disappear that 

quickly with other modalities.

Patients appreciate several asp ects 

to IPL for chalazia: the incision-free, 

injection-free, and medication-free 

approach; the speed, comfort, and 

completeness of IPL therapy; the ef-

fectiveness in addressing underlying 

comorbidities that contributed to the chalazion 

in the first place; and the potential to reduce the 

incidence of future chalazia.

My patients with a history of frequent chala-

zia report back that the frequency is greatly di-

minished. ■ ◗ For the treatment 

of chalazia, IPL 

offers an incision-

free, injection-free, 

and medication-

free approach for 

physicians to offer 

patients. 

TAKE-HOME 

LAURA M. PERIMAN, MD

E: lauraperiman@yahoo.com

Dr. Periman is director of Dry Eye Services and Clinical Research at Evergreen Eye Center 

in Seattle, WA. She discloses a relationship with Allergan, Bruder, BioTissue, Eyedetec, 

Lumenis, Science Based Health, Shire, Sun, TearLab and Visant.

OphthalmologyTimes.com  Online Video Exclusives

VIDEO Laura M. Periman, MD, 
discusses chronic chalazion and the use 
of IPL therapy as a treatment option that 
requires no injections or incisions and 
offers quick results for patients.
Go to OphthalmologyTimes.com/
ascrs/intense-pulsed-light-therapy-
treatment-chalazia

Images courtesy of Laura M. Periman, MD

Acute Chalazion 5 days after IPL
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PIONEERING RESEARCH IN

Special Report ) OCULAR ONCOLOGY
ADVANCES CONTINUE TO PROGRESS FOR DIAGNOSIS, THERAPEUTICS AND TREATMENT

A FUNDOSCOPIC IMAGE OF A UVEAL MELANOMA IN A 

PATIENT. (PHOTO COURTESY OF JOHN O. MASON II I)

UVEAL MELANOMA 
STUDY SHOWS GENETIC 
FACTORS MAY BE IN PLAY
Data from study population show that cluster of cases 

not tied to environment
By Lynda Charters; Reviewed by John O. Mason III, MD

ogy, University of Alabama at Birmingham, director 

of the Retina Service and Ocular Oncology, and in 

private practice at Retina Consultants of Alabama, 

Birmingham.

H U N T E R S V I L L E  C A S E S

Located hundreds of miles east of Auburn Uni-

versity is Huntersville, NC, a suburb of Charlotte, 

with a population of about 150,000 individuals. 

Ocular melanoma was diagnosed in three young 

women, all of whom had been 

students at the same high school, 

and whom initially were the focus 

of attention.

Between 2009 and 2014, a total 

of eight cases of ocular melanoma 

had been diagnosed in the town, 

and in 2014, the North Carolina 

Department of Public Health, 

along with the CDC, started an investigation as 

a response to the diagnoses. A study identified 

22 cases that developed between 2000 and 2017, 

15 (11 women, 4 men) of which met the inclusion 

criteria; tissue samples were available for eight of 

the 15 patients, Dr. Mason recounted. 

The study parameters included geospatial and 

environmental analyses, as well as genetic analy-

ses of serum and tissue samples. The geospatial 

analysis, i.e., the science of looking at both space 

and time that facilitates an environmental focus, 

did not identify a hot spot. The analysis included 

the patients’ homes, workplaces, and places they 

frequented. A large number of environmental cul-

prits were possible causes, but without a hot spot, 

an environmental investigation was impossible.

The genetic analysis showed that the serum 

samples of all patients were BAP1 germline nega-

tive. The tissue samples obtained from biopsies, 

enucleation, and liver specimens underwent ge-

nomic analysis and interim findings suggest there 

were DNA extraction difficulties, with final anal-

ysis pending, Dr. Mason stated. 

Whole serum genome sequencing was not 

performed.

A U B U R N  U N I V E R S I T Y  C A S E S

Dr. Mason described the findings at this location 

as “even more dramatic.” 

Takami Sato, MD, and Marlana Orloff, MD, both 

from Thomas Jefferson University, Philadelphia, 

noticed that four women who had attended Au-

burn University between 1986 and 1993 developed 

ocular metastatic melanoma. The patients started 

a campaign on social media to possibly identify 

other such patients who were former students of 

the university; the search identified 13 subjects.

The Alabama Department of Public Health and 

Dr. Mason identified another 17 subjects, all of 

whom had attended the university or were em-

ployed there, for a total of 30 subjects who were 

C
ases of uveal melanoma in Huntersville, 

NC, and at Auburn University in Auburn, 

AL, are considered to comprise a “unique 

study population,” which differs from a 

cluster that is defined by the National 

Institutes of Health as “a greater than 

expected number of cancer cases among a group of 

people in a defined geographic area over a specific 

time period.”

Clusters that meet this definition are simply random occurrences, 

according to John O. Mason III, MD. 

“We term the Huntersville and Auburn University patients a ‘unique 

study population,’” said Dr. Mason, associate professor of ophthalmol-

take-home
 ◗ A study 

population of uveal 

melanoma in two 

different locations 

may shed light on 

genetic causes of 

the disease.

Dr. Mason
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Pearls for managing care of 
high-risk uveal melanoma patients
Physicians turning to sunitinib as part of increasing efforts in adjuvant treatment
By Vanessa Caceres; Reviewed by Carol L. Shields, MD  

WHEN IT COMES to adjuvant treatment for 

high-risk uveal melanoma, physicians are turning to 

sunitinib malate (Sutent, Pfizer) as a viable option, 

according to Carol L. Shields, MD, chief, ocular oncol-

ogy service, Wills Eye Hospital, Philadelphia.

Sunitinib malate is an oral multi-targeted tyrosine 

kinase inhibitor with anti-tumor and immune modu-

lating effects, Dr. Shields said. It is used to treat gas-

trointestinal stromal tumors that fail on imatinib me-

sylate (Gleevec, Novartis), and it is used to prevent 

renal cell carcinoma metastasis in high-risk patients. 

Dr. Shields and colleagues found improved sur-

vival rates with sunitinib in their high-risk uveal mel-

anoma patients.

Physicians can help identify high-risk uveal mela-

noma by using genetics alone, genetics and Ameri-

can Joint Committee on Cancer (AJCC) classification, 

or gene expression profiling. In a study of more than 

1,000 patients with uveal melanoma that looked at 

cytogenetic profiles, Dr. Shields and fellow research-

ers found chromosome 3 monosomy and eight ab-

normalities as the strongest predictors of prognosis. 

“So, if you have chromosome 3 loss and 8q gain, 

you have an 11 to 123 times greater risk of metastatic 

disease,” she said. 

Other research has found that by using the AJCC 

classification, physicians can further refine progno-

sis, Dr. Shields added.

At Wills Eye, there is a 96% yield for cytogenetics 

via use of a fine-needle aspiration biopsy, Dr. Shields 

said. There are ways through gene expres-

sion profiling to neatly separate melanoma 

into two groups, Dr. Shields said. 

To help treat these patients, sunitinib 

malate, valproic acid, and some of the 

newer immune therapy options are avail-

able, Dr. Shields said. The now-available 

immune therapy options include vaccines, 

immune-modulated T-cells against cancer, 

and checkpoint inhibitors. Sunitinib malate 

is what Dr. Shield uses most frequently.

A pilot study conducted among researchers at Wills 

Eye and Thomas Jefferson University included 20 pa-

tients and focused on those with uveal melanoma me-

tastasis who failed other treatment. In 30% of cases, 

there was progression-free survival at six months, 

which Dr. Shields described as a modest effect. How-

ever, when using low-dose sunitinib malate in high-

risk uveal melanoma patients with no metastasis but 

high-risk cytogenetics, there was improved survival of 

85% at 6 years compared with only 40% in those not 

using additional medications. This benefit appeared 

in patients under age 60 years. Side effects of sunitinib 

malate include fatigue, diarrhea, nausea and vomit-

ing, and heartburn, Dr. Shields concluded. ■
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take-home
 ◗ Sunitinib has 

been shown to 

be effective as 

adjuvant treatment 

in high-risk uveal 

melanoma patients.

included in the study. 

Investigators noted that most of the cases in 

Huntersville involved women. However, at Au-

burn University, the patients were evenly split 

between men and women. The mean age at di-

agnosis was 44 years, and the median time hav-

ing attended the university was 1988.

Unlike the Huntersville population, the investi-

gation of the Auburn patients will include whole 

serum genome sequencing and duplex sequenc-

ing to identify molecular signatures from carcino-

gens. Dr. Mason explained that specific carcino-

gens can produce distinct genetic and molecular 

signatures in associated cancers that can then be 

compared to the Cancer Ge-

nome Atlas Project. 

“This can reveal unique 

genetic features in these pa-

tients,” he said. 

Tissue samples from liver 

and enucleation specimens 

will be evaluated using dif-

ferent DNA extraction tech-

niques than the ones done for the Huntersville 

group. IRB approval for the above genetic evalu-

ation is pending.

Dr. Mason recommended continuing investi-

gations to identify commonalities in patients in 

Huntersville, AL, and Auburn with potential ge-

netic and/or environmental causes. 

C O N C L U S I O N

“Genetic evaluations are crucial and could poten-

tially be the cause of uveal melanoma, although 

environmental factors may play a role,” he con-

cluded. “The National Ocular Melanoma Regis-

try is currently being developed. Raising public 

awareness for eye examinations is important.” ■

MELANOMA STUDY
( Continued from page 36 )

‘We term the Huntersville and Au-
burn University patients a ‘unique’ 
study population.’  — John O. Mason III, MD
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Research eyes risk of second cancers 
occurring in retinoblastoma patients
Chance of getting, dying from non-ocular malignancies differs between men, women
By Cheryl Guttman Krader; Reviewed by Ruth Kleinerman, PhD

THE 10-YEAR SURVIVAL rate for patients 

with hereditary retinoblastoma is excellent, but these 

individuals are at increased risk for developing sec-

ondary cancers and have elevated mortality com-

pared to age-matched individuals in the general 

population. 

According to analyses of data for retinoblastoma 

patients in the United States, there 

are gender-related differences in 

both the incidence of the different 

types of second non-ocular malig-

nancies and cause-specific mortal-

ity, said Ruth Kleinerman, PhD.

“Based on this information, ev-

idence-based guidelines for long-

term surveillance and follow-up of retinoblastoma 

survivors should take gender into account,” said Dr. 

Kleinerman, deputy branch chief, Radiation Epide-

miology Branch, Division of Cancer Epidemiology 

and Genetics, National Cancer Institute, Rockville, 

MD. “International pooling of second cancer data 

for retinoblastoma survivors will increase the num-

ber of cases of second cancers and provide statis-

tical power to further investigate gender disparity 

in risk with greater precision.”

Information on the incidence of second cancers in 

retinoblastoma survivors and rates of mortality re-

lated to the subsequent cancers is available from the 

National Cancer Institute Long-term Follow-up Study 

of Retinoblastoma Survi-

vors. It includes data on 

1,129 patients with he-

reditary retinoblastoma 

diagnosed between 1914 

through 2006, of whom 

approximately 50% were 

still alive in 2016. 

Dr. Kleinerman said 

that the most common 

second cancers in the he-

reditary retinoblastoma 

survivors are bone can-

cer, soft tissue sarcoma, 

and melanoma. 

Analyses of cause-spe-

cific mortality compare 

the rates of death among 

retinoblastoma survivors 

with those reported for 

the U.S. population. The 

data show that female 

retinoblastoma survivors have a higher risk of dying 

of bone cancer, melanoma, and brain 

tumors and a slightly higher risk of 

dying of nasal cavity cancers com-

pared with females in the general 

population. 

Rates of death due to lung, blad-

der, and colon cancer among female 

retinoblastoma survivors also appear 

to be higher than females in the gen-

eral population. Male retinoblastoma 

survivors are at higher risk of dying 

of pancreatic cancer than males in 

the general population.

W H Y  T H E  I N C R E A S E D  R I S K ?

Genetic susceptibility, treatment, and other factors 

might contribute to the increased risk of second 

cancers in patients with hereditary retinoblastoma. 

Hereditary retinoblastoma is caused by germline 

mutations in RB1, and the location of the mutation 

or the type of the mutation may be involved in the 

risk of some secondary cancers, including lung, 

bladder, and brain tumors. 

In addition, the patients may be carrying muta-

tions in other related pathways.

The RB1 gene is the spark for the creation of a 

protein called pRB, which acts as a tumor suppres-

sor, meaning that it regulats cell growth and keeps 

cells from dividing to fast or in an 

uncontrolled way. 

The RB1 gene provides instructions 

for making a protein called pRB. This 

protein acts as a tumor suppressor, 

which means that it regulates cell 

growth and keeps cells from dividing 

too fast or in an uncontrolled way.

“For example, RB1 is in the same 

cell cycle control pathway as CDKN2A, 

which is a susceptibility gene for fa-

milial melanoma and pancreatic can-

cer,” Dr. Kleinerman said.

Host characteristics, such as age and sex, as 

well as lifestyle and environmental factors, such 

as smoking history and sun exposure, may also 

play a role. ■
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This article is based on a presentation given by Dr. Kleinerman at the Ocular Oncology/

Pathology Subspecialty Day meeting. The mortality data were subsequently published  

in the Journal of the National Cancer Institute (Kleinerman RA, et al. Patterns of cause-

specifi c mortality among 2053 survivors of retinoblastoma, 1914-2016. J Natl Cancer 

Inst. 2019 Jan 30. Doi: 10.1093/jnci/djy227 [Epub ahead of print]). Dr. Kleinerman has 

no relevant fi nancial interests to disclose.

take-home
 ◗ Analyses of cancer 

incidence and cause-

specifi c mortality patterns 

for long-term hereditary 

retinoblastoma survivors 

shows gender-related 

differences.

Dr. Kleinerman
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> Past treatments for RB were similar 

> Different sensitivity to radiation or chemotherapy?
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> Baseline cancer rates differ  
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> Sun exposure M>F

GENETIC SUSCEPTIBILITY  
> RB1 mutation location, type, variants 

> Other pathways 

What explains 
diff erence between 

male and female risk?
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No change in survival 

from uveal melanoma

Similar survival trends found in large studies
By Vanessa Caceres

WHILE UVEAL MELANOMA

can be detected earlier than ever be-

fore, the actual survival rate of pa-

tients has not improved, according 

Arun D. Singh, MD, professor of oph-

thalmology, and director, Department 

of Ophthalmic Oncology, Cole Eye In-

stitute, Cleveland Clinic, Cleveland. 

Dr. Singh shared pathology-based 

information, experience from Cole Eye, 

the COMS multicenter trial,1 and the 

Surveillance, Epidemi-

ology, and End Result 

(SEER) study2 to support 

his argument.

Dr. Singh shared the 

annual melanoma-spe-

cific mortality rate fol-

lowing enucleation that 

was published in 1978 by Zimmerman 

and co-authors.3 He discussed data 

published 25 years later and derived 

from the COMS study that showed a 

similar mortality rate curve.4

“It’s obviously not due to enucle-

ation,” he said. “Perhaps it is a re-

flection of natural history and maybe 

indicative of ineffectiveness of our 

treatments.”

Dr. Singh noted therapies for uveal 

melanoma are palliative unless the 

tumor is small. He reported data from 

Cole Eye that focused on the outcome 

of patients who were asymptomatic 

at presentation that had regular sur-

veillance for metastasis and showing 

the point of death was still similar. 

When looking at almost 20 years 

of data from Cole Eye, there was no 

change in improvement in approxi-

mately 100 patients, he said.5

Dr. Singh then focused on the Na-

tional Cancer Institute’s SEER study, 

which he described as the gold stan-

dard of cancer registries.2 The study 

tracked when patients were alive ver-

sus dead against a comparable set 

of cancer-free patients. Information 

was tracked from 1973 to 2013, and 

there were nearly 5,000 cases of uveal 

melanoma.6  The five-year relative 

survival rate was stable at 81%. De-

spite a shift towards globe-preserv-

ing treatment, the SEER data showed 

there was no concomitant improve-

ment in survival. 

“The relative survival rate line is 

horizontal because of microscopic me-

tastases predominantly in the liver,” 

Dr. Singh said. “Unless we offer adju-

vant therapy, this curve is not going 

to change.”  ■
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Taking aim at advanced 

uveal melanoma rates

Trials under way to target deadly cancer
By Vanessa Caceres

SURVIVAL AMONG PATIENTS

with advanced uveal melanoma can im-

prove with continued multidisciplinary 

collaboration and early referral, accord-

ing to Sapna Patel, MD, associate profes-

sor, Department of Melanoma Medical 

Oncology, Division of Cancer Medicine, 

The University of Texas MD Anderson 

Cancer Center, Houston.

Dr. Patel shared updates from a variety 

to trials and research to show how the 

efforts under way could 

help to improve survival 

rates.  

Dr. Patel shared results 

from a pilot study among 

her and colleagues of 10 

class 2 tumors using ad-

juvant ipilimumab. 

“The historic distant 

metastasis-free survival in this popula-

tion is 50% and in our study, the three-

year distant metastasis-free survival was 

80%,” she said. 

Additionally, at 4.5 years, the median 

overall survival had not been reached. 

This was significant enough to lead Bris-

tol-Myers Squibb to pursue an adjuvant 

study of combination checkpoint block-

ade in class 2 high risk uveal melanoma.  

The phase II study uses adjuvant 

nivolumab and ipilimumab in 50 sub-

jects with high-risk uveal melanoma.

Dr. Patel then focused on what she 

said is the “elephant in the room,” ad-

vanced disease.

 One example of research in this area 

is the SUMIT trial, which used selu-

metinib in combination with dacarba-

zine. There was no significant difference 

in progression-free or overall survival 

when comparing the treatment group 

to placebo plus dacarbazine, she said. 

When focusing on glembatumumab 

vedotin (CDX-011), an antibody drug 

conjugate that introduces chemotherapy 

via phagocytosis, the agent had a low 

objective response rate and an over-

all survival of one year. However, Dr. 

Patel said, when focusing on the disease 

control cohort—a group with stabiliza-

tion—the median overall survival was 

not reached at a 14-month follow-up.

Other research focusing on uveal 

melanoma includes GEM1402 from 

Spain, which used the combination of 

nivolumab and ipilimumab and showed 

a one-year overall survival in 55.8%. 

Additionally, National Cancer Institute 

researchers have done some work on 

adoptive T-cell therapy. 

“While there were some promising 

results, we don’t know how durable 

they are or if they will 

lead to an improvement 

in overall survival,” she 

said. 

Dr. Patel discussed a 

new class of TCR-based 

bispecific biologics called 

ImmTACS. In phase I 

studies, survival seemed 

to segregate by the presence of skin 

toxicity. Skin toxicities of grade 2 or 

higher were associated with prolonged 

overall survival in the pooled cohort.

Another treatment under investigation 

is the melphalan percutaneous hepatic 

perfusion system, which is a procedure 

to deliver high-dose chemotherapy to 

the liver. The 1-year overall survival in 

a retrospective study was 64.6% with 

the system.

There also are several phase I studies 

underway with several targets for uveal 

melanoma, including combination and 

bromo-domain inhibitors. These are in 

early development with no full results 

reported yet, she said.

In the adjuvant setting, Dr. Patel be-

lieves there still is clinical work to be 

done to improve survival rates. How-

ever, for advanced disease, progress is 

under way, she concluded. ■
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 ◗ Survival can improve 

for uveal melanoma, 

although more work 

remains in the area of 

adjuvant therapy.

TAKE-HOME 

 ◗ Uveal melanoma 

survival rates have 

not improved in 

recent decades.
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R
esults of ReCLAIM, a phase I study 

investigating elamipretide (Stealth Bio-

Therapeutics) in patients with inter-

mediate dry age-related macular de-

generation (AMD) manifest as high-

risk drusen, demonstrated that the 

novel mitochondrial protective drug 

was safe and well-tolerated. In addition, analyses 

of exploratory efficacy endpoints yielded encour-

aging indications that elamipretide may improve 

visual function in eyes with high-risk drusen, said 

Michael J. Allingham, MD, PhD, assistant profes-

sor of ophthalmology, Duke Eye 

Center, Durham, NC.

“Mitochondrial dysfunction 

plays a role in the pathophysiol-

ogy of dry AMD, and we showed 

in the laboratory that one month 

of treatment with elamipretide re-

versed vision dysfunction in the 

ApoE4 mouse model of AMD and 

was associated with a corresponding improvement 

in ERG B-wave amplitudes and subretinal pigment 

epithelial deposits,” he explained. 

Dr. Allingham added that the findings in the 

preclinical study led to ReCLAIM, which is the 

first clinical trial investigating elamipretide in el-

derly patients. 

“Currently, a phase II, placebo-controlled clini-

cal trial is ongoing investigating elamipretide in 

patients with drusen and non-central geographic 

atrophy,” he said. 

To be included in ReCLAIM patients had to have 

dry AMD with high-risk drusen, ETDRS BCVA ≥55 

letters, and a low luminance VA (LLVA) deficit >5 

letters. High-risk drusen was defined as at least 

one large (≥ 125 μm) druse or multiple medium-

size (63-124 μm) drusen. Patients 

with non-central geographic atro-

phy who met the inclusion criteria 

were studied as a separate subgroup. 

A total of 21 patients were en-

rolled in the cohort with only high-

risk drusen. 

The baseline demographic char-

acteristics of the enrolled patients 

were typical for a dry AMD study 

population, Dr. Allingham said. 

All of the patients were white, they 

were predominantly female (62%) 

and had a mean age of 71 years, 

almost two-thirds of the patients 

had never smoked, and none were 

current smokers. 

Patients were treated with sub-

c u t a n e o u s 

elamipretide 40 

mg daily for 24 

weeks and returned for monthly 

follow-up visits. 

Visual function data through 

week 24 were evaluated for 19 

patients. Mean BCVA was 79.4 

± 7.4 letters at baseline, and 

at six months it had increased 

by a mean of 3.6 ± 6.4 let-

ters (p = .025). Improvement 

in BCVA was observed early 

and maintained during the six -

month study. 

“The magnitude of improve-

ment in our study group was likely limited by the 

excellent starting visual acuity, but it was statis-

tically significant,” Dr Allingham said. “A scat-

ter plot analysis of BCVA change showed that it 

improved in the majority of patients.” 

Mean LLVA was 63.7 ± 10.0 letters at baseline 

and increased by a mean of 5.6 ± 7.8 letters (p = 

.006) at six months. Again, the improvement was 

seen early, and it gradually increased between the 

one-month and six-month visits. 

“Most subjects had an improvement in LLVA, 

and there was a subset that was highly responsive 

in terms of gaining LLVA,” said Dr. 

Allingham. 

Reading acuity under standard 

and simulated low luminance con-

ditions was also tested using MN-

READ acuity charts. 

Under standard lighting con-

ditions, mean logMAR best-cor-

rected reading acuity was 0.01 ± 

0.18 at baseline and improved by 

a mean of -0.11 ± 0.15 (p = .005); 

the change is equivalent to a gain 

of approximately 1 line. Mean log-

MAR low luminance reading acu-

ity tested through a log 2 neutral 

density filter (LLRA) was 0.39 ± 

0.23 at baseline and improved by 

a mean of -0.28 ± 0.17 (p < .001), 

representing approximately a three-

line improvement.  

The improvements in reading acu-

ity also occurred early, with the change being sta-

tistically significant at week eight for the standard 

condition testing and by week four for the dim 

light testing, and the improvements were main-

tained during the six-month study.

According to Dr. Allingham, safety was excel-

lent. There were no serious adverse events, and 

local reactions at the injection site were the most 

common type of adverse event recorded. One pa-

tient withdrew from the study because of an in-

jection site reaction. ■

Efficacy signals positive 

for dry AMD phase I study

Mitochondrial-targeted drug proves to be safe, well tolerated by participants 
By Cheryl Guttman Krader

MICHAEL J. ALLINGHAM, MD, PHD  

E: mike.allingham@duke.edu

This article is adapted from Dr. Allingham’s presentation at the 37th annual scientifi c 

meeting of the American Society of Retina Specialists. Dr. Allingham is a consultant for 

and receives research funding from Stealth BioTherapeutics. 
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Dr. Allingham

‘The magnitude of improvement 
in our study group was likely 
limited by the excellent 
starting visual acuity, but it was 
statistically signifi cant.’  
— Michael J. Allingham, MD, PhD
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Can lipid-lowering drugs reduce 

risk of diabetic retinopathy?

Patients less likely to be treated with intravitreal injections of VEGF, laser, vitrectomy 
By Lynda Charters

A LARGE RETROSPECTIVE cohort study 

of patients with type 2 diabetes found that these 

patients benefitted from lipid-lowering medica-

tions, in that those drugs seem to be associated 

with lower incidences rates of nonproliferative 

diabetic retinopathy (NPDR), PDR, and diabetic 

macular edema (DME). 

The study also reported “modest evidence” that 

the patients were less likely to undergo treatment 

with intravitreal injections of anti-vascular en-

dothelial growth factor (VEGF) drugs, laser, or 

vitrectomy.

The negative effects of diabetes cannot be over-

emphasized, and the disease has been observed to 

be increasing steadily among adults in the United 

States, with more than 40% of the population is 

diabetic or pre-diabetic. 

However, children and adolescents also are being 

adversely affected, with the disease having in-

creased by an estimated 7% annually in younger 

individuals from 2002 to 2012, according to the 

authors of a recent report.1 

The authors of the study are from the Byers Eye 

Institute, Department of Ophthalmology, Stan-

ford University School of Medicine, Palo Alto, 

CA and All Eyes Consulting, LLC, which is based 

in New York.  

RISK FACTORS

In addition to diabetes, other identified risk fac-

tors for DR are hypertension, smoking, high blood 

glucose values, and dyslipidemia. Initially, in 2007, 

there was not enough evidence in a systematic re-

view to advocate lipid-lowering drugs to prevent 

DR, but since then interest has been mounting 

in the association between dyslipidemia, lipid-

lowering drugs, and ocular diseases associated 

with diabetes. 

The data that have been emerging worldwide 

on the relationship between lipid-lowering medi-

cations and DR led Daniel Vail and colleagues to 

perform a retrospective cohort analysis of a data-

base of commercial insurance claims in the United 

States that encompassed a diverse population of 

patients, with the goal of evaluating the effect of 

lipid-lowering medications on DR and diabetic 

complications that required inter-

vention in that population.

The main study outcomes were 

any signs of DR, as measured by 

diagnostic codes for NPDR, PDR, 

DME, and procedural codes for 

treatments for retinopathy in the 

patient records, such as anti-VEGF 

injections, laser, and vitrectomy, the 

investigators explained and noted 

that the exposure of interest in this 

study was use of lipid-lowering drugs 

before and after the patients were 

diagnosed with diabetes.

STUDY FINDINGS

The study included 269,753 patients with type 2 

diabetes who were covered by commercial insur-

ance from 2008 to 2015. 

The investigators found that there were 99,233 

(37%) of these who were taking lipid-lowering 

drugs, and about 6% of them had a diagnostic 

code for NPDR, PDR, or DME or they had a proce-

dural code for intravitreal injections, pars plana 

vitrectomy, or laser after they had been diag-

nosed with diabetes compared with 6.5% of pa-

tient who were not taking lipid-lowering medi-

cations (p < 0.01).

The research team reported further that ad-

justed time-to-event analyses showed that pa-

tients who took lipid-lowering medications be-

fore being diagnosed with type 2 diabetes were 

both less likely to progress to any retinopathy 

diagnosis (hazard ratio [HR], 0.60, 95% confi-

dence interval [CI], 0.55-0.65) and less likely to 

receive any treatment for retinopathy (HR, 0.81, 

95% CI, 0.78-0.84). 

They pointed out that these findings were sig-

nificant both at the aggregate level and at the in-

dividual diagnostic level (NPDR: HR, 0.63, 95% 

CI 0.57-0.69; PDR: HR, 0.45, 95% CI 0.37-0.54; 

and DME: HR, 0.39, 95% CI, 0.33-0.45) and at 

each treatment category level (anti-VEGF injec-

tion: HR, 0.81, 95% CI, 0.78-0.84; laser: HR, 0.62, 

95% CI, 0.47-0.81; and vitrectomy: HR, 0.71, 95% 

CI, 0.59-0.85).

The authors commented that they found con-

sistent evidence that patients who were taking 

lipid-lowering medications were less likely to de-

velop NPDR, PDR, or DME, and modest evidence 

that these patients were less likely 

to receive intravitreal injections of 

anti-VEGF medication, laser treat-

ments, or vitrectomy. 

The current findings agree with 

the analyses of two large Japanese 

and Taiwanese claims databases, 

which have relatively homogeneous 

populations. 

“As patients in the U.S. may have 

different risk profiles for ophthal-

mic disease in the setting of dia-

betes, and commercially insured 

patients in the U.S. who are diag-

nosed with [DR] may face different 

treatment pathways than patients in Taiwan or 

Japan, countries with very different health sys-

tems,” the investigators noted. 

CONCLUSION

The research team noted that their findings have 

implications for the management of a common 

condition with significant ophthalmic morbidi-

ties and health systems costs. 

“At the level of the individual provider, our 

findings support the use of lipid-lowering medi-

cations in diabetic patients with hyperlipidemia, 

as these medications may have visual benefits 

beyond their systemic indications,” the research 

team concluded. “Further research is needed to 

conclusively confirm the role of lipid-lowering 

medications in the prevention of [DR] and to es-

timate the consequences that these medications 

may have for ophthalmic use.”

The study was supported by the Heed Ophthal-

mic Foundation. ■
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support the use 

of lipid-lowering 

medications in 

diabetic patients with 

hyperlipidemia, as 

these medications 

may have visual 

benefi ts beyond their 

systemic indications. 
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A population of 269,753 patients 

diagnosed with T2DM between 

2008 and 2015 were analyzed. 

A total of 99,233 (37%) were 

undergoing treatment with 

lipid-lowering medications.
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Green light given in early trial for 

agent targeting neovascular AMD

Clinical study fi nds safety, positive effi cacy signal for novel oral option
By Cheryl Guttman Krader; Reviewed by Michael Stewart, MD

A SECOND PHASE IIa trial has found that 

AKST4290 (Alkahest), an investigational oral C-C 

chemokine receptor type (CCR3) antagonist, is 

safe and well tolerated in patients with neovas-

cular age-related macular degeneration (nAMD). 

AKST4290 also offered gains in visual acuity 

for both treatment naïve and treatment refrac-

tory patient groups.

Monotherapy with AKST4290 was also associ-

ated with a functional benefit in the study, which 

enrolled patients with active nAMD refractory to 

intravitreal anti-VEGF injections, although mor-

phological improvements were not observed dur-

ing the treatment period, according to Michael W. 

Stewart, MD, chairman, Department of Ophthal-

mology, Mayo Clinic, Jacksonville, FL.

Dr. Stewart said the early data proved to be 

promising, with increases in visual acuity oc-

curing over a six-week period. 

T H E  S T U D Y

The single arm, open-label, phase IIa study enrolled 

26 patients, of whom 24 completed the six week 

treatment period and four weeks of additional fol-

low-up. AKST4290 was administered at a dose of 

400 mg twice daily.

At the primary endpoint analysis at six weeks, 

BCVA improved by a mean of 2.0 ETDRS letters 

from baseline, was stable or improved in 72% 

of eyes, and improved by a mean of 7.7 letters 

among responders, defined as eyes with a gain 

of  ≥5 letters. 

In a parallel study that enrolled treatment-naïve 

patients with nAMD, six weeks of oral AKST4290 

treatment was associated with a mean BCVA im-

provement of seven ETDRS letters, stable or im-

proved vision in 83% of patients, and an improve-

ment of at least three lines in 21%.

The majority of patients across both studies 

experienced improvement in best-corrected vi-

sual acuity (BCVA), and there were no severe or 

serious adverse events reported.

Dr. Stewart explained that intravitreal anti-VEGF 

therapy is standard of care for nAMD. 

“Although effective, the treatment is burden-

some, expensive, and may be asso-

ciated with serious adverse events,” 

he pointed out. “In addition, not all 

patients achieve adequate morpho-

logical or visual acuity improvement. 

Hence, an alternative therapy or in-

cremental therapy for eyes that are 

incomplete responders would be a 

therapeutic advance.”

E F F I C A C Y ,  S A F E T Y

Dr. Stewart also explained that the data 

from the phase IIa trials of AKST4290 

represent early but intriguing data on 

its efficacy and safety as an oral treatment for nAMD. 

“Randomized, placebo-controlled and mecha-

nistic studies are planned to further explore the 

early visual acuity and morphologic trends in 

nAMD patients,” he explained.  

AKST4290, formerly known 

as ALK4290, is an orally ad-

ministered CCR3 inhibitor that 

blocks the action of eotaxin, 

an immunomodulatory protein 

that increases as humans age. 

By targeting eotaxin and its 

downstream effects, AKST4290 

may slow the hallmark inflam-

mation and neovascularization 

of wet AMD as well as other 

age-related diseases.

“CCR3 and its ligand CCL11 

are highly expressed in sub-

retinal neovascular lesions, 

and CCL11 levels are increased in choroidal en-

dothelial cells and in the systemic circulation of 

patients with AMD,” Dr. Stewart said. 

Dr. Stewart also pointed out that inhibition of 

CCR3 “interrupts endothelial cell migration and 

thereby reduces the morphological changes associ-

ated with pathological choroidal neovascularization.”

The study of anti-VEGF refractory patients re-

quired that participants have persistent subretinal 

and/or intraretinal fluid and absence of improve-

ment of BCVA after receiving at least three con-

secutive anti-VEGF injections, the last of which 

was slated to have been administered within 30 

to 90 days prior to the screening visit for the 

AKST4290 trial. BCVA marks at screening had 

to be between 70 and 24 ETDRS letters and cen-

tral subfield thickness (CST) had 

to be ≥250 μm.

The baseline and demographic 

characteristics of the enrolled pa-

tients were typical of patient co-

horts with nAMD. The patients had 

a mean age of 76 years and were 

predominantly female (61.5%). They 

had a mean disease duration of 1.9 

years, and mean BCVA of 52.7 ETDRS 

letters at study entry. 

C O N C L U S I O N

Dr. Stewart reported that although 

there was little change in CST during the treatment 

period, a significant worsening was observed at the 

end of the four-week follow-up after AKST4290 was 

stopped. 

Retinal pigment epithelium (RPE) detachment 

maximum height, CNV size and CNV leakage 

size were also measured in the study, and none 

of those morphological endpoints changed sig-

nificantly from baseline. 

“In the study evaluating AKST4290 in patients 

who were treatment-naïve, however, RPE detach-

ment height improved significantly while the pa-

tients were on therapy,” Dr. Stewart explained, 

adding that the potential for gaining meaningful 

visual improvement with an oral agent in neo-

vascular AMD represents a major step forward 

for patients, and results warrant further study

S A F E T Y  P R O F I L E

AKST4290 had a favorable safety profile. In the 

study of treatment refractory patients, there were 

few systemic or ocular adverse events. No pa-

tients experienced a serious adverse event, and 

no patient discontinued therapy because of an 

adverse event. ■

 ◗ AKST4290 had 

a favorable safety 

profi le, and in the 

study of treatment 

refractory patients, 

there were few 

systemic or ocular 

adverse events.
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‘Randomized, placebo-controlled 
and mechanistic studies are 
planned to further explore 
the early visual acuity and 
morphologic trends in nAMD 
patients.’  — Michael W. Stewart, MD
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Brolucizumab gaining traction           

as nAMD treatment option

Investigational anti-VEGF agent offers sustained 

results compared to alternatives in analyses
By Cheryl Guttman Krader

POST-HOC ANALYSES OF data from the 

two phase II registration studies investigating brolu-

cizumab (Novartis) for the treatment of neovascular 

age-related macular degeneration (nAMD) show that 

sustained dryness of the retina is 

achieved earlier and by more patients 

treated with the investigational anti-

VEGF agent com-

pared with afliber-

cept (Eylea, Regen-

eron), according to 

Carl D. Regillo, MD. 

“The results of 

these post-hoc analyses are consistent 

with the superior retina fluid outcomes 

previously reported for brolucizumab 

from preplanned analyses of change in 

central subfield thickness (CST), and 

the benefits of brolucizumab occurred 

with fewer injections,” said Dr. Re-

gillo, professor of ophthalmology, Sid-

ney Kimmel Medical College, Thomas 

Jefferson University, and chief, Retina 

Service, Wills Eye Hospital, Philadelphia.

HAWK and HARRIER, the two phase III studies in-

vestigating the efficacy and safety of brolucizumab 

for the treatment of nAMD, randomized patients to in-

travitreal treatment with brolucizumab 3 mg (HAWK 

only), brolucizumab 6 mg, or aflibercept 2 mg. 

In a loading phase, patients received three injec-

tions of assigned study medication at weeks zero, 

four, and eight. After that, aflibercept was adminis-

tered on a fixed schedule every eight weeks (Q8W). 

Brolucizumab was administered Q12W. That schedule 

could be reduced to Q8W and maintained with the 

frequency based on evaluations at predefined disease 

activity assessment visits. In both studies, more than 

50% of patients receiving brolucizumab 6 mg were 

maintained on a Q12W regimen after completing the 

set of loading injections out through week 48. 

HAWK and HARRIER demonstrated that BCVA im-

provement from baseline at week 48 was noninferior 

in patients treated with brolucizumab compared to 

aflibercept.

The anatomic endpoint analysis of OCT-determined 

change in CST showed, however, that brolucizumab 

was associated with superior reductions in CST from 

baseline to week 16 and week 48. The 

differences favoring brolucizumab were 

maintained at week 96. 

Dr. Regillo explained that the ra-

tionale for the time to dry analyses 

considered that sustained drying of 

the retina is an indicator of better 

disease control and 

may be associated 

with improved long 

term outcomes. 

The post-hoc analy-

ses compared broluci-

zumab and aflibercept 

for time to achieve sus-

tained dryness and the 

cumulative incidence 

rate of sustained dry-

ness up to week 96. 

Time to first sustained 

dryness was evaluated 

by Kaplan-Meier analy-

sis and a proportional 

hazard analysis. Cumulative incidence 

of sustained dryness to week 96 was 

derived from that analysis.

“In both studies and for both defi-

nitions of sustained dryness, the inci-

dence of patients achieving sustained 

dryness remained higher through week 

96 in patients receiving brolucizumab,” 

Dr. Regillo said.

Pairwise comparisons of groups from 

both studies showed that the cumu-

lative incidence of ≥2 or ≥3 consecu-

tive fluid free visits was significantly 

higher for all brolucizumab groups 

versus aflibercept at both weeks 48 

and 96. ■

CARL D. REGILLO, MD 

E: cregillo@midatlanticretina.com

This article is based on Dr. Regillo’s presentation at the 

recent American Society of Retina Specialists meeting. Dr. 

Regillo is a consultant to Novartis and to other companies 

that market or are developing treatments for nAMD. 

 ◗ The results of 

post-hoc analyses 

are consistent with 

the superior retina 

fl uid outcomes 

previously reported 

for brolucizumab from 

preplanned analyses 

of change in central 

subfi eld thickness.
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During study, visual acuity maintained or improved in all three groups
By Lynda Charters; Reviewed by Amy C. Schefl er, MD 

A NUMBER OF retrospective studies have re-

ported the effects of anti-vascular endothelial growth 

factor (VEGF) for radiation retinopathy. 

In those studies, bevacizumab (Avastin, Genen-

tech Inc.) was administered at varying intervals. Only 

one prospective study has reported on administra-

tion of ranibizumab (Lucentis, Ge-

nentech Inc.) to 40 patients every 

two months from the time of proton 

beam therapy for 24 months. The 

investigators reported a significant 

visual improvement compared with 

historical controls with 90% of pa-

tients achieving 20/200 or better vi-

sion, Amy Schefler, MD, said. 

Considering those results, Dr. Schefler and her col-

leagues conducted a phase II, multicenter, prospective, 

randomly selected trial of 40 patients divided among 

three groups. Cohort A included patients treated with 

ranibizumab monthly for one year, while cohort B in-

cluded on ly ranibizumab and panretinal photocoag-

ulation targeted to areas of ischemic retina (tPRP) as 

seen on wide-field angiography. Cohort C, a loading 

dose (three injections) of ranibizumab then as-needed 

ranibizumab and tPRP to areas of ischemic retina. 

The second year of the study was a treat-and-extend 

regimen for each cohort with prespecified optical co-

herence tomography (OCT) criteria, noted Dr. Schefler, 

clinical associate professor, Weill Cornell Medicine and 

University of Texas Health Science Center at Houston. 

The inclusion criteria in-

cluded clinically evident 

cystoid macular edema 

that was associated with 

radiation retinopathy seen 

on OCT and fundus ex-

aminations, a history of 

plaque radiotherapy, ex-

ternal beam radiation, or 

proton-beam therapy, and 

a baseline visual acuity 

(VA) in the range of 20/25 

to 20/400. The exclusion 

criteria included recent 

anti-VEGF therapy or steroid therapy.

FIRSTYEAR RESULTS

Dr. Schefler noted the patients who had good baseline 

VA were equally stratified among the three cohorts. 

“Over the course of the study, the VA was main-

tained or improved in all 

three groups,” she said.

The greatest mean 

change in the best-cor-

rected VA (BCVA) was 

in cohort A that was 

treated with monthly 

ranibizumab.

“The patients in this 

group finished the year 

with a gain of four letters 

compared with baseline,” 

Dr. Schefler pointed out. 

Cohort B, which was 

treated with monthly 

ranibizumab and tPRP 

gained one letter at one 

year, and cohort C treated 

with a loading dose of ra-

nibizumab and as-needed 

ranibizumab and tPRP 

lost 1.5 letters of vision.

The central macular 

thickness decreased in 

all groups. In cohort C, 

the retinas thickened and 

then became thinner with 

the ranibizumab injec-

tion, a finding that has 

been reported in other 

disease states such as 

neovascular AMD. The 

monthly ranibizumab 

groups fared better, with 

mean decreases in the 

central retinal thickness 

of 97 and 105 microns in 

cohorts A and B.

Dr. Schef ler com-

mented that 86% of pa-

tients during the first 

year of the study who 

had 20/40 or better main-

tained that vision. Over-

all, 32% of patients had 20/40 or better vision, and 

87% of patients had 20/200 or better vision at one 

year. A 10-letter improvement in VA was seen in 22% 

of study patients. 

Patients who were treated monthly had the most 

significant visual gains of an average of four letters at 

one year compared with baseline and with patients 

who received as-needed treatment. 

The reporting of the two-year results of the study 

indicated that the visual gains achieved in year one 

were not fully sustained over the second year of 

the study. Further details will be published soon. ■

Charts demostrate results in best-corrected visual acuity and CT in retrospective 

studies detailing the effects of anti-VEGF for radiation retinopathy. (Charts courtesy of 

Amy C. Schefl er, MD)

Dr. Schefl er

Ranibizumab injections off er hope 

for radiation retinopathy patients

 ◗ In the study, 

investigators reported 

a signifi cant visual 

improvement 

compared with 

historical controls 

with 90% of patients 

achieving 20/200 or 

better vision.
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Trio of phase III studies focus on 

effi  cacy of dexamethasone insert

Replacement for corticosteroid drops to control postoperative pain, infl ammation eyed
By Lynda Charters; Reviewed by Sydney L. Tyson, MD, MPH

THE COMBINED RESULTS of three phase 

III studies of a dexamethasone ophthalmic insert (Dex-

tenza, Ocular Therapeutix), a preservative-free, 0.4-mg 

dexamethasone insert that is FDA-approved for intra-

canacular use, found that the device is efficacious for 

up to 30 days after one administration, according to 

Sydney L. Tyson, MD, MPH.

While corticosteroid drops are 

currently the mainstay of cataract 

treatment to manage postoperative 

pain and inflammation, the regi-

mens are complex and the results 

depend on patient compliance, ex-

plained Dr. Tyson, who is in private 

practice in Vineland, NJ.

In contrast, the dexamethasone ophthalmic insert 

is resorbable and delivers a 0.4-mg dose of dexametha-

sone for up to 30 days, and, therefore, negates the need 

for patients to place corticosteroid drops. The insert 

can be placed in the inferior canaliculus as early as 

one day after cataract surgery postoperatively to treat 

postop pain and inflammation.

Dr. Tyson recounted that the three studies were 

comprised of patients undergoing cataract surgery. All 

studies were prospective, multicenter, double-masked, 

parallel-arm studies in which one arm was treated using 

the dexamethasone insert and the other arm using a 

placebo-hydrogel insert that did not contain a drug. 

The first two studies featured randomly selected pa-

tients given dexamethasone or placebo in a 2:1 ratio, 

and in the third study, in a 1:1 ratio. 

The patients underwent follow-up ex-

aminations on days two, four, eight, 

14, 30, and 45/60. At each visit, the 

investigators evaluated the patients to 

determine the absence of both pain 

(scores of 0) on day eight and anterior 

chamber cells on day 14. The primary 

endpoints were pain and inflammation 

at those two time points. The second-

ary endpoints were the absence of pain 

and anterior chamber cells and their 

mean scores at all other time points.

The safety of the device was based on 

the extent of exposure, adverse events, 

visual acuity, intraocular pressure, slit-

lamp, punctal examination, and fun-

duscopy findings. The duration of exposure of the 

insert also was  measured through visualization via 

fluorescein at every visit, Dr. Tyson explained. 

The studies included a total of 926 subjects (541 

randomly selected to dexamethasone and 385 to pla-

cebo) at 58 sites in the United 

States.

Dr. Tyson reported that the 

dexamethasone implant was 

effective for treating ocular 

pain, with significantly more 

patients who received the ac-

tive treatment reporting no 

ocular pain as early as day 

two postoperatively. On day 

eight, 79.2% of patients ran-

domly selected for the dexa-

methasone implant reported 

no pain compared with 56.9% 

randomly selected to placebo. 

The respective percentages 

for the absence of anterior 

chamber cells were 42.7% and 

27.5%. Both results reached 

significance (p ≤ 0.0001).

Significance differences 

also were seen in the ab-

sence of anterior chamber 

flare, trace cells or less, mean 

anterior chamber cells, and anterior chamber flare as 

early as day 4 in two of the three trials. 

Regarding safety, 263 (48.9%) patients randomly se-

lected for the dexamethasone implant reported at least 

one adverse event compared with 215 

(55.8%) patients randomly selected for 

placebo. Four and two adverse events, 

respectively, were treatment related 

in the dexamethasone and placebo 

groups. The most frequently occur-

ring ocular adverse events were eye 

and anterior chamber inflammation, 

increased intraocular pressure, and 

corneal edema. The dexamethasone 

insert could be visualized in over 99% 

of subjects on day 14 and in less than 

89% of subjects on day 30.

Dr. Tyson noted complete absence 

of pain on day eight was demonstrated 

across trials. 

“Patients who received the dexa-

methasone implant did better than patients who re-

ceived placebo on day 14 across trials in the absence 

of anterior chamber cells,” he concluded. “In one trial, 

the difference was not significant. The integrated anal-

ysis showed that early onset of action with efficacy 

was seen as rapidly as day two postoperatively for 

pain relief and day four for inflammatory clearance.”

There have been two recent development regarding 

Dextenza. The first is that the FDA approved a supple-

mental new drug application (NDA) for Dextenza that 

includes the treatment of ocular inflammation after 

ophthalmic surgery as an additional indication. Ac-

cording to the supplemental new drug application an-

nouncement Dextenza is now approved to treat both 

ocular inflammation and pain after ophthalmic surgery. 

The second is that the Centers for Medicare and 

Medicaid Services has assigned a specific and per-

manent reimbursement J-code through the Health-

care Common Procedure Coding System for Dextenza 

(dexamethasone ophthalmic insert) 0.4 mg, which  

according to the supplemental NDA is approved to 

treat ocular inflammation and pain following oph-

thalmic surgery. The code for Dextenza, J1096, be-

comes effective Oct. 1. ■

 ◗ A dexamethasone 

insert manages ocular 

infl ammation as early 

as three days after 

cataract surgery. 

Signifi cantly more 

patients receiving the 

insert reported no pain 

1 day postoperatively 

compared to those 

receiving placebo.

TAKE-HOME 

Dr. Tyson

SYDNEY TYSON, MD, MPH

E: eyeguytyson@gmail.com, sydtyson@comcast.net

Dr. Tyson received grant support for conducting this study.

Inserting the dexamethasone ophthalmic insert, which is FDA-approved for 

intracanalicular use, is a simple prodedure. Photo courtesy of Sydney Tyson, MD, MPH
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Seeking the goal line for patients’ 

glaucoma medication compliance

More than a third of patients do not receive anti-glaucoma drugs, study shows 
By Lynda Charters

ABOUT 2.2 MILLION adults in the United 

States have glaucoma, and by as early as next year 

that number is expected to increase to 3.36 million, 

estimate researchers. 

Ironically, while IOP drugs are effective at de-

creasing the development and progression of open-

angle glaucoma, compliance is poor among aging 

patients for a few reasons, including reliance on staff 

in nursing homes and subacute rehabilitation cen-

ters as well as transfer of care from inpatient hospi-

tals, according to a study by Tavish Nanda, MD, and 

colleagues from the Harkness Eye Center of Colum-

bia University Irving Medical Center and Northwell 

Health of Lenox Hill Hospital, both in New York. 

“Medication reconciliation is the process by which 

a patient’s outpatient medication regimen is docu-

mented and converted to synonymous medications 

in the hospital formulary,” the study’s authors ex-

plained. “The intention of this process is to continue 

all outpatient medications during a patient’s hospital 

stay, unless otherwise contraindicated.”

However, while this process is primarily an elec-

tronic one, “medication reconciliation on hospital ad-

mission and discharge is fraught with discrepancies, 

with errors occurring as often as 70% to 85% of the 

time,” they noted and explained that the frequency 

of these error rates associated with anti-glaucoma 

medications is unknown. 

In addition, glaucoma is not considered to be as 

important as other chronic conditions such as dia-

betes and hypertension. The authors theorized that 

reconciliation of glaucoma drugs is suboptimal in 

inpatient hospitals, resulting in noncompliance.

T H E  S T U D Y

In light of this, they conducted a 

retrospective, cross-sectional, hos-

pital-based study that included 475 

patients (46.3% women; average age, 

80.2 years) who had been admit-

ted to a general medicine regional 

hospital service (average stay, 4.61 

± 3.7 days). The investigators re-

viewed the administrative database 

and cross-referenced patient charts 

and the following information was 

collected: demographic data, past 

medical problems, inpatient orders, intake history 

and physical, length of stay, and admitting diag-

nosis. The main outcome measures were twofold: 

the effect of outpatient glaucoma drop reconcili-

ation and recognition of glaucoma as a pertinent 

past medical problem in a patient’s intake history 

and physical on inpatient eye-drop administra-

tion, they recounted.

“In total, 63.8% achieved successful reconcili-

ation of medication on the hospital floor, result-

ing in a 36.2% eye-drop abstinence rate during 

the hospital stay,” the authors reported. Regarding 

this, the investigators commented that while the 

reconciliation occurred, successful administration 

did not necessarily occur because the practitioners 

had to convert each reconciled medication inten-

tionally to an active inpatient order.

Of 386 (81.3%) patients who had successful recon-

ciliation of their anti-glaucoma medications, these 

patients achieved significantly different rates of 

eye-drop administration, i.e., 283 (73.3%) of the 

386 patients received anti-glaucoma medications 

on the floor compared with 19 (21.0%) of 89 pa-

tients without successful reconciliation who re-

ceived their medications, a difference that reached 

significance (P < 0.001).

Another important finding was 

that the presence of glaucoma was 

recognized in the history and physical 

in less than half of patients, 42.5%. 

“Recognition of glaucoma as 

a pertinent medical problem was 

poor, with only 202 of 475 (42.5%) 

patients having glaucoma listed in 

their intake history and physical,” 

the authors noted. Among those with 

glaucoma listed, 153 of 202 patients 

(75.7%) received glaucoma medica-

tions. In comparison, in those without glaucoma 

listed (150/273), 55.0% received glaucoma medi-

cations (p < 0.001).

C O N S I D E R A T I O N S

The study also emphasized the importance of accu-

rate recording of the patients’ medication regimen 

before admission to a hospital in order to improve 

eye-drop administration during 

their stay.  This could be im-

proved, they suggested, by using 

teaching rounds or morning case 

presentations as opportunities 

for residents and staff to become 

familiar with the various types 

of anti-glaucoma drops and ad-

ministration regimens that are 

frequently prescribed. 

“This ideally would include a 

table or chart providing the ge-

neric medications that are available in the hospital 

formulary and their synonyms in the outpatient set-

ting,” according to the study. “It is imperative that 

these teachings also emphasize the chronic nature of 

this disease and the vision-threatening consequences 

of prolonged noncompliance.”

M E D I C A T I O N  N O N C O M P L I A N C E

They suggested that small cards listing basic medica-

tion information, such as the name, dose, side effects, 

and regimen, be provided with the goal of improving 

quality as well as serving as a reminder to inquire 

about glaucoma as a patient’s chronic medical problem.

 “Glaucoma treatment incurs a high rate of medi-

cation noncompliance, especially in the elderly,” the 

study stated. “The present study demonstrates that 

more than one third of patients admitted to an aca-

demic medical center do not receive their glaucoma 

medications. 

The study indicated that patients discharged to nurs-

ing homes, subacute rehabilitation, and assisted liv-

ing facilities rely on appropriate discharge medication 

reconciliations, resulting in forced abstinence during 

transition of care. 

“An emphasis on appropriate medical reconcilia-

tion and recognition of glaucoma as a pertinent past 

medical problem will improve rates of eye-drop ad-

ministration on inpatient admission significantly,” it 

concluded. 

This article is adapted from a poster presented at 

the American Glaucoma Society annual meeting. The 

authors reported no financial interest in any aspect 

of this report. These results also were reported 

in Ophthalmology Glaucoma (2019;2:188-191). ■

‘Glaucoma treatment incures a 
high rate of medication noncom-
pliance, especially in the elderly.’  
— study led by Tavish Nanda, MD

 ◗ Glaucoma 

medication 

compliance in an 

inpatient setting is 

poor, with more than 

a third of patients not 

receiving their anti-

glaucoma drugs.

TAKE-HOME 
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Björn Johansson, MD, PhD, co-investigator in 

the study and associate professor of ophthalmol-

ogy, Linköping University, said the study has high-

lighted some interesting treatment options. 

“Although randomized controlled studies re-

main the gold standard for evaluating the efficacy 

of new treatments, adequately designed and con-

ducted clinical studies such as our retrospective 

population-based trial are an important comple-

ment to clarify how medical and surgical treat-

ments are used in an optimal fashion in unselected 

clinical populations,” he said. “The findings from 

such studies may have both medical and economic 

impact.” 

The population-based controlled study ana-

lyzed data from two groups of consecutive pa-

tients operated on in the eye clinics of Vrinnevi 

Hospital, Norrköping, Sweden and Linköping Uni-

versity Hospital, Linköping, Sweden. The two fa-

cilities are in the same county, publicly financed, 

and under the same regional clinical center, and 

they use the same electronic patient record system. 

However, they use different standard protocols for 

controlling postoperative inflammation, Dr. Gär-

din explained. 

At Vrinnevi Hospital, patients are treated for 

three weeks after surgery with a 

topical steroid and a topical NSAID, 

each given three times daily. Pa-

tients undergoing cataract surgery 

at the eye clinic of Linköping Uni-

versity Hospital are treated only 

with a tapering dose of a steroid for 

three weeks. 

Using the electronic medical re-

cord system and beginning the 

search in January 2015, investiga-

tors identified a total of 500 consec-

utive eyes from each hospital. The 

selected eyes were from patients aged 20 years and 

older. 

Patients were excluded if they had posterior cap-

sular rupture and/or zonular damage preventing 

in-the-bag IOL placement, deviation from the cen-

ter’s standard protocol for topical anti-inflamma-

tory treatment, or a pre-existing ocular malforma-

tion. Data were extracted on baseline characteris-

tics and unplanned postoperative visits within six 

months after surgery. 

The two study groups were balanced with re-

spect to gender and right/left eye distribution. Each 

group had a predominance of females over males 

and included a majority of right eyes. 

The mean age was about 75 years and similar in 

the two study groups. Mean logMAR BCDVA was 

also similar in the two groups preoperatively.

A review of preoperative ocular comorbidities 

showed the percentage of eyes with pseudoexfo-

liation was higher in the group that received the 

steroid alone compared with those treated with 

combination therapy. The group receiving combi-

nation therapy had higher percentages of eyes with 

an epiretinal membrane (ERM) and with diabetic 

maculopathy or retinopathy. The number of pa-

tients with diabetes and with age-related macular 

degeneration was similar in the two groups.

Though a higher rate of unplanned postopera-

tive visits was found for the group receiving com-

bination treatment than among eyes treated only 

with a steroid, the difference was not statistically 

significant (16.6% versus 12.6%; p = 0.073). CME 

occurred in eight eyes (1.6%) in the combination 

treatment group and in six eyes 

(1.4%) treated with steroid alone.

“The overall incidence of CME in 

our total cohort was 1.2%, but when 

patients with diabetes or an ERM 

were removed, the overall incidence 

of CME decreased to 0.8%,” Dr. Gär-

din pointed out. 

Clinically significant CME oc-

curred in 2.9% of eyes in patients 

with diabetes mellitus and in 8.2% 

of eyes with an ERM.

“The incidence of clinically sig-

nificant CME among patients in our study who had 

an ERM was 10-fold higher than in our patients 

without diabetes and no ERM, indicating patients 

with an ERM had a drastically increased risk,” Dr. 

Gärdin concluded. ■

 ◗ Researchers 

highlight an increased 

susceptibility to 

postoperative CME 

in eyes with pre-

existing vitreoretinal 

conditions.

TAKE-HOME 

Unplanned visits 

within six months after 

phacoemulsifi cation: 

Two different protocols for

anti-infl ammatory treatment

Unplanned visit 

due to any reason

Unplanned visit 

due to CME

(Chart courtesy of Jan Gärdin, MD)

16.6%

1.6%

12.6%

1.2%

NSAID + Steroids (500 eyes)

Steroids only (500 eyes)

NSAID
( Continued from page 1 )

JAN GÄRDIN, MD

E: jan.gardin@regionostergotland.se

This article was adapted from a presentation at the 2019 meeting of the American 

Society of Cataract and Refractive Surgery. Dr. Gärdin has no relevant fi nancial interests. 

BJÖRN JOHANSSON, MD, PHD

E: bjorn.johansson@regionostergotland.se

This article was adapted from a presentation at the 2019 meeting of the American 

Society of Cataract and Refractive Surgery. Dr. Johansson is a consultant to companies 

that market topical anti-infl ammatory medications.

“The incidence of clinically 

signifi cant CME among patients 

in our study who had an ERM 

was 10-fold higher than in our 

patients without diabetes and 

no ERM, indicating patients with an ERM had a 

drastically increased risk.”  —Jan Gärdin, MD

“… adequately designed and 

conducted clinical studies 

such as our retrospective 

population-based trial are an 

important complement to clarify 

how medical and surgical treatments are used 

in an optimal fashion in unselected clinical 

populations.”  —Björn Johansson, MD, PhD

FIGURE 1 A cataract is removed from the eye of a patient.  FIGURE 2  An IOL is shown inserted into the eye of a 

patient. Topical steroids and topical NSAID are given three times daily.  (Images courtesy of Jan Gärdin, MD)
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For Products & Services and Recruitment advertising information, contact:

Joanna Shippoli at 800-225-4569, ext 2615 • Fax 440-756-5271 • Email: jshippoli@mmhgroup.com

PRODUCTS & SERVICES

BILLING SERVICES

Focused Medical Billing is a full service medical billing firm 

servicing all specialties of Ophthalmology. With our firm our 

focus is to maximize our client’s revenue and dramatically 

decrease denials by utilizing 30 years of Ophthalmology 

billing/coding experience and expertise. Our firm provides 

accurate clean claim submissions on first submissions with 

relentless A/R follow up to obtain a 98% collection rate that 

so many of our clients enjoy.

Services Include:

  Expert Coders: Billing to Primary, Secondary & Tertiary 
insurance companies

  A/R Clean Up and analysis

  Patient Billing

  Posting of all Explanation of benefits

  Credentialing & Re-Credentialing

  Eligibility

  Fee Schedule Analysis

  Monthly Reports

  No long term commitment or contract required

  100% HIPAA Compliant

  Stellar letters of reference

 
Call us today for your free, no obligation consultation

“You’re focused on your patients, we’re focused on you”

Ph: 855-EYE-BILL ext. 802
Email: amay@focusedmedicalbilling.com

Web: www.focusedmedicalbilling.com

Ophthalmologists and allied eye care professionals.

Contact me today to place your ad. 

+PBOOB�4IJQQPMJ
Account Manager

440-891-2���
KTIJQQPMJ!NNIHSPVQ�DPN

Reach your target audience. 

Our audience.

mailto:jshippoli@mmhgroup.com
mailto:amay@focusedmedicalbilling.com
http://www.focusedmedicalbilling.com
http://www.ophthalmologytimes.com/
mailto:jshippoli@mmhgroup.com
http://www.focusedmedicalbilling.com
http://www.pmbiller.com
mailto:info@pmbiller.com
http://www.pmbiller.com
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PRODUCTS & SERVICES

Combine 

Ophthalmology Times 

Marketplace  

print advertising with 

our online offerings  

to open up unlimited 

potential.

ADVERTISE

NOW!

RALEIGH, NORTH CAROLINA

Solo Ophthalmology

Practice for Sale

Rexwoodseye@gmail.com

BILLING SERVICES

DIGITAL IMAGING
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PRACTICE FOR SALE

Ophthalmologists and allied eye care professionals.

Contact me today to place your ad. 

+PBOOB�4IJQQPMJ
Account Manager

440-891-����
KTIJQQPMJ!NNIHSPVQ�DPN

Reach your target audience. 
Our audience.

Place a recruitment ad in  Ophthalmology Times — 

in print or online.

Joanna Shippoli

Account Manager  | 440-891-2615�

jshippoli@NNIHSPVQ.com

mailto:Rexwoodseye@gmail.com
http://www.eyecarebillingconsultants.com/
http://www.eyecarebillingconsultants.com/
mailto:contact@eyecarebillingconsultants.com
http://fundusphoto.com
mailto:jshippoli@mmhgroup.com
mailto:jshippoli@mmhgroup.com
http://www.ophthalmologytimes.com/
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CAREERS

INTERNATIONAL

Live & Work in the South Pacifi c!

Be needed.  Be appreciated. 

� Seeking talented, kind, ethical, comprehensive 

ophthalmologist for US island of Saipan

� Part-time or Full-time.  Locum tenens welcome.

� $350K with low low taxes, exotic travel nearby

� State-of-the-art clinic, excellent support staff

Visit www.MarianasEye.com/Jobs  

Page password: eye@9

Or email: davidkhorram@gmail.com

Recruitment Advertising 
Can Work For You!

Reach highly-targeted, market-specifi c business 

professionals, industry experts and prospects 

by placing your ad here!

Sanford Eye Center is seeking a BC/BE Ophthalmologist to add to its current group of 5 

ophthalmologists and 3 optometrists, with one physician focusing on pediatric patients.

�  Ideal candidate would be a comprehensive ophthalmologist with fellowship training in glaucoma

�  Call is 1:5

�  Work 4.5 days per week

�  Competitive compensation and comprehensive benefit package

�  Excellent retention incentive & relocation allowance

Sioux Falls is one of the fastest growing areas in the Midwest. As the largest city in the state, it 

balances an excellent quality of life and strong economy with a safe, clean living environment. The 

cost of living is competitive and South Dakota has no state income tax. Sioux Falls offers amenities 

of a community twice its size such as fine dining, shopping, arts, sports and nightlife.

Check us out at practice.sanfordhealth.org

For More Information Contact: Deb Salava, Sanford Physician Recruitment at 

(605) 328-6993 or (866) 312-3907 or email: debra.salava@sanfordhealth.org

SOUTH DAKOTA

Place a recruitment ad in Ophthalmology Times — 

in print or online. 

Joanna Shippoli
Account Manager  | 440-891-2615

jshippoli@NNIHSPVQ.com

Narrow your candidate search 

to the best.

http://www.MarianasEye.com/Jobs
mailto:davidkhorram@gmail.com
mailto:debra.salava@sanfordhealth.org
mailto:jshippoli@mmhgroup.com
http://www.ophthalmologytimes.com/
http://practice.sanfordhealth.org


W
e all have experienced a patient 

who comes into our practice with 

a level of expectations, whether 

it is for an ophthalmic issue, or 

a routine exam for eyeglasses. 

Often, we encounter the pa-

tient who emphatically insists, 

“These are not the glasses I ordered! I distinctly re-

member they were…”

Unless some gremlins have moved into your opti-

cal lab and changed spectacle lens design details or 

the model number or color of the frame, you know 

beyond a shadow of a doubt the patient is confused. 

What happens next either wins the practice a patient 

for life or opens the door for nasty online reviews.

Sometimes, people take your ophthalmic prac-

tice’s prescription and buy glasses online or at a 

discount outlet. They post that they are cheaper 

than your practice’s. Price is an issue when value 

has not been established. Rewarding confusion or 

complaints with fast, accurate and polite service is 

why the patient buys from you and not online. They 

want a living, breathing human who understands 

and forgives memory lapses.

C O U N T E R  W I T H 

K I N D N E S S ,  S O L U T I O N S

One way to add value to irate patient encounters is 

to smoothly execute a VIP, hands-on way of treat-

ing the complaining patient. “Wait,” you say. “The 

upset patient isn’t my fault. They were wrong!”

I agree, the patient who forgets what he or she or-

dered is probably wrong. This is why it is a golden 

opportunity to do something a virtual selling site 

can never do!

Listen to how the confused patient feels. Not get-

ting what is expected stirs up lots of emotions (sur-

prise, frustration, anxiety). Encourage him or her to 

be honest: “WOW, this is a surprise. Tell me what 

you remember about your order.”

Sometimes, in an effort to demonstrate no error 

was made by the practice, employees or doctors 

jump straight to the facts and em-

pirical evidence. Stop and listen to 

understand. You are trying to form 

a relationship with the patient, not 

ace a test.

Letting the upset patient speak 

first demonstrates respect. It allows 

him or her to speak without feeling 

manipulated. Because you work in a 

service job, irate patients come with 

the territory. What the patient is upset 

about usually isn’t your fault. But they 

don’t care about that. They are just 

mad, and you represent the practice 

that is causing all the misery.

Whenever you 

encounter an 

angry or defen-

sive patient you have a choice. 

Are you helpful or indifferent?

Really listening means not al-

lowing your body language or 

tone of voice to suggest you think 

the patient is wrong. Quickly 

showing the patient your origi-

nal order notes without listening 

might soothe his or her anger but he or she prob-

ably won’t be back. Why? People come back to buy 

when they feel good. The next time someone insists 

the product is wrong, keep the following ideas in 

mind and put them to work.

T A K E  A  Y O  G A  B R E A T H 

A N D  L I S T E N

Acknowledge the emotion—upset people say all kind 

of irrational things. Listen for information and for 

areas of agreement. To stop yourself from jumping 

in with a rebuttal, take notes. Jot down notes on a 

piece of paper or in the patient notes section of your 

practice management software. I recommend using a 

notes screen that is not in exam notes. Be consistent 

as to where you record these types of encounters.

For example: “I’m sorry for this misunderstand-

ing. To prevent further misunderstanding, I sug-

gest we go over all the paperwork from the origi-

nal sale together.”

Treat upset patients as learning 

opportunities. Everyone gets con-

fused, so encourage people to talk 

and grow as a problem solver. Build 

a culture that rewards employees for 

resolving encounters with upset pa-

tients successfully. Complaints give 

you a second change to provide ser-

vice and satisfaction to an unhappy 

patient. Service industry tracking of 

complaints reveals that most com-

plaints are caused by the consumer. 

Your job is to resolve the complaint 

that allows the patient to keep his 

or her dignity intact without making 

financial concessions on behalf of 

the practice. Do the best you can and 

jot down word patterns that worked 

and which ones didn’t.

A patient complaint is one of the most di-

rect and effective ways for them to tell the 

practice that there is room for improvement.

If a large percentage of your patients appear to 

struggle with mental confusion or forgetting de-

tails, protect your employees from verbal assaults 

by adding structure, routine and predictability to 

the selection process.

It could be as simple as 1-2-3:

1. Take a picture of the patient in the new frame 

with his or her phone. By having the patient 

look slightly to the side the frame temple de-

tails are visible.

2. Write down the brand and model number on 

the back of the Lensguide. Circle the lens tech-

nology that the patient purchased in the guide 

and give it to the patient. Example: “I know 

you are excited about today’s purchase. Feel 

free to show this to your friends and family.”

Pearls to help surgeons 

manage patient expectations 

Listening to patients can help diffuse some daily challenges in your offi ce
By Donna A. Suter, Special to Ophthalmology Times

 ◗ Dealing with upset 

patients takes a 

wealth of self-control 

and is a tough job. 

Reduce internal stress 

by practicing self-

care, taking confl ict 

resolution classes 

regularly, and don’t 

expect to be perfect 

in dealing with every 

patient every time.

TAKE-HOME 

‘Letting the upset patient speak 
fi rst demonstates respect.’ 
— Donna A. Suter

Continues on page 56 : Pearls
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Macular Degeneration Association 

unveils AMD Centers of Excellence

New program shares best-practice methods in disease evaluations, treatments
By Joshua Mali, MD; Special to Ophthalmology Times

THE MACULAR DEGENERATION Asso-

ciation (MDA) recently unveiled its AMD Centers of 

Excellent program, which shares best-practice meth-

ods in disease evaluations and treatments. 

This age-related macular degeneration (AMD) COE 

will help patients locate treatment facilities in their area.

Founded in 2007, the MDA is a nonprofit health or-

ganization dedicated to educating and empowering 

patients with AMD. It funds research, publishes scien-

tific findings, and provides funding for AMD aware-

ness programs. The association advocates for scientific 

research and the rights of people with AMD.

As a speaker for the organization, I have participated 

in patient education programs that allow AMD patients 

to take control of their disease through education.

Here are some of the highlighted criteria for an 

AMD COE with the MDA accreditation:

– Completion and submit enrollment application.

– Facility must operate business in compliance 

with all applicable federal and state licensure 

and regulatory requirements.

– Physicians treating AMD should be fellow-

ship trained in retina, board certified in oph-

thalmology, and members in good standing of 

both American Society of Retina Specialists and 

American Academy of Ophthalmology.

– Facility must contain space for equipment appro-

priate to the services designated on the enroll-

ment application, facilities for hand washing, 

adequate patient privacy accommodations, 

and the storage of both busi-

ness records and current med-

ical records.

The facility should have all applica-

ble diagnostic testing equipment avail-

able at the physical site.

Testing equipment must be calibrated 

and maintained per instructions and 

in compliance with applicable manu-

facturer’s suggested maintenance and 

calibration standards. Each physician/

facility should meet at least one of the following:

– At least 30% of the practice should be AMD 

patients

– Participate in a multicenter study investigating 

a new treatment for AMD

– Lecture on AMD

– Author a paper or publication on AMD

Additional conditions include:

– Keep a catalog of diagnostic equipment,.

– Stay current on new technology.

– All physicians agree to have available the fol-

lowing medications: bevacizumab (Avastin, 

Genentech); ranibizumab (Lucentis, Genen-

tech); aflibercept (Eylea, Regeneron), and 

any new anti-vascular endothelial growth 

factor (VEGF)/similar medication 

approved by the FDA and Medicare.

– Have technical staff on duty with 

the appropriate credentials to per-

form diagnostic tests. The facil-

ity must be able to show federal 

or state licenses or certifications 

of staff performing these services.

Applications and documents will 

be reviewed by the MDA’s medical 

director for approval as an AMD Cen-

ter of Excellence.

In anticipation of retina specialists receiving a 

formal invitation to participate in this patient re-

source, visit, www.macularhope.org, for updates. ■

 ◗ Programs allow AMD 

patients and their 

family/caretakers 

to take control of 

their disease through 

education.

TAKE-HOME 

3. In addition to the credit card receipt give the 

patient a dated receipt from your practice soft-

ware that shows product details.

O P P O R T U N I T Y  T O  S T R E N G T H E N 

P A T I E N T  L O Y A L T Y .

Your pain is real, and I don’t want to trivialize the 

patience it takes to deal with a confused patient. 

I cannot imagine how you must feel sometimes. I 

suspect it feels like the patient is taking advantage 

of you and the practice. It is not pretty when the 

patient screams. Not only does it leave you shaken 

but the patient may be embarrassed and cover the 

embarrassment by becoming even angrier and more 

self-righteous.

P R A C T I C E  Y O U R 

C O M M U N I C A T I O N

T E C H N I Q U E S

It is essential that your entire team be trained to 

handle the volatile patient. Angry people do not 

typically get any angrier than they initially pres-

ent if handled well. Also, while certain people 

are conditioned to ask for a full refund, it is pos-

sible to defuse the situation before those words 

are spoken.

An explosion must be acknowledged before a 

problem can be resolved. This is why listening is 

so important. 

They obviously feel they have something to say 

and listening without interrupting moves the pa-

tient toward resolution. In order to become an ex-

pert at listening (and asking questions) to angry 

customers, you need to memorize a technique and 

practice it in role-play situations. Develop alter-

native questions and demonstrate how something 

positive can happen.

Remember, you are trying to take the angry en-

ergy and turn it into such a positive feeling that 

this person becomes a #ravingfan of the practice. 

Please don’t expect to win them all. No matter how 

patient, helpful and understanding you are, there 

will be a small percentage of irate patients impos-

sible to satisfy.

Unfortunately, some patients really do get their 

satisfaction from giving others a hard time. If a pa-

tient shows definite signs of becoming hostile or 

violent, don’t try to handle it alone. There should 

be a procedure in your policy manual about how 

to handle these folks. 

Dealing with upset patients takes a wealth of self-

control and is a tough job. Reduce internal stress 

by practicing self-care, taking conflict resolution 

classes regularly, and don’t expect to be perfect 

in dealing with every patient every time. You are 

human, too. ■

PEARLS
( Continued from page 55 )
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Introducing EyePod: Podcasts from Ophthalmology Times

This new audible resource from Ophthalmology Times engages with key opinion leaders 

in interviews about the latest innovations in the areas of surgery, clinical diagnosis, 

pharmaceutical advancements, research, and technology, plus practice management.

Hear the voices of ophthalmic innovation. 

OphthalmologyTimes.com/EyePod
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Not an actual patient.

Seamless clarity 

from near to far.1
Because his passion is on the line.

TECNIS®

INDICATIONS: The TECNIS Symfony® Extended Range of Vision IOL, Model ZXR00, is indicated for primary implantation for the visual correction of aphakia, in adult 
patients with less than 1 diopter of pre-existing corneal astigmatism, in whom a cataractous lens has been removed. The lens mitigates the eff ects of presbyopia by 
providing an extended depth of focus. Compared to an aspheric monofocal IOL, the lens provides improved intermediate and near visual acuity, while maintaining 
comparable distance visual acuity. The Model ZXR00 IOL is intended for capsular bag placement only. WARNINGS: Patients with any of the conditions described in 
the Directions for Use may not be suitable candidates for an intraocular lens because the lens may exacerbate an existing condition, may interfere with diagnosis or 
treatment of a condition, or may pose an unreasonable risk to the patient’s eyesight. Lenses should not be placed in the ciliary sulcus. May cause a reduction in contrast 
sensitivity under certain conditions, compared to an aspheric monofocal IOL; fully inform the patient of this risk before implanting the lens. Special consideration 
should be made in patients with macular disease, amblyopia, corneal irregularities, or other ocular disease. Inform patients to exercise special caution when driving 
at night or in poor visibility conditions. Some visual eff ects may be expected due to the lens design, including: a perception of halos, glare, or starbursts around lights 
under nighttime conditions. These will be bothersome or very bothersome in some people, particularly in low- illumination conditions, and on rare occasions, may be 
signifi cant enough that the patient may request removal of the IOL. SERIOUS ADVERSE EVENTS: The most frequently reported serious adverse events that occurred 
during the clinical trial of the TECNIS Symfony® lens were cystoid macular edema (2 eyes, 0.7%) and surgical reintervention (treatment injections for cystoid macular 
edema and endophthalmitis, 2 eyes, 0.7%). No lens-related adverse events occurred during the trial.

Indications and Important Safety Information

Rx Only

TECNIS SYMFONY® EXTENDED RANGE OF VISION IOL

INDICATIONS: The TECNIS® Multifocal 1-Piece intraocular lenses are indicated for primary implantation for the visual correction of aphakia in adult patients with and 
without presbyopia in whom a cataractous lens has been removed by phacoemulsifi cation and who desire near, intermediate, and distance vision with increased spectacle 
independence. The intraocular lenses are intended to be placed in the capsular bag. WARNINGS: Physicians considering lens implantation should weigh the potential 
risk/benefi t ratio for any conditions described in the Directions for Use that could increase complications or impact patient outcomes. Multifocal IOL implants may be 
inadvisable in patients where central visual fi eld reduction may not be tolerated, such as macular degeneration, retinal pigment epithelium changes, and glaucoma. 
The lens should not be placed in the ciliary sulcus. Inform patients about the possibility that a decrease in contrast sensitivity and an increase in visual disturbances 
may aff ect their ability to drive a car under certain environmental conditions, such as driving at night or in poor visibility conditions. PRECAUTIONS: Prior to surgery, 
inform prospective patients of the possible risks and benefi ts associated with the use of this device and provide a copy of the patient information brochure to the 
patient. Secondary glaucoma has been reported occasionally in patients with controlled glaucoma who received lens implants. ADVERSE EVENTS: The rates of surgical 
re-interventions, most of which were non-lens related, were statistically higher than the FDA grid rate for the ZLB00 (+3.25 D) lens model. The re-intervention rate was 
3.3% for both the fi rst and second eyes in the ZLB00 group.

TECNIS® MULTIFOCAL FAMILY OF 1-PIECE IOLs

REFERENCE: 1. DOF2018CT4021. Johnson & Johnson Surgical Vision, Inc; 2018.

TECNIS and TECNIS Symfony are trademarks of Johnson & Johnson Surgical Vision, Inc.

©Johnson & Johnson Surgical Vision, Inc. 2019 | TecnisIOL.com | PP2019CT4953 

See the Passion in 

Each Patient 

TECNIS® Personalized Vision refers to combining a TECNIS Symfony®

IOL in one eye and a TECNIS® Multifocal IOL in the fellow eye.

ATTENTION: Reference the Directions for Use for a complete listing of Indications 
and Important Safety Information.
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