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Glaucoma & ocular surface preservation:
Key factors for ODs to consider
Know options for treatment 

By Vin T. Dang, OD, FAAO, & Ranjeet S. Bajwa, OD, FAAO

O
ptometrists know glaucoma to be a serious 
sight-threatening disease and therefore treat it 
as such. The goal with glaucoma treatment is to 
slow—and ideally prevent—vision loss. But ODs 
could do an even better job treating their glau-

coma patients by taking into account the effects of glau-
coma treatment on the ocular surface. Such consider-
ation has been documented in a case series by Dubrulle 
et al, showing that when the ocular surface improves 
by switching patients to preservative-free medications, 
intraocular pressure (IOP) reduction improved as well.1

Prescribing treatment
Many of the commonly prescribed first- and second-line 
topical medications used for glaucoma, glaucoma-sus-
pect, and ocular hypertensive patients contain preserva-
tives that may be detrimental to the ocular surface when 
patients adhere to the treatments prescribed to them.2

Pipeline: Potential new therapy 
coming for macular disease

See Glaucoma medications on page 32

Figure 1.  
Example of toxic 
keratitis due to BAK-
preserved glaucoma 
medication in Patient 1.

are available

Faricimab shows promise in treating diabetic macular edema 
and age-related macular degeneration
By Steven Ferrucci, OD, FAAO

Diabetic macular edema (DME), a complication of underlying diabetic retinopathy (DR), and neovascular 
age-related macular degeneration (nAMD) are serious ophthalmologic conditions that impact patients glob-
ally.1,2 The introduction of intravitreal anti–vascular endothelial growth factor (anti-VEGF) treatment has pro-
vided many patients with DR, DME, and nAMD with improved vision and quality of life.3

However, DR, DME, and nAMD continue to be major causes of vision loss despite the use of anti-VEGF ther-
apy worldwide.4 Patients and caregivers, as well as healthcare professionals, are affected by the high treat-
ment burden of frequent injections, office visits, and patient monitoring.5,6 Real-world 
research shows that patients receive fewer intravitreal injections than the number 
required to maintain the vision and anatomic benefits seen in clinical trials, and thus, 
these individuals experience poorer outcomes.7 

Combined, these factors present an unmet need for novel treatments beyond anti-
VEGF monotherapy that will provide patients with increased efficacy and durability 
in treating DR, DME and nAMD.3 New therapeutic targets or longer-acting formula-
tions may be the key to helping patients keep their dis-

1

O
C

TO
B

E
R

 2020
C

O
N

TA
C

T LE
N

S
E

S
   •   G

LA
U

C
O

M
A

   •   O
C

U
LA

R
 S

U
R

FA
C

E
 D

IS
E

A
S

E
   •   R

E
FR

A
C

TIV
E

   •   R
E

TIN
A

   •   TE
C

H
N

O
LO

G
Y

V
O

L. 12 , N
O

. 10



Brought to you by REGENERON

anti-VEGF = anti–vascular endothelial growth factor; AOA = American Optometric Association.

WARNINGS AND PRECAUTIONS (cont’d)
•  Acute increases in intraocular pressure have been seen within 60 minutes of intravitreal injection, including 

with EYLEA. Sustained increases in intraocular pressure have also been reported after repeated intravitreal 
dosing with VEGF inhibitors. Intraocular pressure and the perfusion of the optic nerve head should be 
monitored and managed appropriately.

•  There is a potential risk of arterial thromboembolic events (ATEs) following intravitreal use of VEGF 
inhibitors, including EYLEA. ATEs are defined as nonfatal stroke, nonfatal myocardial infarction, or vascular 
death (including deaths of unknown cause). The incidence of reported thromboembolic events in wet 
AMD studies during the first year was 1.8% (32 out of 1824) in the combined group of patients treated 
with EYLEA compared with 1.5% (9 out of 595) in patients treated with ranibizumab; through 96 weeks, 
the incidence was 3.3% (60 out of 1824) in the EYLEA group compared with 3.2% (19 out of 595) in the 
ranibizumab group. The incidence in the DME studies from baseline to week 52 was 3.3% (19 out of 578) in 
the combined group of patients treated with EYLEA compared with 2.8% (8 out of 287) in the control group; 
from baseline to week 100, the incidence was 6.4% (37 out of 578) in the combined group of patients 
treated with EYLEA compared with 4.2% (12 out of 287) in the control group. There were no reported 
thromboembolic events in the patients treated with EYLEA in the first six months of the RVO studies.

ADVERSE REACTIONS
•  Serious adverse reactions related to the injection procedure have occurred in <0.1% of intravitreal injections 

with EYLEA including endophthalmitis and retinal detachment.
•  The most common adverse reactions (≥5%) reported in patients receiving EYLEA were conjunctival 

hemorrhage, eye pain, cataract, vitreous detachment, vitreous floaters, and intraocular pressure increased.

Please see Brief Summary of Prescribing Information on the following pages.

INDICATIONS AND IMPORTANT SAFETY INFORMATION
EYLEA® (aflibercept) Injection 2 mg (0.05 mL) is indicated for the treatment of patients with Neovascular (Wet) 
Age-related Macular Degeneration (AMD), Macular Edema following Retinal Vein Occlusion (RVO), 
Diabetic Macular Edema (DME), and Diabetic Retinopathy (DR). 

CONTRAINDICATIONS
•  EYLEA is contraindicated in patients with ocular or periocular infections, active intraocular inflammation, 

or known hypersensitivity to aflibercept or to any of the excipients in EYLEA.

WARNINGS AND PRECAUTIONS
•  Intravitreal injections, including those with EYLEA, have been associated with endophthalmitis and retinal 

detachments. Proper aseptic injection technique must always be used when administering EYLEA. Patients 
should be instructed to report any symptoms suggestive of endophthalmitis or retinal detachment without 
delay and should be managed appropriately. Intraocular inflammation has been reported with the use 
of EYLEA.

EYLEA is a registered trademark of Regeneron Pharmaceuticals, Inc.

References: 1. Early Treatment Diabetic Retinopathy Study Research Group. Fundus photographic risk factors for progression of diabetic 
retinopathy. ETDRS report number 12. Ophthalmology. 1991;98(5 suppl):823-833. 2. Care of the Patient With Diabetes Mellitus: Quick Reference 
Guide. American Optometric Association website. http://bit.ly/2M22OUJ. Accessed August 7, 2019. 3. Ferrucci S, Yeh B. Diabetic retinopathy by 
the numbers. Rev Optom. June 15, 2016. http://bit.ly/2KNNJ4E. Accessed August 7, 2019.
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The more you know about emerging clinical 
science about anti-VEGF and other potential therapies 
for DR, the better you can help inform your patients 
about how treatment may be able to help

Refer patients to a retina specialist 
who can treat DR2,3

Continue to monitor
your patients with DR2,3

•  The AOA recommends frequent 
monitoring of patients2

–  At least every 6 to 8 months in 
patients with moderate NPDR 
and more frequently for patients 
with greater disease severity2

Educate your patients
about living with DR and 
potential treatment options2,3

Refer
DR patients for timely 
intervention

•  According to the AOA, you 
should refer patients with2,3

–  Severe nonproliferative DR 
(NPDR) within 2 to 4 weeks

–  Proliferative DR (PDR) 
within 1 week

Follow up
to ensure they 
have visited a 
retina specialist

Through early detection, monitoring, and timely referral, you 
can play a pivotal role in managing your DR patients’ vision1-3

HELP DRIVE
PATIENT OUTCOMES

Help your patients with DIABETIC RETINOPATHY (DR), and

IF YOU SEE OR SUSPECT DR: Visit diabeticretinaldisease.com for additional 
information and useful patient resources
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1 INDICATIONS AND USAGE 
EYLEA is a vascular endothelial growth factor (VEGF) inhibitor indicated for the treatment of:
Neovascular (Wet) Age-Related Macular Degeneration (AMD); Macular Edema Following Retinal Vein Occlusion (RVO); Diabetic 
Macular Edema (DME); Diabetic Retinopathy (DR).
4 CONTRAINDICATIONS
4.1 Ocular or Periocular Infections  
EYLEA is contraindicated in patients with ocular or periocular infections. 
4.2 Active Intraocular Inflammation  
EYLEA is contraindicated in patients with active intraocular inflammation. 
4.3 Hypersensitivity  
EYLEA is contraindicated in patients with known hypersensitivity to aflibercept or any of the excipients in EYLEA. Hypersensitivity 
reactions may manifest as rash, pruritus, urticaria, severe anaphylactic/anaphylactoid reactions, or severe intraocular inflammation.
5 WARNINGS AND PRECAUTIONS 
5.1 Endophthalmitis and Retinal Detachments.  
Intravitreal injections, including those with EYLEA, have been associated with endophthalmitis and retinal detachments [see Adverse 
Reactions (6.1)]. Proper aseptic injection technique must always be used when administering EYLEA. Patients should be instructed 
to report any symptoms suggestive of endophthalmitis or retinal detachment without delay and should be managed appropriately 
[see Patient Counseling Information (17)].
5.2 Increase in Intraocular Pressure.  
Acute increases in intraocular pressure have been seen within 60 minutes of intravitreal injection, including with EYLEA [see Adverse 
Reactions (6.1)]. Sustained increases in intraocular pressure have also been reported after repeated intravitreal dosing with vascular 
endothelial growth factor (VEGF) inhibitors. Intraocular pressure and the perfusion of the optic nerve head should be monitored and 
managed appropriately.
5.3 Thromboembolic Events.  
There is a potential risk of arterial thromboembolic events (ATEs) following intravitreal use of VEGF inhibitors, including EYLEA. ATEs 
are defined as nonfatal stroke, nonfatal myocardial infarction, or vascular death (including deaths of unknown cause). The incidence of 
reported thromboembolic events in wet AMD studies during the first year was 1.8% (32 out of 1824) in the combined group of patients 
treated with EYLEA compared with 1.5% (9 out of 595) in patients treated with ranibizumab; through  96 weeks, the incidence was 
3.3% (60 out of 1824) in the EYLEA group compared with 3.2% (19 out of 595) in the ranibizumab group. The incidence in the DME 
studies from baseline to week 52 was 3.3% (19 out of 578) in the combined group of patients treated with EYLEA compared with 
2.8% (8 out of 287) in the control group; from baseline to week 100, the incidence was 6.4% (37 out of 578) in the combined group of 
patients treated with EYLEA compared with 4.2% (12 out of 287) in the control group. There were no reported thromboembolic events 
in the patients treated with EYLEA in the first six months of the RVO studies.
6 ADVERSE REACTIONS 
The following potentially serious adverse reactions are described elsewhere in the labeling:  
• Hypersensitivity [see Contraindications (4.3)]  
• Endophthalmitis and retinal detachments [see Warnings and Precautions (5.1)]  
• Increase in intraocular pressure [see Warnings and Precautions (5.2)]  
• Thromboembolic events [see Warnings and Precautions (5.3)]
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 other clinical trials of the same or another drug and may not reflect the rates observed  
in practice.
A total of 2980 patients treated with EYLEA constituted the safety population in eight phase 3 studies. Among those, 2379 patients 
were treated with the recommended dose of 2 mg. Serious adverse reactions related to the injection procedure have occurred in <0.1% 
of intravitreal injections with EYLEA including endophthalmitis and retinal detachment. The most common adverse reactions (≥5%) 
reported in patients receiving EYLEA were conjunctival hemorrhage, eye pain, cataract, vitreous detachment, vitreous floaters, and 
intraocular pressure increased.

Neovascular (Wet) Age-Related Macular Degeneration (AMD). The data described below reflect exposure to EYLEA in 1824 patients 
with wet AMD, including 1223 patients treated with the 2-mg dose, in 2 double-masked, controlled clinical studies (VIEW1 and VIEW2) 
for 24 months (with active control in year 1).
Safety data observed in the EYLEA group in a 52-week, double-masked, Phase 2 study were consistent with these results.

Table 1: Most Common Adverse Reactions (≥1%) in Wet AMD Studies
Baseline to Week 52 Baseline to Week 96

Adverse Reactions
EYLEA 

(N=1824)

Active Control  
(ranibizumab) 

(N=595)
EYLEA 

(N=1824)

Control  
(ranibizumab) 

(N=595)
Conjunctival hemorrhage 25% 28% 27% 30%
Eye pain 9% 9% 10% 10%
Cataract 7% 7% 13% 10%
Vitreous detachment 6% 6% 8% 8%
Vitreous floaters 6% 7% 8% 10%
Intraocular pressure increased 5% 7% 7% 11%
Ocular hyperemia 4% 8% 5% 10%
Corneal epithelium defect 4% 5% 5% 6%
Detachment of the retinal pigment epithelium 3% 3% 5% 5%
Injection site pain 3% 3% 3% 4%
Foreign body sensation in eyes 3% 4% 4% 4%
Lacrimation increased 3% 1% 4% 2%
Vision blurred 2% 2% 4% 3%
Intraocular inflammation 2% 3% 3% 4%
Retinal pigment epithelium tear 2% 1% 2% 2%
Injection site hemorrhage 1% 2% 2% 2%
Eyelid edema 1% 2% 2% 3%
Corneal edema 1% 1% 1% 1%
Retinal detachment <1% <1% 1% 1%

Less common serious adverse reactions reported in <1% of the patients treated with EYLEA were hypersensitivity, retinal tear, and 
endophthalmitis.

Macular Edema Following Retinal Vein Occlusion (RVO). The data described below reflect 6 months exposure to EYLEA with a 
monthly 2 mg dose in 218 patients following CRVO in 2 clinical studies (COPERNICUS and GALILEO) and 91 patients following BRVO in 
one clinical study (VIBRANT).

Table 2: Most Common Adverse Reactions (≥1%) in RVO Studies
CRVO BRVO

Adverse Reactions
EYLEA 

(N=218)
Control 
(N=142)

EYLEA 
(N=91)

Control 
(N=92)

Eye pain 13% 5% 4% 5%
Conjunctival hemorrhage 12% 11% 20% 4%
Intraocular pressure increased 8% 6% 2% 0%
Corneal epithelium defect 5% 4% 2% 0%
Vitreous floaters 5% 1% 1% 0%
Ocular hyperemia 5% 3% 2% 2%
Foreign body sensation in eyes 3% 5% 3% 0%
Vitreous detachment 3% 4% 2% 0%
Lacrimation increased 3% 4% 3% 0%
Injection site pain 3% 1% 1% 0%
Vision blurred 1% <1% 1% 1%
Intraocular inflammation 1% 1% 0% 0%
Cataract <1% 1% 5% 0%
Eyelid edema <1% 1% 1% 0%
 
Less common adverse reactions reported in <1% of the patients treated with EYLEA in the CRVO studies were corneal edema, retinal 
tear, hypersensitivity, and endophthalmitis.

Diabetic Macular Edema (DME) and Diabetic Retinopathy (DR). The data described below reflect exposure to EYLEA in 578 patients 
with DME treated with the 2-mg dose in 2 double-masked, controlled clinical studies (VIVID and VISTA) from baseline to week 52 and 
from baseline to week 100.

Table 3: Most Common Adverse Reactions (≥1%) in DME Studies
Baseline to Week 52 Baseline to Week 100

Adverse Reactions
EYLEA 

(N=578)
Control 

(N=287)
EYLEA 

(N=578)
Control 

(N=287)
Conjunctival hemorrhage 28% 17% 31% 21%
Eye pain 9% 6% 11% 9%
Cataract 8% 9% 19% 17%
Vitreous floaters 6% 3% 8% 6%
Corneal epithelium defect 5% 3% 7% 5%
Intraocular pressure increased 5% 3% 9% 5%
Ocular hyperemia 5% 6% 5% 6%
Vitreous detachment 3% 3% 8% 6%
Foreign body sensation in eyes 3% 3% 3% 3%
Lacrimation increased 3% 2% 4% 2%
Vision blurred 2% 2% 3% 4%
Intraocular inflammation 2% <1% 3% 1%
Injection site pain 2% <1% 2% <1%
Eyelid edema <1% 1% 2% 1%
 
Less common adverse reactions reported in <1% of the patients treated with EYLEA were hypersensitivity, retinal detachment, retinal 
tear, corneal edema, and injection site hemorrhage. 
Safety data observed in 269 patients with nonproliferative diabetic retinopathy (NPDR) through week 52 in the PANORAMA trial were 
consistent with those seen in the phase 3 VIVID and VISTA trials (see Table 3 above).
6.2 Immunogenicity.  
As with all therapeutic proteins, there is a potential for an immune response in patients treated with EYLEA. The immunogenicity 
of EYLEA was evaluated in serum samples. The immunogenicity data reflect the percentage of patients whose test results were 
considered positive for antibodies to EYLEA in immunoassays. The detection of an immune response is highly dependent on the 
sensitivity and specificity of the assays used, sample handling, timing of sample collection, concomitant medications, and underlying 
disease. For these reasons, comparison of the incidence of antibodies to EYLEA with the incidence of antibodies to other products may 
be misleading. 
In the wet AMD, RVO, and DME studies, the pre-treatment incidence of immunoreactivity to EYLEA was approximately 1% to 3% across 
treatment groups. After dosing with EYLEA for 24-100 weeks, antibodies to EYLEA were detected in a similar percentage range of 
patients. There were no differences in efficacy or safety between patients with or without immunoreactivity.

8 USE IN SPECIFIC POPULATIONS.
8.1 Pregnancy 
Risk Summary 
Adequate and well-controlled studies with EYLEA have not been conducted in pregnant women. Aflibercept produced adverse 
embryofetal effects in rabbits, including external, visceral, and skeletal malformations. A fetal No Observed Adverse Effect Level 
(NOAEL) was not identified. At the lowest dose shown to produce adverse embryofetal effects, systemic exposures (based on AUC for 
free aflibercept) were approximately 6 times higher than AUC values observed in humans after a single intravitreal treatment at the 
recommended clinical dose [see Animal Data].
Animal reproduction studies are not always predictive of human response, and it is not known whether EYLEA can cause fetal harm 
when administered to a pregnant woman. Based on the anti-VEGF mechanism of action for aflibercept, treatment with EYLEA may 
pose a risk to human embryofetal development. EYLEA should be used during pregnancy only if the potential benefit justifies the 
potential risk to the fetus.
All pregnancies have a background risk of birth defect, loss, or other adverse outcomes. The background risk of major birth defects 
and miscarriage for the indicated population is unknown. In the U.S. general population, the estimated background risk of major birth 
defects and miscarriage in clinically recognized pregnancies is 2-4% and 15-20%, respectively.
Data
Animal Data 
In two embryofetal development studies, aflibercept produced adverse embryofetal effects when administered every three days 
during organogenesis to pregnant rabbits at intravenous doses ≥3 mg per kg, or every six days during organogenesis at subcutaneous 
doses ≥0.1 mg per kg. 
Adverse embryofetal effects included increased incidences of postimplantation loss and fetal malformations, including anasarca, 
umbilical hernia, diaphragmatic hernia, gastroschisis, cleft palate, ectrodactyly, intestinal atresia, spina bifida, encephalomeningocele, 
heart and major vessel defects, and skeletal malformations (fused vertebrae, sternebrae, and ribs; supernumerary vertebral arches 
and ribs; and incomplete ossification). The maternal No Observed Adverse Effect Level (NOAEL) in these studies was 3 mg per kg. 
Aflibercept produced fetal malformations at all doses assessed in rabbits and the fetal NOAEL was not identified. At the lowest 
dose shown to produce adverse embryofetal effects in rabbits (0.1 mg per kg), systemic exposure (AUC) of free aflibercept was 
approximately 6 times higher than systemic exposure (AUC) observed in humans after a single intravitreal dose of 2 mg.
8.2 Lactation 
Risk Summary 
There is no information regarding the presence of aflibercept in human milk, the effects of the drug on the breastfed infant, or the 
effects of the drug on milk production/excretion. Because many drugs are excreted in human milk, and because the potential for 
absorption and harm to infant growth and development exists, EYLEA is not recommended during breastfeeding. 
The developmental and health benefits of breastfeeding should be considered along with the mother’s clinical need for EYLEA and any 
potential adverse effects on the breastfed child from EYLEA.
8.3 Females and Males of Reproductive Potential 
Contraception 
Females of reproductive potential are advised to use effective contraception prior to the initial dose, during treatment, and for at least 
3 months after the last intravitreal injection of EYLEA.

Infertility 
There are no data regarding the effects of EYLEA on human fertility. Aflibercept adversely affected female and male reproductive 
systems in cynomolgus monkeys when administered by intravenous injection at a dose approximately 1500 times higher than the 
systemic level observed humans with an intravitreal dose of 2 mg. A No Observed Adverse Effect Level (NOAEL) was not identified. 
These findings were reversible within 20 weeks after cessation of treatment.
8.4 Pediatric Use.  
The safety and effectiveness of EYLEA in pediatric patients have not been established.
8.5 Geriatric Use.  
In the clinical studies, approximately 76% (2049/2701) of patients randomized to treatment with EYLEA were ≥65 years of age and 
approximately 46% (1250/2701) were ≥75 years of age. No significant differences in efficacy or safety were seen with increasing age in 
these studies.
17 PATIENT COUNSELING INFORMATION 
In the days following EYLEA administration, patients are at risk of developing endophthalmitis or retinal detachment. If the 
eye becomes red, sensitive to light, painful, or develops a change in vision, advise patients to seek immediate care from an 
ophthalmologist [see Warnings and Precautions (5.1)]. 
Patients may experience temporary visual disturbances after an intravitreal injection with EYLEA and the associated eye examinations 
[see Adverse Reactions (6)]. Advise patients not to drive or use machinery until visual function has recovered sufficiently.

BRIEF SUMMARY—Please see the EYLEA  
full Prescribing Information available  
on HCP.EYLEA.US for additional 
product information.

Manufactured by:  
Regeneron Pharmaceuticals, Inc. 
777 Old Saw Mill River Road 
Tarrytown, NY 10591

EYLEA is a registered trademark of Regeneron 
Pharmaceuticals, Inc. 
© 2019, Regeneron Pharmaceuticals, Inc.  
All rights reserved.

Issue Date: 08/2019  
Initial U.S. Approval: 2011

Based on the August 2019 
EYLEA® (aflibercept) Injection full 
Prescribing Information. 

EYL.19.07.0306
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Fall is upon us. The Ocotber issue brings truly into 
autumn. Optometrists enter the harvest season 
with another meeting not happening in person. 
The American Academy of Optometry, tradition-
ally a time for many practitioners to come 
together, sees its fellowship taking place online 
in 2020.

In this issue, we bring you news of a potential 
new retina therapy in the pipeline. Dr. Steven 
Ferrucci shares information about faricimab, 
which shows promise in treating diabetic macu-
lar edema and age-related macular degenera-
tion. Also in the retinal arena, Dr. Leo Semes 
shows how a patient with a presumed retinal 
detachment turns out not to have the condition 
after all.

Drs. Vin Dang and Ranjeet Bajwa look at topi-
cal glaucoma medications and how they can 
affect the ocular surface and remind ODs that 
they have options when managing high intraocu-
lar pressure. 

Dr. Eric Botts outlines the benefits of adding 
technology to a dry eye practice and shows how 
ODs can earn a return on their investment in 
technology. And speaking of technology, Drs. 
Tom Wong and Ryan Huntgate discuss how an 
aritificial intelligence tool can drive OD practices 
forward. 

See all of this and more in our October issue. 
And as always, thank you for reading.

By Mike Hennessy, Sr.

Jumping into autumn

CHAIRMAN’S 
LETTER

Ocular Surface Disease
WHERE TO BEGIN WITH DRY EYE 
TECHNOLOGY
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Adding laboratory testing and meibography helps 
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What I have learned from the COVID-19 pandemic

It’s fair to say that none of us were prepared for 
a global pandemic. If you were, I will say kudos 
to you for feeling that way. It’s also fair to say, 

however, that we are all learning from this and 
incorporating changes to our clinical lives that will 
likely have lasting effects. In fact, I fully expect 
some of these changes will last forever.

For the sake of grossly oversimplified compar-
ison, I have recently been comparing my practice 
to the United States. Neither of us were prepared. 
We both had to shut down. We are both trying 
to get back to some sense of normalcy. However, 
we both have to do it sensibly and with an eye 
on what we know works well and doesn’t work 
well as evidenced from past experience. We both 
know that pre-COVID-19 normal may never hap-
pen again. We both know that our children may 

well become known as the “COVID generation.” 
We know that this pandemic will have lasting 
effects aside from the physical effects of the virus 
on the human body.

Prevention
In an attempt to avoid another COVID rant, I’ll get 
to the point. Moving forward, my practice and the 
United States should share a common goal, and 
that goal is prevention. I must do all I sensibly 
can to limit exposure while taking care of eyes. 
The government must ensure continued expan-
sion of access to proper personal protective equip-
ment (PPE) and testing and continue to sup-
port research into treatment and eventu-
ally an effective and safe vaccine. I must 
also ensure that I build ample savings in 
the hopefully unlikely event that rou-
tine care is halted again. 

About a year ago, I looked at my 
books and thought for a minute that I 
was being too conservative with savings. 
I now have a goal of doubling the amount 
I had at that time. Likewise, the U.S. govern-
ment knows (I hope) that the sudden printing of 
more money is not inconsequential (I say that as 

the recipient of a Paycheck Protection Program 
[PPP] loan). We must do all we can to ensure, 
should this last for a considerably longer period 
of time (or should something else happen—which 
is likely at some point), that we are as prepared as 
we can be when we again have to brace for impact.

Of course, the comparison of my practice to the 
U.S. is unreasonable, but, at its core our goal should 
be the same: learn from this, move forward as sen-
sibly as we can, and save up for another rainy day. 

Global pandemics do not happen on a timeline. 
As for influenza pandemics, we made it almost 
40 years from the 1968 H3N2 pandemic to the 

2009 H1N1 pandemic. Severe acute respi-
ratory syndrome (SARS) happened just 

5 years before that. We are still living 
through the human immunodefi-
ciency virus (HIV)/acquired immu-
nodeficiency syndrome (AIDS) 
pandemic. 

However, the effects of COVID-
19 on our society harken back to 

the influenza pandemic of 1918. We 
learned from that one, and we will learn 

from this one.
 Until the next one, sensibly onward.

By Benjamin P. Casella, OD, FAAO
Chief Optometric Editor
Practices in Augusta, GA, with his 
father in his grandfather’s practice 

 bpcasella@gmail.com 
 706-267-2972

 
Dr. Steven 

Ferrucci looks at a 
potential new treatment for 
DME and nAMD. See page 

1 to learn more about 
what’s coming.
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8 News Update

More than 1,000 eyecare professionals from across the United 
States are now certified and able to prescribe CooperVision’s Brilliant Futures 
Myopia Management Program featuring the MiSight 1 day contact lens as 
its cornerstone, according to CooperVision. These doctors serve children 
and families in 45 states.

Each eyecare professional successfully completed a virtual exam and then 
activated their account to receive fit sets and patient starter kits, accord-
ing to the company.

CooperVision’s MiSight 1 day contact lens is the first soft contact lens 
the U.S. Food and Drug Administration has approved for slowing the pro-
gression of myopia in children, who at initiation of treatment are 8 to 12 
years of age.

In related CooperVision news, the company has named television actress, 
producer, and entrepreneur Sarah Michelle Gellar as the spokesperson for 
its Brilliant Futures Myopia Management Program. 

This new, multichannel direct-to-consumer advertising campaign fea-
turing Gellar will highlight the importance of annual comprehensive eye 
exams in monitoring the progression of myopia in children. The campaign 
will include national and regional broadcast segments, content across dig-
ital and social media, and influencers who will be sharing their personal 
experiences with myopia.

Researchers in Belgium have developed an artificial iris embedded 
in a smart contact lens that will spin off into a startup.

The team at Imec and CMST, an imec-affiliated research group at Ghent 
University, developed a tunable iris aperture using concentric rings on an 
integrated liquid crystal display or LCD. The technology will spin out into 
a startup called Azalea Vision.

The smart contact lens is designed to operate for an entire day using an 
ultra-low power design to compensate for iris problems such as aniridia 
and photophobia.

The artificial iris lens is capable of dynamically changing the pupil size, 
bringing back two levels of functionality of the eye, light adaptation and 
expanded depth-of-focus.

Hospital eye care waiting lists in Ireland have increased to 52,000 
people during COVID-19, with the Association of Optometrists Ireland call-
ing the waiting lists “out of control.”

The association has called for new plans to be rolled out nationwide to 
support the delivery of eye care in the community and help reduce hospi-
tal waiting lists. 

Figures from the National Treatment Purchase Fund up to July have 
revealed that 43,000 people were on the outpatient eye care waiting list. This 
is an increase from 41,200 at the end of 2019, and 40,600 at the end of 2018. 

Another 9,100 people were on the waiting list for inpatient eye care pro-
cedures, an increase from 7,700 at the end of 2019.

New England College of Optometry has released OCTaVIA v2.0, a 
smartphone app for optometry and ophthalmology. The app is now avail-
able for Android devices, in addition to the previously available iOS ver-
sion. OCTaVIA, which stands for Optical Coherence Tomography VIsual 
Atlas, is a collection of OCT images and reference information for ocular 
diseases and retinal conditions.

The upgraded app includes expanded entries, additional images, and 
easier search. The app was developed by Elena Z. Biffi, OD, MSc, FAAO, 
associate professor of optometry and attending optometrist at South Bos-
ton Community Health Center Eye Clinic. 

For a small fee, users get access to the full content with over 100 dif-
ferent ocular diseases and automatic monthly content and reference links 
updates. The original app was launched in 2018 for iOS users and has been 
downloaded close to 10,000 worldwide.

Aldeyra Therapeutics has received a Study May Proceed letter from 
the U.S. Food and Drug Administration to begin a Phase 2 clinical trial 
evaluating ADX-629, a novel orally available reactive aldehyde species or 
RASP inhibitor for the treatment of adult patients hospitalized for COVID-19.

The planned Phase 2 clinical trial is expected to enroll approximately 30 
patients with COVID-19. Patients will be enrolled upon hospitalization for 
COVID-19 and treated with orally administered ADX-629 or placebo twice daily 
for up to 28 days. Key endpoints will include the National Institute of Allergy 
and Infectious Diseases COVID-19 scale and levels of cytokines and RASP.

In a cross-sectional study of 216 children hospitalized with COVID-
19 in Wuhan, China, 49 children or 22.7 percent had ocular manifestations, 
including conjunctival discharge, eye rubbing, and conjunctival congestion. 
Children with systemic symptoms or cough were more likely to develop 
ocular symptoms, which were mild, and recovered or improved with min-
imal eye drops or self-healing.

The study appeared in JAMA Ophthalmology. 
Researchers concluded: “There is still no specific medical treatment for 

COVID-19–related ocular disorders. However, as shown in this study, ocu-
lar disorders in children with COVID-19 are typically very mild, children 
recover rather quickly, and these disorders are not associated with long-
term complications. Most individuals with ocular symptoms recover sponta-
neously without any treatment. Therefore, we recommend only close obser-
vation for COVID-19–related ocular manifestations in children.”

CooperCompanies, along with its CooperVision and CooperSur-
gical divisions, has been named one of Fortune’s Best Large Workplaces in 
Manufacturing and Production.

To determine the companies selected for this list, Fortune research part-
ner Great Place to Work analyzed responses from more than 160,000 employ-
ees at Great Place to Work-Certified organizations in the Manufacturing 
& Production industry. Employees responded anonymously to more than 
60 survey questions rating their employers, assessing workplace culture, 
employee experience, and leadership behaviors.

Bausch + Lomb ONE by ONE Recycling Program was recently rec-
ognized as a Gold Stevie  winner for the Environmental Campaign of the 
Year in the Communications or PR Campaign of the Year – Environmental 
category and Sustainability Leadership Award (Organization) winner as 
part of the Business Intelligence Group’s 2020 Sustainability Awards. This 
honor recognizes companies making sustainability an important part of 
their business practice.

RECENT INDUSTRY NEWS
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Ocular Surface Disease

By Eric Botts, OD

D
ry eye diagnosis and treat-
ment is quickly becoming one 
of the fastest ways to increase 
patient volume and collected 

fees in optometric practices. More and 
more doctors are adding dry eye clinics 
successfully to their practices because 
dry eye disease is quickly increasing 
in numbers primarily because the new 
technology utilized to diagnose it has 
improved significantly. 

Although a thorough slit-lamp eval-
uation, lissamine green staining, and 

phenol red thread testing is a good start 
for diagnosing dry eye disease, I encour-
age ODs to add additional dry eye test-
ing to their arsenals of clinical tools. 

In-office lab tests
Start with two laboratory tests that will 
improve ODs’ ability and confidence in 
accurately determining which patients 
require dry eye therapy. 

TearLab Osmolarity System mea-
sures the osmolarity of the tear film 
in a repeatable manner that provides 
practitioners with a number to deter-

mine whether the patient’s tear osmolarity is nor-
mal, minimally dry, moderately dry, or severely 
dry. My patients want to know their TearLab num-
bers, and knowing numbers improves treatment 
compliance when I can show patients the positive 
effect of their follow through with the treatment 
plans I have provided them. 

InflammaDry (Quidel) is another test that mea-
sures inflammation on the ocular surface. Inflam-
madry results guide my decision on whether to 
insert punctal plugs as part of dry eye therapy. 
A positive Inflammadry result typically requires 
topical treatment with anti-inflammatory medica-
tion prior to insertion of punctal plugs, whereas a 
negative result provides an immediate opportunity 
to insert punctal plugs to deliver dry eye therapy. 

TearLab and Inflammadry can be easily per-
formed by technicians, allowing the doctor to 
quickly review results with the patient. Both Tear-
Lab Current Procedural Terminology (CPT) 83861 
and Inflammadry CPT 83516 are billable proce-
dures to medical insurance plans that require a 
Clinical Laboratory Improvement Amendment 
(CLIA) waiver. Submit both of these laboratory 
tests using a QW modifier to receive full reim-
bursement from most medical insurance carri-
ers. Apply for a waiver by completing an applica-
tion available on the Centers for Medicare & Med-
icaid Services (CMS) CLIA website at CMS.gov or 
from the local state Department of Health agency. 

Both of these laboratory tests address the latest 
definition for dry eye based on the Tear Film and 
Ocular Surface Society’s (TFOS) Dry Eye Work 
Shop (DEWS) ll definition: Dry eye is a multi-
factorial disease of the ocular surface character-
ized by a loss of homeostasis of the tear film, and 
accompanied by ocular symptoms, in which tear 
film instability and hyperosmolarity, ocular sur-
face inflammation and damage, and neurosensory 
abnormalities play etiological roles.1

Meibography
Meibography is an another test I frequently per-
form to diagnose and monitor dry eye disease. 
This test may be performed with any number of 
instruments available, including the Keratograph 
5M (Oculus), CA-800 Corneal Analyzer (Topcon), 
LipiVew/LipiScan (Johnson & Johnson Vision), and 
Meibox (Box Medical Solutions). 

Meibography is an integral part of diagnosing 
dry eye disease because it shows the meibomian 
gland function on both inferior and superior lids. 
Meibography is an objective test that is also a very 
useful education tool to show the patient how her 
meibomian gland dysfunction may contribute to 
her chronic dry eye disease. 

Although meibography is not a billable proce-
dure, external photos are reimbursable, and often 
I order both tests and am reimbursed for the exter-
nal photos (CPT 92285). 

In today’s busy practice, space for additional 
instrumentation has become an obstacle for many 
ODs. Fortunately, dry eye laboratory testing has 
a very small footprint. Plus, most of the meibog-
raphy units will also perform corneal topography 
and exterior photos so ODs can have the benefit 
of multiple tests performed by one instrument. 

Where to begin with  
dry eye technology
Adding laboratory testing and meibography helps patients and practices

TAKE-HOME MESSAGE Most ODs utilize slit-lamp 
evaluation, lissamine green staining, and phenol red 
thread testing for dry eye diagnosis. Additional instru-
mentation, including in-office lab tests, meibography, 
and intense pulsed light provides better monitoring and 
therapy for dry eye patients. New technology gives ODs 
an edge in achieving tear film homeostasis. 

Most of my dry eye 
patients are previous 
patients whose prior 
complaints and 
symptoms were not 
enough to elicit a 
diagnosis of dry eye

ERIC BOTTS, OD,
is founder of
Optometric Billing
Consultants and
practices in Macomb, IL

Potential return on 
investment for treating 

dry eye patient 
currently seen in 

optometric practices 
may be as follows:

 300 dry eye patients 
yearly

Average 3 office visits 
92012 per year  
(900 x $80 = $72,000)

 900 TearLabs yearly
(900 x $22 = $19,800 
{subtract cost of Tearlab 
$9000} equals $10,800

 450 92285 external 
photos yearly

(450 x $20 = $9000 
{subtract yearly purchase 
cost $6000} equals $3000

 600 InflammaDry yearly
(600 x $11.90 = $7140 
{subtract cost of 
InflammaDry $6000}  
equals $1140

 150 punctal occlusions 
yearly

(150 first eye x $140 and 
150 second eye x $70 = 
$31500) 
{subtract cost of plugs 
$3259} equals $28250 See Dry eye technology on page 12
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Many patients today are being treated with thermal 
devices combined with physical expression of the meibo-
mian glands. Several procedures and instruments avail-
able today include:

– LipiFlow (Johnson & Johnson Vision)
– iLux (Alcon)
– TearCare (Sight Sciences)
– MiBo Thermoflo (MiBo Medical Group)

Intense pulsed light
Intense pulsed light (IPL) therapy also provides treatment 

Dry eye technology
Continued from page 9

Dr. Botts earned his Doctorate of Optometry from 
Southern College of Optometry and has served as past 
president of the Illinois Optometric Association and 
Energeyes.  

 Eric@claimdoctor.net

for dry eye disease that involves 
using light energy to liquefy and 
release oil from clogged meibo-
mian glands. 

Important to note is that none 
of the above thermal treatments 
or IPL are currently reimbursed 
by any medical insurance carri-
ers, resulting in all procedures 
being out-of-pocket expenses for 
patients. ODs should evaluate the 
return on investment before pur-
chase of any equipment to insure 
it is the right instrument for your 
practice.

Making it work
I have reviewed my practice treat-
ment protocol for dry eye disease to 
make my examinations as stream-
lined and efficient as possible. My 
protocol for dry eye allows most 
diagnostic tests, including labora-
tory tests and meibography, to be 
performed before I see the patient. 
This allows me to focus on review-
ing test results and determining 
the best treatment plan for my 
patient. 

Most of my dry eye patients are 
previous patients whose prior com-
plaints and symptoms were not 
enough to elicit a diagnosis of dry 
eye. However, with the addition of 
TearLab, InflammaDry, and mei-
bography, these patients are no 
longer slipping through the cracks 
undiagnosed. 

See box for potential practice 
revenue by incorporating dry eye 
diagnosis and treatment to an 
optometric practice. 

Investing in a dry eye clinic for 
the practice offers more than just a 
financial return—it provides bet-
ter care for patients. Many patients 
suffering from dry eye symp-
toms are tolerating their condi-
tions because it is not accurately 
diagnosed. 

ODs already have the clinical 
skill set to diagnose and treat 
dry eye, so the only question is 
are they willing to invest in the 
instrumentation and laboratory 
tests necessary to efficiently detect 
dry eye and treat it?
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BRIEF SUMMARY: Please see package insert for full prescribing 
information. 
  1  INDICATIONS AND USAGE 

Xiidra® (lifitegrast ophthalmic solution) 5% is indicated for the treat-
ment of the signs and symptoms of dry eye disease (DED). 

  4  CONTRAINDICATIONS 
Xiidra is contraindicated in patients with known hypersensitivity to 
lifitegrast or to any of the other ingredients in the formulation [see 
Adverse Reactions (6.2)]. 

  6  ADVERSE REACTIONS 
The following serious adverse reactions are described elsewhere in 
the labeling:  
•   Hypersensitivity [see Contraindications (4)] 
6.1 Clinical Trials Experience 
Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in 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. 
In five clinical trials of DED conducted with lifitegrast ophthalmic 
solution, 1401 patients received at least one dose of lifitegrast (1287 of 
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lifitegrast to pregnant rats, from premating through gestation day 17, 
did not produce teratogenicity at clinically relevant systemic expo-
sures. Intravenous administration of lifitegrast to pregnant rabbits 
during organogenesis produced an increased incidence of omphalo-
cele at the lowest dose tested, 3 mg/kg/day (400-fold the human 
plasma exposure at the recommended human ophthalmic dose 
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human systemic exposure to lifitegrast following ocular administra-
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Clinical Pharmacology (12.3) in the full prescribing information].  
Data 
Animal Data 
Lifitegrast administered daily by IV injection to rats, from premating 
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8.4 Pediatric Use 
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By Katherine M. Mastrota, OD, FAAO

W
hen I was in optometry school, one 
of my artistic classmates 
created a cartoon eye-
ball, sartorially styled 

with a top hat and cane. The caption 
read, “An eyeball walks in…” and the 
drawing showed the eyeball walking. 
The cartoon was a play on a professor’s 
comment that, “Eyeballs do not walk 
into your office alone. They are attached 
to a body that serves it.” 

The point here, of course, is that 
in making a diagnosis and targeting 
therapy for ocular surface disease, the 
patient’s entire system, lifestyle, and 
well-being must be considered. 

Earlier this year, Kojima et al1 in a 
comprehensive review of advances in 
the diagnosis and treatment of dry eye, noted that 
in addition to the medical treatment of dry eyes, it 
is becoming possible to prevent the onset of ocu-
lar surface disease by intervening with changes in 
daily habits, e.g., diet, exercise, and sleep. Thus, 
we arrive at the concept that dry eye is a “life-
style disease.”

Core treatments
Core treatments for dry eye can include topical oph-
thalmic solutions, improvements in environmen-
tal factors, and adjustments in symptom-triggering 
daily habits. In recent years, ODs have increased 
their understanding of the lifestyle-related factors 
that are related to dry eye.

This has, in turn, led to a gradual shift from 
focusing on treatment alone to initiating more 
aggressive attempts to prevent dry eye onset. 
Another shift has occurred in not relying solely 
on ophthalmic solution-based treatment strate-
gies, but rather, more actively pursuing interven-
tion strategies based on preventative medicine. 

It has been pointed out that oxidative stress is 
involved in the pathology of dry eye,2 and inter-
vention is targeted at reducing inflammation by 
improving diet and taking nutritional supplements 
(calorie quality and restriction and control of reac-
tive oxygen species that are considered a contrib-
utor to the functional decline that is characteris-
tic of aging). 

Consider that a lifestyle-intervention approach 
consisting of exercise and diet therapy is the basic 
treatment and preventative method for type II dia-
betes and metabolic syndromes. Of interest, the 
results of a cross-sectional study indicated that 
subjects in a non-dry eye group exercised more 
than those in the dry eye group, and that those 
who exercised more had a higher tear volume.3

It is important to remember the fact that desk 

work engaged in by office workers is a risk fac-
tor for dry eye, and a “sedentary lifestyle” may 

also influence risk. The World Health 
Organization (WHO) has listed a sed-
entary lifestyle as a health risk, along-
side smoking and obesity.4,5 

Depression and therapy
In addition, recent evidence has indi-
cated that depression has a strong rela-
tionship with dry eye, particularly dry 
eye symptoms.6 

Evidence for the effectiveness of exer-
cise therapy on depression has already 
been established, and based on this, 
exercise as a treatment for dry eye could 
be an important lifestyle intervention.7  

Dry eye intervention based on posi-
tive psychology may be effective in ame-

liorating subjective symptoms8 though the mech-
anisms of action underlying this are still being 
studied. 

Evidence is accumulating that practices that 
are good for the body; for example smoking cessa-
tion, vitamin D supplements, skin care, gut health, 
whole body hydration, practicing the “20-20-20-
20 Rule” (I added the extra 20 for 20 nice com-
plete squeezy-blinks) are also good for dry eye. 
In the future, treatment and preventative mea-
sures for dry eye are likely to incorporate solu-

tions with comprehensive interventional options 
for the entire body and brain.
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Lifestyle interventions to 
prevent dry eye disease
Preventative measures for dry eye include the entire body and brain
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Practices that are good for the body—smoking 
cessation, vitamin D supplements, skin care, 
gut health, whole body hydration, practicing 
the “20-20-20-20 Rule”—are also good for dry eye
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Protect patients’ eyes by encouraging a 
three-step ocular wellness regimen
By Whitney Hauser, OD

W
ith many offices currently not back 
to 100 percent capacity 
due to the pandemic, 
ODs are contemplat-

ing how to care for patients who have 
extended gaps between visits. What can 
they do to be helpful and proactive? 

The answer is simple: Encourage 
patients to do what they should have 
been doing all along—that is, practice 
good ocular hygiene. With all the talk 
about the importance of hand washing 
during COVID-19, patients may be much 
more receptive to ODs’ ocular wellness 
recommendations. 

What constitutes a wellness regimen
Three easy steps—wipe, spray, and warm—are 
all that’s needed to get patients on the right path. 

First, patients should gently cleanse the lid area 
with a specialty wipe, makeup remover, or gentle 
face wash. This will help remove bulky debris and 
makes the area more receptive to Step 2. 

Step 2 involves spraying the lids with a pure 
hypochlorous acid spray solution. One to 2 sprays 
can help fight infection, reduce inflammation, con-
trol the body’s response to injury, and enhance 
its natural ability to heal. Importantly, hypochlor-
ous acid should be an integral part of any hygiene 
routine at the moment because it demonstrates 
broad-spectrum antimicrobial activity.1 Impor-
tantly, several hypochlorous acid preparations 
are currently listed on the United States Environ-
mental Protection Agency’s list of disinfectants 
for use against SARS-CoV-2, the novel coronavi-
rus that causes the disease COVID-19.2 

Hypochlorous acid used to be considered only 
for dry eyes, styes, and red, itchy eyelids associ-
ated with conditions like blepharitis and meibo-
mian gland dysfunction (MGD). But ODs are now 
recognizing that these solutions are very effective 

for everyday use as long as they contain no alco-
hol, oil, sulfates, parabens, or added fragrance. 

A refreshing spray application can be 
soothing and is easy to apply because 
there is no need to rinse or wipe; sim-
ply spray and let dry.

Finally, advise patients to use a warm 
compress at least once daily—morn-
ing, noon, or night — whatever is most 
convenient. Importantly, recommend 
a mask that provides moist, uniform, 
heat for 8 to 12 minutes because that is  
how long it takes to effectively liquify 
oil in the meibomian glands and release 
the eyes’ natural hydration. 

Patients with specific conditions may 
also need to add prescription or over-

the-counter medications and supplements to this 
routine, but virtually all patients should consider 
the 3 steps previously outlined as a cornerstone 
of ocular wellness. 

Make a meaningful connection
As optometry practices start to see more patients, 
packed schedules and the need for vacant wait-
ing rooms may push non-urgent appointments out 
even further. With this in mind, now is the time 
to explain that healthy lid and lash care is import-
ant and is as necessary as brushing and flossing, 
facial cleansing and moisturizing, or exercising 
and stretching. Don’t wait until the next time the 
patient is in the chair to make a wellness recom-
mendation. Instead, consider sending an email 
with links to the products the doctor recommends. 
Practices can create custom kits for patients or 
purchase kits that are already assembled for sale 
in the office.
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An ocular wellness regimen doesn’t need to be complicated—simply wipe, spray, and warm

TAKE-HOME MESSAGE With practices re-opening 
from the COVID-19 pandemic, it is time for ODs to stress 
healthy lid and lash care as much as they stress hand 
washing. A simple, three-step wellness routine can help 
patients remove debris, fight infection, reduce inflam-
mation and enhance the eyes’ ability to heal between 
office visits. Keep it simple: wipe the eyes clean with a 
face wash or makeup remover, spray the lids with a pure 
hypochlorous acid spray, and use a warm compress.WHITNEY HAUSER, 

OD, is founder of 
DryEyeCoach.com 
and director of 
clinical affairs for 
TotalECP

Dr. Hauser is the founder and senior consultant for Signal Ophthalmic Consult-
ing and founder and CEO of DryEyeCoach.com. She serves as an advisory board 
member for TearLab and Paragon BioTeck. She consults or speaks for Johson 
& Johnson Vision, Shire, Lumenis, Allergan, Alcon, Bruder Medical, BioTissue, 
Sight Sciences, Eyevance, Kala, Sun Pharma, BlephEx, ScienceBased Health, 
Oculus, and Bausch + Lomb. In her free time she likes to scout out espresso 
spots and hang out with her three kids.  

 whauser@sigmalophthalmic.com

SPECIAL CONSIDERATIONS 
FOR KIDS

SOME ADULTS ARE USED TO spending many hours per day on 
a computer or other electronic device, but school-age children are 
used to moving between near and far tasks throughout the day. 
However, the move to online school has placed an unanticipated 
burden on young eyes. This is a significant concern because ODs 
don’t typically consider kids as candidates for warm compress 
therapy or other daily wellness steps. Certainly, they could like-
wise benefit. In fact, even after this crisis has ended, it would be 
helpful to advise gamers and other high users of digital devices to 
take precautions by following the 3-step wellness routine. 

SPECIAL CONSIDERATIONS 
FOR CONTACT LENS WEARERS
IN THE U.S. ALONE, 40.9 million adults wear contact lenses,3 yet contact lens dropout 
persists. Many remedies have been proposed with varying levels of success. For example, 
a report recently published in Contact Lens and Anterior Eye found that subjects using a 
Bruder Compress daily had significantly improved meibomian gland function and experi-
enced steeper declines in their overall eye discomfort sssessment scores.4 In fact, they 
ultimately increased comfortable wear time of their contact lenses by up to 3 hours. With 
this in mind, suggesting a mask as an intervention makes perfect sense because end-of-
day discomfort is a primary reason for contact lens dropout.5 With that said, contact lens 
wearers are also more prone to infection, making these patients top candidates for the 
full three-step wellness routine.



| PRACTICAL CHAIRSIDE ADVICE

15

Retina

By Leo Semes, OD, FAAO

T
he patient whose fundus image 
is shown in Figure 1 had been 
followed for refractive care as 
well as retinoschisis. At the 

present visit at age 49, he attended for 
periodic evaluation. The patient did not 
report new or different visual or ocular 
symptoms. The anterior segment and 
interocular pressure (IOP) readings were 
withing the statistically normal range. 

Case report
The fundus appearance is one of a wrin-
kled retina encroaching from inferiorly 
which was the site of previously diag-
nosed retinoschisis in the right eye. Visual acuity 
was correctable to 20/20 in each eye with moderate 
myopic refractive correction. The left eye showed 
no involvement of retinoschisis. 

At this visit, visual field testing was ordered to 
assess functional impairment. The visual field of 
the right eye is shown in Figure 2. The uninvolved 
left fundus image and visual field are not shown. 

The characterization of retinoschisis (senile, 
degenerative, or acquired) has been presented 
clinically and histologically decades ago,1,2 and 
more recently using optical coherence tomogra-
phy (OCT).3 A common confusion of bullous ret-
inoschisis is bullous retinal detachment as has 
been recently reported.4 

Clinical features
The wrinkled retina in the present case may suggest 

retinal detachment, but several clinical 
features argue against this diagnosis. 

First, the patient’s history is consis-
tent with retinoschisis. 

Second, the visual field result in the 
right eye shows an absolute depression 
while a fresh retinal detachment would 
more likely show a relative defect. 

Third, the patient was not symptom-
atic for retinal detachment, nor was 
vitreous detachment or hemorrhage 
observed. 

A recent report of a large series of 
acute posterior vitreous detachment 
both of the later clinical observations 
were identified as risk factors for reti-

nal detachment.5 A simple clinical diagnostic that 
I have used is based on the anatomy of retinoschi-
sis, a split between the inner and outer retinal lay-

ers, is to shine a directed beam of light at the area 
in question and note the response of the patient. 
The absolute scotoma of retinoschisis (no percep-
tion of the light) may be the first step in confirm-
ing retinoschisis. 

Further characterization can be obtained from 
optical coherence tomography (OCT). In my expe-
rience, this is a difficult data point to generate. 
It requires wide pupillary dilation, a cooperative 
patient, as well as a patient and skilled techni-
cian. However, in questionable cases this may be 
a valuable study to conduct which may spare the 
patient in a primary-care scenario a consultation 
with a retina specialist. Kampetter and Jonas offer 
excellent clinical and OCT correlation along with 
histological examples for the interested reader.5 

Widefield imaging may be useful in the clinical 
distinction between retinal detachment and ret-
inoschisis, too.4 

Treatment
Argon laser photocoagulation to collapse the cav-
ity is futile, but application of a barrier posterior 
to the margin of the lesion has been suggested as 
prophylactically beneficial.6 Management of reti-
noschisis is generally observation until the mac-
ula is threatened or retinal detachment second-
ary to retinal breaks occurs. A complete guide to 
management can be found at the American Acad-
emy of Ophthalmology (AAO) Preferred Practice 
pattern website.7  

Interestingly, this patient was reminded of the 
symptoms and risks of retinal detachment and 
asked to return if any appeared or in 1 year’s time. 
He returned within 3 months symptomatic for pos-
terior vitreous/retinal detachment. A peripheral 
retinal tear was observed, and the patient under-
went prophylactic argon-laser photocoagulation.  
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When a retinal detachment 
isn’t a retinal detachment
A wrinkled retina suggests detachment, but additional clinical findings prove otherwise

TAKE-HOME MESSAGE A 49-year-old patient 
who presented with a wrinkled retina shows how tricky 
retinal detachment can be to diagnose. Visual fields 
and clinical correlation were helpful in making the final 
diagnosis.

LEO SEMES,  
OD, FAAO,
is professor emeritus
at the University
of Alabama at
Birmingham School
of Optometry

Figure 1. Color fundus photography of the right fundus. Note the 
wrinkled appearance to the retina inferior to the macula.

Figure 2.  Central visual field of the right eye demonstrating absolute 
superior depression corresponding to the fundus appearance.   
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ease under control. 

Vascular instability
DR, DME, and nAMD involve com-
plex pathogenic processes in the ret-
ina and choroid that result in inflam-
mation, leakage, and increased neovas-
cularization, all of which lead to vision 
impairment.8-10 

Together, angiopoietin-2 (Ang-2) and 
VEGF-A work synergistically to drive 
vascular instability in these retinal 
diseases.11,12 

Ang-2 is a growth factor that pro-

motes vascular destabilization and 
inflammation and enhances retinal 
sensitivity to VEGF and other pro-in-
flammatory factors; VEGF-A promotes 
vascular leakage and angiogenesis.3,10-12 
Dual inhibition of Ang-2 and VEGF-A 
has been shown to promote vascular 
stability by reducing inflammation, 
leakage, and neovascularization more 
effectively than inhibiting either tar-
get alone.11,13

Faricimab (Genentech) is the first 
bispecific antibody designed for intra-
ocular use. It binds and neutralizes 

both Ang-2 and VEGF-A with high potency and 
specificity.11,12

Faricimab Phase 2 study data
Phase 2, multicenter, randomized, active compara-
tor–controlled clinical trials have been completed 
for DME and nAMD. For both conditions, faricimab 
demonstrated clinically meaningful vision and 
anatomic improvements comparable or superior 
to anti-VEGF monotherapy, as summarized below, 
with a potential for sustained efficacy.

BOULEVARD
In the Phase 2 DME trial BOULEVARD, anti-VEGF 

STEVEN FERRUCCI,  
OD, FAAO
practices at the 
Sepulveda VA 
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Center

Pipeline: Potential new therapy coming for macular disease 
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 FIGURE 1  Highlights from phase 2 trials: (A) BOULEVARD, (B) AVENUE, and (C) STAIRWAY.

BCVA, best-corrected visual acuity; CI, confidence interval; nAMD, neovascular age-related macular degeneration; Q4W, every four weeks; Q12W, 
every 12 weeks; Q16W, every 16 weeks. *To week 12. †Not powered to assess noninferiority or superiority between the treatment arms.

BOULEVARD Mean BCVA change from baseline at 24 Weeks

Faricimab 6.0 mg +13.9 letters
on eye chart

+11.7 letters
on eye chartFaricimab 1.5 mg

+10.3 letters
on eye chartRanibizumab 0.3 mg

Difference of 3.6 letters

P=0.03
80% CI, 1.53-5.61

A

36 weeks

Faricimab 6.0 mg Every 4 Weeks*
then every 8 weeksn = 47

Ranibizumab 0.5 mg Every 4 Weeks*
then Faricimab 6.0 mg Every 4 Weeksn = 69

*To week 12

AVENUE

Comparable for 
all groups

Meaningful 
vision gains
Anatomic 

improvements

n = 68 Ranibizumab 0.5 mg Every 4 Weeks

n = 47 Faricimab 1.5 mg Every 4 Weeks

n = 42 Faricimab 6.0 mg Every 4 Weeks

B

STAIRWAY On average, people with nAMD gained:

Ranibizumab 0.5 mg Q4W
(n = 16)

9.6 
letters

Faricimab 6.0 mg Q12W
(n = 24)

10.1 
letters

Faricimab 6.0 mg Q16W flex
(n = 31)

11.4 
letters

...at the end of 
the 52-week 
trial*
*not powered to assess 
non-inferiority or 
superiority between the 
treatment arms
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treatment-naïve patients with center-involving 
DME were randomized to intravitreal faricimab 
6.0 mg, faricimab 1.5 mg, or ranibizumab 0.3 
mg every 4 weeks.14 The trial also enrolled some 
patients who had been previously treated with 
anti-VEGF. 

The trial included a treatment period of 20 
weeks, followed by an observation off-treatment 
period to Week 36. The off-treatment period 
allowed the durability of faricimab to be assessed. 
Patients were assessed every 4 weeks during the 
off-treatment period for time to disease reactiva-
tion and need for re-treatment, as assessed by 
functional (loss of 5 or more Early Treatment Dia-
betic Retinopathy Study [ETDRS] best-corrected 
visual acuity letters) and anatomic measurements 
(increase in central subfield thickness [CST] of 
≥50 µm). 

The following study outcomes are for the anti-
VEGF treatment-naïve patients. At Month 6, the 
patients in the faricimab 6.0 mg arm had a mean 
improvement in visual acuity of +13.9 ETDRS let-
ters compared with +10.3 letters for the ranibi-
zumab arm (P=0.03; Figure 1A).14 

Faricimab-treated patients also showed anatomic 
improvements at Month 6 compared with ranibi-
zumab- treated patients, namely a reduction in 
CST and improvements in DR severity.14 Faricimab 
demonstrated a potential for extended durability 

compared with ranibizumab monotherapy. 
In the off-treatment observation period, the 

median time to disease reactivation in the faricimab 
6.0 mg and ranibizumab treatment groups was 15.1 
and 8.6 weeks, respectively.14 

AVENUE, STAIRWAY
AVENUE15 and STAIRWAY16 were 2 Phase 2 clin-
ical trials of faricimab in nAMD. 

In AVENUE, patients with nAMD and subfo-
veal choroidal neovascularization (CNV) were 
randomized to one of five treatment groups: 

– 4-weekly intravitreal injections of ranibi-
zumab 0.5 mg

– 4-weekly intravitreal injections of faricimab 
1.5 mg

– 4-weekly intravitreal injections of faricimab 
6.0 mg

– 3 4-weekly doses of faricimab 6.0 mg followed 
by faricimab 6.0 mg every 8 weeks

– 3 4-weekly doses of ranibizumab 0.5 mg fol-
lowed by faricimab 6.0 mg every 8 weeks

The faricimab 1.5 mg or 6.0 mg dosing sched-
ules were each shown to achieve and maintain 
meaningful vision gains and anatomic improve-
ments, with CST reductions, comparable to out-
comes achieved with ranibizumab 0.5 mg every 
3 weeks over 36 weeks (Figure 1B).17 

In STAIRWAY, patients were randomized to 
receive 
– Intravitreal ranibizumab 0.5 mg every 4 weeks
– Intravitreal faricimab 6.0 mg every 12 weeks 

after 4 monthly loading doses 
– Intravitreal faricimab 6.0 mg every 16 weeks 

“flex” after 4 monthly loading doses

If patients in the every-16-week flex arm exhib-
ited disease activity at Week 24 (12 weeks after the 
last monthly loading dose), they received every-
12-week dosing thereafter, whereas the remain-
ing patients continued with the every-16-week 
regimen.18,19 At Week 24, 65 percent (36/55) of 
faricimab-treated patients had no active disease 
and were eligible for every-16-week dosing.18,19 

TAKE-HOME MESSAGE A new option may soon 
be on the horizon to treat macular disease, specifically 
neovascular age-related macular degeneration and dia-
betic macular edema. Faricimab (Genentech), the first 
bispecific antibody designed for intraocular use, showed 
clinically meaningful vision and anatomic improvements 
comparable to anti-VEGF monotherapy in Phase 2 trials. 
Phase 3 trials are ongoing.

See Faricimab on page 18
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Mean vision improvements at 1 year from base-
line were +11.4, +10.1, and +9.6 ETDRS letters 
for patients in the faricimab every-16-week flex, 
faricimab every-12-week, and ranibizumab every-4-
week groups, respectively (Figure 1C).18,19 Faricimab 
6.0 mg dosed every 12 or 16 weeks resulted in 
vision gains and anatomic improvements compa-
rable with ranibizumab 0.5 mg every 4 weeks.18,19

Faricimab was well tolerated in all Phase 2 tri-
als.14,17-19 No new safety signals were identified. 
There were low rates of ocular adverse events and 
serious adverse events. Safety profiles of faricimab 
and anti-VEGF monotherapy were comparable. 

Ongoing Phase 3 trials
Phase 3, global, randomized, double-masked, active 
comparator–controlled studies assessing faricimab 
for DME and nAMD are underway. These studies 
will further evaluate the potential for faricimab to 
provide sustained clinical efficacy through vascu-
lar stability delivered by dual anti–VEGF-A/anti–
Ang-2 inhibition. 

YOSEMITE, RHINE
The Phase 3 DME trials are YOSEMITE20 and 
RHINE.21 Treatment-naïve or previously anti-
VEGF–treated patients with center-involving 
DME (N=~900 per study) are randomized to:22

– Faricimab 6.0 mg every 8 weeks
– Faricimab 6.0 mg per personalized treatment 

interval (PTI)
– Aflibercept (Eylea, Regeneron) 2.0 mg every 

8 weeks
The PTI arm will evaluate extended dosing inter-

vals with faricimab 6.0 mg to deliver dosing regi-
mens tailored to the needs of individual patients. 

The primary outcome measure is mean change 
in visual acuity from baseline at 1 year, with key 
secondary objectives including the proportion of 
patients on a 4-weekly, 8-weekly, 12-weekly, or 
16-weekly treatment interval at 1 year and 2 years.

TENAYA, LUCERNE 
The Phase 3 nAMD trials are TENAYA23 and 
LUCERNE.24 Treatment-naïve patients with sub-
foveal choroidal neovascularization (CNV) second-
ary to nAMD (N=~640 per study) are randomized 
to faricimab 6.0 mg or aflibercept 2.0 mg every-
8-week dosing.25 The every-16-week flex regimen 
allows every-8-week, every-12-week, or every-16-
week dosing based on the patient’s individual dis-

ease activity at Week 20 or 24. 
The primary outcome measure is mean change 

in visual acuity from baseline at 48 weeks, with 
key secondary objectives including the proportion 
of patients on an 8-weekly, 12-weekly, or 16-weekly 
treatment interval at 1 year and 2 years. 

Conclusion
Faricimab is the first biospecific antibody designed 
for intraocular use, independently binding and 
neutralizing Ang-2 and VEGF-A, which together 
synergistically promote vascular instability. 

Data from the Phase 2 faricimab clinical trial 
program suggest treatment with faricimab may lead 
to improved and sustained efficacy beyond what is 
achieved with anti-VEGF monotherapy in nAMD 
and DME. The efficacy and safety of faricimab in 
DME and nAMD is currently being investigated 
further in the global Phase 3 program.
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About 2/3 of 
faricimab-treated 
patients had no 
disease activity 3 
months after last 
loading dose, allowing 
Q16W dosing for a 
majority of patients
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My daughter Isabel is a vibrant 21-year-old who keeps long hours studying, 
working, hanging out with friends, or just relaxing with her phone. Always on 
the go and never shying away from giving me her opinion, she’s an energetic 
and ambitious young woman—and she deserves excellent performance 
from her contact lenses. Now, thanks to PRECISION1® One-Day contact 
lenses, Isabel has become my most important satisfied patient!

PRECISION1® lenses are the latest contact lens innovation from Alcon, 
offering excellent vision, comfort and handling1 to daily disposable lens 
wearers, but available for the price of a mainstream lens. Designed 
to support a stable tear film,2 these lenses feature SMARTSURFACE® 
Technology, a water surface which was born from the water gradient 
technology of DAILIES TOTAL1® lenses. And—just like Isabel is her own 
person, distinct from her mom and me (as she’d be the first to explain!)—
SMARTSURFACE® is a distinct innovation from its own parent, water gradient 
technology. The lens surface of DAILIES TOTAL1® provides a thick cushion 
of moisture that gradually transitions from 33% water near the lens core 
to nearly 100% water at the outer surface,3,4 whereas the SMARTSURFACE® 
Technology of PRECISION1® features a silicone hydrogel lens core of 
51% water that steps up to a thin surface layer made of over 80% water. 
Additionally, the surface layer of SMARTSURFACE® is uniform, not a gradual 
change (Figure 1).2,5 Apart from DAILIES TOTAL1® and PRECISION1® lenses, no 
other contact lenses have water surface technologies.

In a clinical trial, wearers rated the 
end-of-day vision, end-of-day comfort and 
overall handling of PRECISION1® One-Day contact 
lenses superior to 1-Day ACUVUE^ MOIST lenses (Figure 2).6 In addition, 
five times as many wearers “strongly preferred” PRECISION1® lenses versus 
ACUVUE^ MOIST.6 This is significant, since ACUVUE^ MOIST is a very popular 
lens brand in the U.S., and PRECISION1® lenses deliver better performance 
at a comparable mainstream price. 

With SMARTSURFACE® Technology, PRECISION1® lenses are a great choice 
for new contact lens wearers and those new to daily disposables after 
switching from a monthly replacement schedule. I might also switch patients 
who are in a 2-week replacement schedule. These lenses also provide a 
great opportunity to switch patients from biweekly replacement lenses to 
daily disposables since patients show better replacement compliance with 
the latter than with the former.7 I also recommend PRECISION1® lenses  
for people like my Isabel, who loves them for the dependable comfort  
they provide.

PRECISION1® lenses are available in a wide range of powers, from –12.0D 
through +8.0D. Importantly, PRECISION1® lenses offer Class I UV blocking—
the highest level of UV blocking available for contact lenses.5* With all these 
features, it’s easy to see why PRECISION1® lenses are a great option for new 
daily disposable wearers, as well as for a girl who is precious to her dad and 
whose vision he would only trust to a quality contact lens. I strongly suggest 
that you fit your new contact lens wearers, and those switching into daily 
disposables, in PRECISION1® One-Day contact lenses! 

Christopher Lievens, OD, MS
The Eye Center at Southern College of Optometry
Memphis, Tennessee
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By Thomas A. Wong, OD, FNAP, and 
Ryan Hungate, DDS, MS

T
his Technology department is a 
running series which has dis-
cussed clinical applications of 
artificial intelligence (AI) and 

ethical consequences to doctor-patient 
relationships. However, we have not dis-
cussed its potential in the successful 
return to modern optometric practice. 

The COVID-19 virus has exposed 
many weaknesses in our society,1 
including the delivery of optometric 
care. Those embracing the patient-
driven healthcare movement are looking for digi-
tal tools in their eyecare experience—24/7 access 
to information, chat functions, dashboards, pro-
motion across social media platforms, and infor-
mation exchange. AI-driven algorithms are inte-
gral to these functions,2 including compliance with 
Health Insurance Portability and Accountability 
Act (HIPAA) and other privacy regulations. 

So, how do modern optometric practices uti-
lize lead conversion systems, digital front desks, 
surveys, and analytics to reinvent practice man-
agement plans? Can inter-professional models of 
health care strengthen our optometric practices 
and improve outcomes for diverse communities? 
Do we strengthen collaborative relationships with 
dentistry, nursing, medicine, podiatry, and others?

Always do your homework, and let’s examine 
this process.

Return to practice
How can ODs grow patient bases during a pan-
demic? For starters, rethink their online presence.3 

Utilizing technology to modernize offices and lim-
iting contact time will make patients feel safe. 
Consider also how ODs can utilize inter-profes-
sional relationships with other clinicians (den-
tists, nurses, physicians, podiatrists, etc.) to build 
patient bases and fill schedules.

How does an optometric office get started in 
telemedicine and build a telehealth platform? If 
telemedicine is new for ODs, how do they bill 
and collect fees for services? The COVID-19 pan-
demic has created a greater need for a more inter-
active patient experience.4 Electronic enrollment of 
patients, documentation of medical records, verifi-
cation of medical and vision insurance plans, and 
signing agreements or consents should be collected 
prior to a patient’s visit to improve patient expe-
riences. Furthermore, the use of chat rooms and 
interactive websites are functions that patients are 

looking for in modern healthcare. Let’s 
further examine a few of these features.

Practice management
Optometric practice management (PM) 
systems have typically been tied to 
our electronic medical record (EMR) 
systems. Common examples are Eye-
care Advantage by Compulink, Rev-
olutionEHR, ManagementPlus, Maxi-
mEyes by First Insight, Eyefinity Prac-
tice Management, and Practice Direc-
tor by the Williams Group. 

These PM systems have been 
designed to schedule appointments, manage pay-
ments, then integrate with medical coding and 
Multi-directional Impact Protection System (MIPS) 
registries. As optometric PM systems evolve, are 
they able to manage our COVID-19 practice restarts 
by making patient experiences contactless and safe 
for patients, doctors, and staff? Do they utilize dig-
ital tools allowing patients 24/7 interactive access 
to information? Let’s examine. An automated, fric-
tionless (hard copy-free) PM system, Simplifeye, 
was created by a dentist for dental practices and 
is now growing in optometric practices.5

All-in-one platforms
Simplifeye has developed what it markets as the 
first-ever “virtual practice in a box” platform in 
the healthcare market. Simplifeye allows a prac-
tice to implement 24/7 live chat to capture pro-
spective patients on their websites. With consent 
obtained digitally, the practice can collect billing 
information ahead of the telehealth appointment. 
Simplifeye also provides a digital telehealth plat-
form that practices can bill for. 

Simplifeye aims to deliver new patients to the 
practice and support the essential work that hap-
pens at the front desk. Some 56 percent of users 
are frustrated with waiting on hold and the incon-
venience of scheduling appointments by phone, 
but 31 percent of users would be more likely to 
choose a new service provider if that provider 
offered online booking options.6 

Connecting with patients
ODs have less than 8 seconds to impress web-
site visitors. After 8 seconds, most visitors leave.7 
When practices implement Simplifyeye, chatters 
will engage the patient within 7 seconds or less 
to convert them to scheduled appointments when 
other offices are closed.

If the patient wants to be seen for a telehealth 

appointment, he can digitally consent specifically 
to be seen by telehealth with the click of a button. 

Live chat functions
I recommend bundling 24/7 live chat with sched-
uling, telehealth, and payments so that systems are 
seamlessly connected. Practices that have a market-
ing budget should consider these services as a nec-
essary complement to their marketing efforts, given 
the goal is to convert patients who are directed to 
the website into scheduled patient visits. 

Conclusion
Eye care is essential to the functioning of mod-
ern society.8 Patient-driven health care is making 
it important for optometric practices to offer inter-
active digital tools for patients. Technology con-
tinues to improve ODs’ ability to diagnose and 
manage ocular conditions, doctor-patient com-
munications, and ultimately patient outcomes.9 
Optometric offices should consider incorporating 
intelligent PM systems to make patients happy.
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By Jim Owen, OD, MBA, FAAO

R
obert is a typical 48-year-old 
presbyope coming to your office 
because he is, in his words, 
“going blind.” All of us reading 

this have already, correctly, concluded 
he is a presbyope. Additionally, it is 
likely he has rarely been to an eye doc-
tor and asks lengthy questions about 
each test you perform. 

For such a simple patient, determin-
ing the best “solution” can be exhaust-
ing as there are many viable options, all 
with limitations. Therefore, it is most 
common to not mention the most unreasonable and 
least successful option, monovision laser in-situ 
keratomileusis (LASIK). Nevertheless, there are 
surgeons routinely treating Robert achieving dis-
mal results, in part because no one told Robert, 
“LASIK is not for you.”

Many of you are now chiming in, “The surgeon 
I use would never treat this type of patient,” and 
you are correct. Reputable LASIK surgeons are 
acutely aware of the 20/Happy goal and without 
it, either their practice or the practice of the refer-
ring doctor will suffer with the frustration of the 
unsatisfied patient. 

Unfortunately, thousands of LASIK 
cases are performed each year where 
the most significant pre-operative test 
is the credit score. A surgeon who flies 
out is not impacted by the outcome of 
the patient. Below is a non-candidate 
list of patient types who could benefit 
from the quick mention of, “and if you 
are thinking of LASIK, don’t let any-
one talk you into it without talking to 
me first.”

1. The plano presbyope
The plano presbyope is the 
patient I encounter most fre-

quently. He is dissatisfied after LASIK, after about 2 
years. To achieve a myopic refraction, you need to 
perform a hyperopic treatment. (I have seen care-
less surgeons program the “goal” manifest, result-
ing in +1.50 D refraction and a really unhappy 

patient but…). 
As ODs know, presbyopia progresses with age. 

Unfortunately, hyperopic treatments are far more 
likely to regress with time. A patient who needs 
a +1.50 D add at the time of surgery will need at 
least +1.75 D 2 years later and will have regressed 
at least 0.25 D. This leaves the patient with poor 

near vision and worse vision at distance than 
prior to surgery. This clinical course is common 
in all surgical monovision patients, but the most 
unhappy are those who started with good uncor-
rected distance vision. They often say things like, 
“If I would have known my distance would be so 
bad without any improvement in near, I would 
have never had the surgery.” Unfortunately, they 
are now your problem.

2. The young hyperope
The young hyperope is another type of 
patient who can be lured into the low-

priced LASIK model. A 25-year-old +1.50 D hyper-
ope may always wear her glasses or she may rarely 
wear glasses or contact lenses. Also, she might see 
20/20 without any correction. Finally, she may 
cycloplege to +3.50 D. 

As you can see, there is a lot going on with this 
“simple” patient. When the +1.50 D hyperope, 
who sees 20/20 uncorrected, has LASIK, she is 
rarely happy. How much better could the uncor-
rected visual acuity (UCVA) get? 

Furthermore, hyperopes often have a large angle 
kappa—if the treatment is not properly centered, 
the quality of vision can be significantly reduced 
even when high contrast acuity is 20/20. This type 
of patient may do very well with laser vision cor-
rection, but it requires a thoughtful evaluation of 
the patient’s visual system along with the appropri-
ate consultation. For these patients I would always 
mention, “and if you are thinking of LASIK, don’t 
let anyone talk you into it without talking to me 
first.”

3. The high hyperope
The high hyperope is a challenge for every 
eyecare modality. The glasses are thick 

and magnify the eyes. Contact lenses are thicker 
in the center, transmitting less oxygen which may 
create corneal health challenges, not to mention 
instability in trying to handle the lens. High hyper-

Which patients are poor laser 
vision correction candidates?
LASIK deserves the hype, but it’s not for everyone

TAKE-HOME MESSAGE ODs should keep in mind 
the non-candidate list of patients who would experience 
dismal results with LASIK surgery. The plano presbyope, 
the young hyperope, the high hyperope and the under-25 
myope all have one thing in common: LASIK is not for 
them.
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opes’ anterior chambers are usually shallow, which 
is why there is not an approved implantable con-
tact lens for these patients. So too, with laser vision 
correction, I have found that the results are medi-
ocre, at best. Even if the laser is approved up to 
+6.00 D, that doesn’t mean you should treat that 
much hyperopia. We have learned over the years 
that the cornea will get only so steep. Each sur-
geon has their own cut off, but they range from 
47.00 D to 49.00 D. 

There is a one-to-one relationship between 
refractive error and steepening of the cornea. For 
example, a +4.00 D patient with a 45.00 D cor-
nea will end up with a 49.00 D cornea. Those 
who will operate on anyone often use the phrase: 
“Well, at least we can make the glasses thinner. 
The dilemma with this thinking is the patient’s 
quality of vision is often poor due to the shrunken 
optic zone and displaced apex to the cornea. 

Also, the trough in the peripheral cornea can be 
filled in with a hypertrophy of epithelium leading 
to a reduced effect of the surgery. This gets fur-
ther complicated when the surgeon wants to do a 

photorefractive keratectomy (PRK) enhancement 2 
years down the road. The epithelium is removed, 
leaving a stroma, which is the correct curvature. 
After the PRK, the patient can be as much as 2.00 D 
myopic until the hypertrophy returns. This process 
can take up to a year. Your patients above +4.00 
D or so are a challenge. Do them this favor: Men-
tion, “and if you are thinking of LASIK, don’t let 
anyone talk you into it without talking to me first.”

4. The under-25 myope
This last type of patient might seem the 
least “at risk,” but I have experienced too 

many ectasia cases with this type of patient to 
not review the concerns. This patient is the under 
25-year-old myope who has a relatively mild myopic 
correction—specifically, the patient who is coming 
to you for the first time. It is not uncommon for 
this patient to not have an established eye doctor 
because he is done with college in one town and 
now working in a third town that is not where 
he grew up. While it is common to think of the 
“at-risk” corneas having high refractive errors and/
or thin corneas, that is not always the case. The 
metrics analyzed by the Belin-Ambrosio Display 
on the Pentacam (Oculus) seem to be more sensi-

tive and specific for at risk corneas.1

In my opinion, a Pentacam is necessary in 2020 
for laser vision correction, but interpretation of its 
results requires skill and experience that can be 
lacking in many LASIK centers. Having this patient 
establish stability with your practice, and if stable, 
referring him to a practice that has expertise in 
Pentacam interpretation will greatly reduce their 
risk of ectasia. Seeing the patient back in a year 
can make a meaningful difference in the success 
for his LASIK procedure.

In 2020, laser vision correction is a remark-
able procedure that greatly benefits many patients. 
Unfortunately, there are surgeons who will oper-
ate on anyone. I have outlined a small group of 
patients who, in general, do not do well with laser 
vision correction. These types of patients are likely 
obvious to most ODs. By letting these patients 
know that they are not ideal candidates, you are 
doing them a huge favor and likely helping your-
self avoid the agony of caring for them later. 

REFERENCE
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Blackfin releases this year’s fall/winter eyewear collection
InDispensable

Blackfin’s fall/winter 20-21 collection features 10 new styles, 7 in the Blackfin One line and 3 in the new Blackfin Razor line. 
Masculine and unisex shapes distinguish Blackfin One, the essential Blackfin line with bolder, thicker frames. Feminine shapes 
constructed with thin, 1 mm titanium frames are found in the Razor line. This season, one-color and two color-frames are featured.

Sefton and Crosby are both large, round, 
thick, bold frames that deliver a lot of 
personality. Sefton comes in gunmetal 
gray/metallic blue, dark blue/matte red, 
metallic blue/gunmetal gray, army green/
mauve green, metallic Burgundy violet/
metallic magenta. Crosby choices are 

gunmetal gray/metallic bright blue, dark graphite blue/matte red, army green/mauve 
green, matte brown/metallic brick red, metallic midnight blue/metallic cerulean blue.

Worchester 
features a classic 
men’s squared style 
with profiles  
highlighted by matte 
black/gray, metallic midnight blue/dove gray, army green/mauve green, metallic 
navy blue/white, and gunmetal gray/Venetian red color combos.

Greenport is a squared frame that comes in the following matte or metallic 
pastel colors: gunmetal gray, metallic bright blue/matte black, army green/
Veronese green, metallic midnight blue/glossy silver, matte Venetian red/
glossy silver.

Hoover features large rims and a lively color palette that includes dark blue/
Venetian red, metallic bright blue/matte black, blue/glossy silver, as well as 
the classic black and gunmetal gray/glossy silver.
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By Kara Crumbliss, OD, FAAO

T
his is an unprecedented time in optometric 
and vision rehabilitation care 
for all providers and patients. I 
have been an optometrist prac-

ticing low vision rehabilitation for more 
than 15 years at The Chicago Light-
house, where our comprehensive vision 
rehabilitation clinic serves more than 
3500 patients each year. 

While reviewing the guidance from 
the U.S. Centers for Disease Control and 
Prevention (CDC), Occupational Safety 
and Health Administration (OSHA), and 
our optometric associations, I noticed 
that these recommendations do not 
accommodate people with visual disability. It is 
imperative that optometrists offering vision reha-
bilitation services consider additional accommo-
dations for this large patient population during 
the novel coronavirus (COVID-19) pandemic and 
recovery. I share some recommendations here.

Mental health effects
Age-related eye diseases are the leading cause of 
blindness and low vision in the United States.1 As 
such, most patients referred for vision rehabili-

tation fall into the population over age 65 years 
that the CDC currently advises to continue to stay 

home and avoid close contact with oth-
ers whenever possible.2 

ODs can continue to offer telehealth 
visits where possible but realize that 
some patients will need to be seen—
for both their vision health and men-
tal health. 

Depression is strongly associated 
with functional vision loss.3 Social iso-
lation is linked with poor mental health, 
and results of a recent poll show that 
47 percent of people sheltering in place 
reported negative mental health effects 
from worry or stress related to the novel 

coronavirus.4 
Strategies people may use to cope and relax 

such as TV watching, reading, and exercise can 
be challenging or even impossible for persons with 
vision impairment who do not yet have optical or 
assistive technology. The combination of being 
sight “isolated” and socially isolated may com-
pound negative mental health effects. 

Vision rehabilitation may have an antidepressant 
effect.5 Ensure that patients whose care has been 
delayed during the pandemic are not experiencing 

additional emotional and 
psychological conse-

quences. Ask your 
pat ient i f she 
feels anxious or 
depressed. If 
this is the case, 
you may want 

to, in advance of your examination, make a refer-
ral to a mental health professional currently offer-
ing telehealth services.

Telehealth
If it is unsafe to bring a patient with low vision 
into the office, consider a telehealth visit, which 
is covered by Medicare and by many third-party 
insurers during this COVID-19 pandemic.6 A pre-
scription for a magnification device to be mailed 
to the patient can be based off the last known 
best corrected visual acuity. Training in use of 
the device may be done virtually if the patient 
has access to computer technology or on the tele-
phone. This telehealth strategy may restore some 
interim reading ability while a patient stays at 
home until it is safe to visit the office. 

Accommodations during office visits
As many low vision providers return to seeing 
patients in the office, ODs should think about the 
specific needs of these patients and how to safely 
meet them. 

Following are suggestions in addition to gen-
eral COVID-19 guidance from the American Opto-
metric Association.7

 Prepare patients for in-office changes 
 and screen  for mental health effects

– Contact patients before their examination 
and educate them on what changes to expect 
because of COVID-19 restrictions. Preparing 
them will help prevent surprise and unneeded 
anxiety during the appointment.

 Patient registration and payment 
– Reserve first-of-the-day appointments for 

elderly and other patients at high risk of 
COVID-19. 

– If practices recently began using an online 
portal for patients to preregister and/or pay 
bills and copays, ensure that patients can 
use this technology and consider barriers 
to successful use. Determine whether 
this portal is compatible with common 
screen magnification and screen read-
ers. Can the patient see his insurance 
cards and credit cards? 

Vision rehabilitation care for low 
vision patients in the COVID-19 era
Keep the specific needs of this patient population in mind as more patients return to the office 

KARA CRUMBLISS, 
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Chicago Lighthouse

TAKE-HOME MESSAGE For individuals suffering 
from vision loss, low vision rehabilitation is the standard 
of care. Because of the spread of SARS-CoV-2, doctors 
of optometry must develop new techniques to provide 
low-vision rehabilitative services with safer protocols.
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– Ask if patients are familiar with accessibility 
software or know where to obtain it. Many 
patients are referred to ODs for vision reha-
bilitation to learn about these resources and 
do not have them before the examination.  

– For patients who cannot access online por-
tals themselves, consider completing the reg-
istration and history over the phone. 

– Make concessions for accepting payments in 
person for patients who prefer to do so or who 
cannot access online payment.

 Patient entrance
Current public health recommendations suggest 
allowing only the patient into the office—no family 
members except for guardians of minors. In vision 
rehabilitation, however, ODs most often encour-
age a person or coach to accompany the patient 
because for many elderly patients with age-re-
lated cognitive changes, a second set of ears or a 
note taker to capture information given is helpful. 

Many patients are newly referred and do not 
yet have mobility skills that make them comfort-
able to ambulate without a sighted guide. Further-
more, some eyecare practices are calling patients 
in from their cars to avoid waiting room congrega-
tion where possible. Many patients do not drive, so 
waiting in a car may not be possible, and weather 
conditions may prevent them from waiting outside. 

– Allow patients who cannot wait in a car 
into the waiting room, with chairs spaced 
an appropriate distance apart.7 

– Consider allowing one appropriately screened 
family member to accompany the patient to 
the appointment.7

– For those who do not have someone to accom-
pany them, determine whether a staff member 
will act as a sighted guide. This can be done 
in 1 of 3 ways. The guide can speak direc-
tions while maintaining social distancing. 
For cane users, the guide and the patient can 
hold opposite ends of a white cane between 
them. For persons needing further support, 
the guide and the patient should both wear 
a mask and gloves so the patient can hold 
onto the guide. 

 The examination
White coats that need laundering are now dis-
couraged, as is dry-clean-only business attire. The 
white coat with its high contrast might have sig-
naled to poorly-sighted patients that the doctor was 
in the room. Wearing a mask, gloves, and scrubs 

and/or street clothes, with no handshake7 but just 
an introduction from 6 ft (2 m) away leaves the 
patient with vision impairment at a disadvantage. 

Low vision providers usually get physically close 
to our patients so they can take advantage of rela-
tive distance magnification and perhaps see some 
of our features. Physical closeness, however, is dis-
couraged in this climate. Wearable video magni-
fication devices, including electronic glasses, for 
visually impaired individuals require training to 
use successfully, may be difficult to disinfect, and 
may be cost prohibitive to have in each examina-
tion lane. Other options may be better.

– As ODs take the patients’ histories at a dis-
tance, tell them it is for their safety.

– Consider giving patients a photocard of the  
doctor that they may view from a closer 
distance. 

– Perhaps use a closed-circuit TV camera 
pointed at the OD across the room with a 
screen beside the patient so the patient 
can see the doctor’s features and gestures 
magnified. 

– ODs should consider wearing a facial shield in 
addition to a mask to allow them to be closer 
to the patient when needed, especially during 
trial frame refraction and device evaluation.

– Wear gloves and have patients wear gloves 
when evaluating low vision devices. Disin-
fect all instruments after each use.7 

– Work to convey a calm and pleasantness with 
the voice, offering the reassurance vision-ima-
pired patients so desperately need.

– Provide written educational resources for 
patient reference at the end of the visit.

Grateful, anxiety-relieving hugs from patients 
are not uncommon. Unfortunately, physical con-
tact is no longer considered safe. Still, try to earn 
the hugs and then kindly decline them, reinforc-
ing the importance of social distancing.

 Follow-up
– Consider a phone follow-up to review the 

examination findings with a coach or fam-
ily member if that person was not present at 
the examination. 

– Send a written thorough rehabilitation plan 
with patient goals. 

– As COVID-19 restrictions are lifted, consider 
a more frequent follow-up interval to ensure 
goals were not overlooked in haste during a 
shortened examination.

– Refer a patient for home-based occupational 
therapy as needed. The American Occupa-
tional Therapy Association lists recommen-
dations for safe provision of home-based 
care, which is still allowed.8 Home care will 
allow vision-impaired patients to follow stay-
at-home guidelines while receiving additional 
occupational therapy training. 

Summary
Patients needing visual rehabilitation are looking 
to optometrists for their health and safety in liv-
ing with low vision. Deferring care and provid-
ing care must be balanced. 

In the era of COVID-19, optometry visits have 
visibly changed to maintain safety recommenda-
tions. ODs need to ensure that these changes for 
patients with visual challenges accommodate their 
particular needs.
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WHAT IS MASK-ASSOCIATED DRY EYE?
If your patients are noticing their eyes are more dry 
during the COVID-19 pandemic, you are not alone. 

The condition is called mask-associated dry eye, or 
MADE, and it's a very real concern for people who must wear 
masks continuously for hours. First responders, teachers, 
grocery store or retail employees...anyone wearing a facial 
mask for a length of time may experience ocular surface 
dryness. 

Karen Walsh, BSc(Hons), PGDip MCOptom FIACLE, 
professional education team leader and clinical scientist at 
Centre for Ocular Research and Education (CORE) at the 
University of Waterloo explains MADE and how ODs can 
advise their patients to prevent it.

Check out https://core.uwaterloo.ca/covid-19/ for a 
patient-friendly infographic on MADE. Watch the video: 
https://www.optometrytimes.com/view/learn-about-mask-

associated-dry-eye
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By Erin Rueff, OD, PhD, FAAO

C
ontact lens discomfort is 
the primary reason patients 
become dissatisfied with 
and discontinue contact lens 

wear.1,2 

Discomfort due to dry eye
It is easiest to attribute symptoms of 
discomfort to contact-lens-induced dry-
ness. Symptoms related to discomfort 
are similar to dry eye, but the symptom 
profile is one of the few features that 
uncomfortable contact lens wearers and 
general dry eye patients share. The epi-
demiology of contact lens discomfort, 
for instance, does not follow that of general dry 
eye.3,4 Contact lens discomfort, unlike dry eye, is 
not associated with age or gender.3-5 As well, clin-
ical signs that typically indicate dry eye are not 
correlated with discomfort.4,6,7 

Still, the majority of treatment strategies devised 
for uncomfortable contact lens wearers focus on 
the ocular surface and contact lens fit.8 

Not surprisingly then, these discomfort treat-
ments that assume a dryness cause are often 
ineffective. When ODs fail to adequately address 
their patients’ discomfort complaints, patients are 
forced to resort to the most utilized discomfort 
self-treatment: decreased or discontinued contact 
lens wear.1,2,9

4 WAYS TO GO BEYOND  
OCULAR SURFACE
While uncomfortable contact lens wear-

ers share symptoms with patients suffering from 
general dry eye, they also share symptoms with 
patients experiencing visual discomfort associ-
ated with vergence and accommodative fatigue, 
over or under-refractive correction, and general 
asthenopia.10,11 

Asthenopic symptoms caused by vision-related 
causes can be easily confused by those associated 
with ocular surface concerns,11 making it import-
ant to differentiate causation. 

Acknowledging how symptoms associated with 
vision-related fatigue affect contact lens discom-
fort is crucial to better understanding and effec-
tively treating uncomfortable contact lens wear-
ers. A recent study of new contact lens wearers, 
for instance, found that the primary reason for 
dropout in these neophytes was dissatisfaction 
with vision.12 

This article will outline 4 vision-related concerns 

to consider when treating discomfort in 
your contact lens wearers.

1 OVERCORRECTED 
MYOPIA
An extra 0.25 D or 0.50   is tempt-

ing to add to a prescription. It can 
give the patient an extra bump in dis-
tance clarity. Remember, however, that 
extra myopic correction will also lead 
to increased accommodative demand. 
Especially for a contact lens prescrip-
tion that is not accurately vertexed, this 
could lead to unnecessary fatigue at 
near, even when vision is clear at all 
distances. 

When trouble-shooting uncomfortable contact 
lens wearers, trial small amounts of plus power 
in the distance. If plus power does not degrade 
their distance vision, consider incorporating that 
power into the contact lens prescription in order 
to eliminate accommodative fatigue.

2 UNCORRECTED ASTIGMATISM
ODs under-prescribe toric contact lenses for 
their astigmatic patients. While about 50 per-

cent of all soft contact lens wearers have astig-
matism of 0.75 D or greater, only about 25 per-
cent of all soft contact lens wearers are fitted in 
toric lenses.13 There is a perception that toric soft 
lenses take more time to fit or patients with low 
amounts of astigmatism do not need a toric lens 
to achieve acceptable vision. 

Both of these assumptions are wrong. There is 
no difference in the time required to fit soft spher-
ical contacts lenses compared to soft toric lenses.14 
Most importantly when considering visual dis-
comfort, patients subjectively prefer vision with 
toric correction, even in low amounts, compared 
to spherical correction.15 Induced astigmatism has 
been shown to be associated with symptoms of 

asthenopia.11 As well, there is evidence that full 
astigmatic correction improves symptoms associ-
ated with visual discomfort.14

All of these facts underline the importance of 
prescribing toric options for all patients who have 
astigmatism of 0.75 D or more, especially if they 
report discomfort with spherical correction. Even 
if a low toric patient has historically had success 
with spherical lenses, trialing a toric lens that 
maximally corrects her refractive error could elim-
inate discomfort associated with under-corrected 
astigmatism. 

3 UNACKNOWLEDGED  
BV DISORDERS
While discomfort symptoms are similar to 

dry eye, they are also similar to symptoms asso-
ciated with binocular vision and accommodative 
disorders. 

In fact, surveys that assess these groups of seem-
ingly unrelated conditions—dry eye and binocu-
lar vision disorders—ask almost identical ques-
tions and have been shown to produce correlated 
symptoms scores.10 Symptoms like blurry/change-
able vision, end of day fatigue, and eyestrain are 
reported by people who suffer from both groups 
of disorders. 

When one considers the increased accommoda-
tive and vergence demands experienced by myo-
pic contact lens wearers,16 it is easy to understand 
how a patient may experience symptoms associ-
ated with binocular vision and accommodative 
strain that he does not experience when corrected 
with spectacles.

Binocular vision disorders are something ODs 
often associate with pediatric populations, but it 
is important to remember that about one third 
of the adult population has a binocular vision or 
accommodative disorder. 

Uncovering binocular vision abnormalities 

4 vision-related causes  
of contact lens discomfort
Dry eye or ocular surface disease is not the only reason patients drop out of contact lens wear

ERIN RUEFF, OD, 
PHD, FAAO, is 
assistant professor 
and chief of cornea 
and contact lens 
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TAKE-HOME MESSAGE Discomfort leads many 
patients to decrease or discontinue contact lens wear. 
While most discomfort treatment strategies focus 
on addressing the ocular surface or lens fit, some 
perceived discomfort is caused by vision-related factors 
associated with contact lens wear. This article will help 
the OD recognize factors most likely to be contributing 
to contact lens visual discomfort and offer solutions.

A recent study of 
new wearers found 
that the primary 
reason for dropout 
was dissatisfaction 
with vision

See Vision and contact lenses on page 28
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in uncomfortable contact lens wearers does not 
require a time-intensive sensorimotor exam. A 
simple screening with cover test at distance and 
near, near point of convergence evaluation, and/or 
vergence range measurements could help uncover 
signs that vergence or accommodative strain may 
be contributing to symptoms of discomfort. These 
findings can start you down the path of treating 
the binocular vision concern instead of focusing 
solely on the contact lens.

4 Emerging presbyopia
While it may feel like presbyopic symptoms appear 
suddenly, accommodative decline associated with 

presbyopia happens gradually throughout the life-
time. From the ages of 20 to 40 years, for instance, 
accommodative amplitude decreases by approx-
imately 5.00 D.17 While patients may not experi-
ence noticeable near blur in their mid- or late-thir-
ties, they may experience fatigue after long peri-
ods of near work or find it uncomfortable to sus-
tain near work. In early and emerging presbyopes, 
it has been shown that ill-sustained accommoda-
tion (not accommodative insufficiency, infacility, 
or vergence concerns) are the primary cause of 
asthenopic symptoms.18

Emerging presbyopic symptoms may affect con-
tact lens wearers, specifically, in 2 primary ways. 

First, as mentioned above, myopic contact lens 
wearers have to accommodate more in contact 
lenses compared to spectacles. The increase in 
accommodative demand when corrected with con-
tact lenses may cause enough asthenopia that a 
wearer discontinues contact lens wear. 

Second, myopic spectacle wearers can easily 
look under their lenses when reading in order to 
alleviate accommodative fatigue. These patients 
may not even realize they are doing this. 

Both situations could lead a myopic, early 
presbyopic contact lens wearer to falsely assume 
the contact lens was causing the symptoms of 
discomfort.

To address the patient’s early presbyopic symp-
toms and to avoid unnecessary contact lens drop-
out, consider fitting uncomfortable, emerging pres-
byopes in a multifocal contact lens. Similar to toric 
lenses, multifocals are woefully underused by eye 
care providers. Only about half of presbyopic-aged 
contact lens wearers use a multifocal contact lens.19 
So, it is unlikely that many practitioners are con-
sidering multifocal options for early and emerg-
ing presbyopes. There is evidence, however, that 
this age group may benefit from or prefer a mul-
tifocal contact lens. Compared to younger contact 
lens wearers, uncomfortable contact lens wearers 
approaching presbyopia (age 30 to 35 years) have 
been shown to have increased comfort and pref-
erence for multifocal contact lenses.20 

If the patient is approaching presbyopia and 
reporting discomfort symptoms that are also asso-
ciated with accommodative fatigue, consider trial-
ing a low-powered multifocal. Of course, multifo-
cal contact lenses come with challenges. Patients 
may notice distance blur or glare around lights, 
among other symptoms. Educating patients before 
they experience these symptoms and discussing 
why a multifocal lens may alleviate their symp-
toms will help them move through the adaptation 
process. Then, the OD can determine if a lens that 
addresses their accommodative fatigue can alle-
viate their discomfort.

When managing contact lens discomfort, don’t 
stop at the surface. Once you have confirmed that 
dryness and lens fit are optimal, consider how 
the visual system and symptoms associated with 
visual discomfort may be affecting your patient’s 
comfort. Acknowledging the ocular surface, lens 
fit, and the entire visual system is the key to com-
pletely and thoroughly assessing and managing 
discomfort in contact lens wearers.
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Q U I C K
Q U I Z

Contact lens discomfort symptoms, 
epidemiology, and signs are similar to 
general dry eye. 

a. True 
b. False

What is a patient’s most common and 
effective self-treatment for contact lens 
discomfort?

a. Artificial tears 
b. Decreased or discontinued contact lens wear
c. Calling their optometrist for an evaluation
d. Changing contact lens solution

Toric soft contact lenses take more time 
to fit than spherical soft contact lenses.

a. True 
b. False

Which of the following binocular vision 
tests could help you initially determine 
if your patient could be experiencing 
discomfort symptoms related to a 
binocular vision disorders?

a. Full sensorimotor exam
b. Referral to a binocular vision specialist
c. Cover test
d. Dry eye work-up

Which age group may be most likely to 
benefit from a low-powered multifocal 
when they are reporting symptoms of 
discomfort? 

a. 20-25 years
b. 35-40 years
c. 50-55 years
d. 60-65 years

QUIZ ANSWER KEY:
 1: B,  2: B,  3: B,  4: C,  5: B
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By Lisa Eramo, MA

P
hysicians enter the medical profession 
because they want to take 
care of patients, not focus 
on administrative tasks. Yet 

these tasks continue to dominate their 
time and attention, leading to frustra-
tion and burnout. Administrative tasks 
also overwhelm staff, fueling job dis-
satisfaction and turnover.

“If you find yourself saying, ‘There’s 
got to be a better way,’ then it’s time 
to take action,” says Rob Wiley, head 
of marketing and product strategy at 
Formstack, a workflow and process automation 
vendor in Fishers, IN.

The COVID-19 pandemic has made it increasingly 
necessary for practices to shift certain time-con-
suming administrative tasks from a manual to a 
digital workflow, and to use digital methods for 
services that have been done in person in the past.

Beyond COVID-19, this shift can also help prac-
tices meet patient demands in an era of health 
care consumerism, says Michael Morgan, CEO of 
Updox, a customer relationship management ven-
dor in Dublin, OH. “Patients expect to be treated 
like customers,” he says. “You can’t use old pro-
cesses—phone calls, paper and voicemail.”

Consider digitizing these three tasks.

Patient check-in
Having patients check themselves in can boost 
staff efficiency while simultaneously decreasing 
patient wait times, says Craig Cooper, product man-
ager at AdvancedMD, a cloud-based software pro-
vider in South Jordan, UT. Using practice-owned 
tablets or kiosks that connect directly to a secure 
check-in app, patients validate demographic and 
insurance information and more, all without inter-
acting with front office staff.

When using the check-in app, patients also can 
review outstanding balances and pay the amount 
owed, reducing the time staff members spend fol-
lowing up with unpaid invoices, Cooper says.

In December 2017, Thomas Miller, MD, a family 
physician in Arlington, TX, started having patients 
use a self check-in process. “I have experienced 
a significant return on investment,” Miller says. 
“It streamlines check-in and frees my staff for 
other tasks.”

Anything physicians can do to use less paper 
is beneficial, Wiley says. Paper forms have many 
drawbacks: Patients aren’t usually able to complete 
them in advance and don’t arrive early enough to 
complete them prior to their appointment; patient 
handwriting may be illegible; and front office staff 
must spend time scanning the forms into the elec-
tronic health records system (EHR).

“Using mobile-friendly forms allows patients to 
provide their information from any device at any 

time before their appointment, which 
increases efficiency for patients and pro-
viders alike,” Wiley says. 

These HIPAA-compliant forms can 
then be uploaded to the patient’s record, 
giving providers immediate access to 
the information that’s critical for accu-
rate diagnosis and successful treatment.

Patient communication
Long gone are the days when patients 
were willing to wait on hold or play 

phone tag to schedule an appointment, hear about 
a lab result, or request a prescription refill. In addi-
tion to communicating with patients via a secure 
portal, another method has emerged as the new 
normal: texting.

“Physicians need to accept that texting is here 
to stay and that it is the preferred method of com-
munication by every generation,” says Kathy Ford, 
president and chief product officer at Rhinogram, 
a telehealth communications company in Chatta-
nooga, TN.

Texting not only improves patient satisfaction, it 
also reduces the administrative burden on physi-
cians and staff. “Physicians love not being tethered 
to a desk in order to respond to patients,” Ford says. 
Staff members can text multiple patients almost 
simultaneously while seeing a 50 percent reduc-
tion in phone calls, according to Rhinogram data. 
The best part? Staff training is minimal, and staff 
are often able to respond to messages within 10 
minutes. Contrast this with voicemails. It typically 
takes staff at least 24 hours or more to respond to 
voice messages, she says.

Practices also may be able to use HIPAA-com-
pliant texting to facilitate and bill for chronic care 
management. Other potential services include 
asynchronous remote evaluations, virtual check-
ins, and online digital evaluation and manage-
ment services, depending on the payer, says Ford. 
These types of visits can be particularly helpful 
during the current COVID-19 outbreak because 
they eliminate the need for patients to come into 
the office, she adds.

When coordinating care with other providers, 
practices spend a considerable amount of time 
sending and receiving paper faxes—a task that 
can be digitized to improve efficiency, says Mor-
gan. Online faxes are automatically downloaded 
into a HIPAA-compliant platform where they can 
be routed to the appropriate individuals (e.g., a 
medical assistant who receives all faxes related 
to durable medical equipment and then contacts 
patients regarding insurance coverage). Staff also 
can send faxes with a click of a mouse.

“Before we went digital, we had to schedule one 
staff member, usually a medical assistant, away 
from their normal duties so they could concen-
trate on faxes,” says Stan Adamek, DO, co-owner 
and physician at Bridgeport Family Medicine in 
Tigard, OR. “We were at the point of deciding to 
hire another employee just to help with all of the 
faxes, medical records and pharmacy requests.”

The return on investment has been signifi-
cant, Adamek says. “Our staff can work more effi-
ciently, and we are saving money from not having 
to buy pallets of printer paper,” he says. “We’ve 
also reduced the cost of shredding services, not 
to mention being able to reduce our impact on the 
environment.”

 TIPS FOR SUCCESS:
– Educate patients. Alert patients waiting on hold 

on the phone that they can text the practice 
instead, Ford says. Put up signs in the waiting 
area informing patients of the option to partic-
ipate in secure texting. Also provide this infor-
mation on the practice’s website and Face-
book page, she adds.

– Obtain patient consent. Per an exclusion in the 
Telephone Consumer Protection Act, practices 
don’t need to obtain patient consent for texting 
about appointment reminders or clinical infor-
mation, but they do need it for everything else, 
even to wish patients happy birthday, Ford says. 
Best practice is to let patients choose what 
types of text messages (if any) they prefer to 
receive. Be sure to inform them that informa-
tion they send isn’t protected until their pro-
vider receives it. This means it isn’t protected 
during transmission from their phone to their 
carrier and from carrier to provider, she adds.

– Use HIPAA-compliant texting. Physicians 
shouldn’t text directly from their private cell 
phone because it’s not secure, and mes-
sages ultimately reside on that phone, not in 
the patient’s record, Ford says.

– Develop protocols for texting. For example, 
determine whether the practice will permit staff 
to text all lab results or only negative ones, Ford 
says. Some practices permit texting positive lab 

Digitize admin tasks to 
reduce staff burdens
Healthcare workers can curb administrative burdens by digitizing electronic health records

TAKE-HOME MESSAGE Physicians enter the 
medical profession because they want to take care of 
patients, not focus on administrative tasks. Yet these 
tasks continue to dominate their time and attention, 
leading to frustration and burnout. Administrative tasks 
also overwhelm staff, fueling job dissatisfaction and 
turnover.
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results because staff can set 
up an in-person appointment 
or coordinate a prescription 
during the conversation.

– Ensure HIPAA-compliant tex-
ting can automatically route 
text messages to the appro-
priate individuals, Ford says. 
Being able to route mes-
sages to specific physicians 
during a specific timeframe 
(e.g., 48 hours post-surgery, 
when complications could 
develop) is also beneficial.

Physician documentation
Physician documentation is one 
of the biggest administrative bur-
dens, requiring 16 minutes on 
average per patient encounter, 
according to a recent study pub-
lished in the New England Jour-
nal of Medicine Journal Watch. 
Yet this documentation drives 
care coordination, medical cod-
ing, reimbursement, quality met-
rics and more. Speech recogni-
tion software (which costs an 
average of $1,200 per physician 
annually) can help reduce doc-
umentation time by as much as 
two hours a day for most physi-
cians, says Peter Durlach, senior 
vice president of health care strat-
egy and new business develop-
ment at Nuance Communications, 
a health care software company 
in Burlington, MA. It can also 
generate higher reimbursement. 
“Physicians using speech recog-
nition tend to describe more of 
what’s going on with the patient,” 
he says. “This means they capture 
patient acuity more accurately to 
drive more accurate payment.”

 TIPS FOR SUCCESS:
– Weigh all options. Some phy-

sicians may prefer to hire an 
onsite or virtual scribe to alle-
viate documentation burdens, 
while others prefer solutions 
that provide a more technol-
ogy-centric experience, such 
as ambient clinical intelli-
gence (ACI), says Durlach. 
With ACI, physicians and 
patients talk and artificial 
intelligence technology con-
verts their dialogue into a 
clinically accurate note pop-
ulated in the EHR, he says.

– Be prepared to validate. 
Today’s speech recognition 
products are highly accu-
rate, regardless of accent 
and specialty. However, phy-
sicians must always review 
the text before signing off on 

Lisa Eramo, MA, has a master’s degree in journalism from Northeastern University. She spe-
cializes in health information management, medical coding, and regulatory topics.  
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it, Durlach says.
– Consider workflow. When using speech recognition, 

it’s often most efficient to dictate during the patient’s 
appointment, Durlach says. Physicians who do this pre-
vent documentation from backing up until the end of the 
day. They also benefit from patients being able to listen 
and make corrections, he adds.
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Glaucoma

This inadvertent iatrogenic effect on 
the ocular surface can precipitate ocular 
surface disease. These changes can lead 
to clinical signs of damage to the cor-
neal and conjunctival surfaces in addi-
tion to symptoms which may inevitably 
lead to a patient’s decreased adherence 
to the prescribed treatment regimen. 

Both the ocular surface damage and 
the increase in symptoms can compli-
cate the care protocol and contribute 
to poor IOP management, increasing 
risk of permanent vision loss. Although 
these preservatives are commonly found 
in many topical ocular formulations, 
when these compounds are used for 
acute conditions they are commonly 
used until the issue resolves (think 
days to weeks). However, IOP-con-
trolling medications are often used for 
extended periods of time (think years, 
if not decades). 

In addition, medical coverage carri-
ers can make it difficult for ODs to do 
their jobs. Pharmacy benefits manag-
ers determine which medications are 
on formulary for any given insurance plan, and 
formularies can frequently change without notice. 

If all things were equal, most optometrists’ first 
choice for therapy would be preservative-free glau-
coma medications. But these options are rarely on 
a preferred tier for most insurance plans, result-

ing in a higher cost to patients. Often, 
ODs must show generic options or pre-
ferred covered medications have been 
tried before appealing for tier exemp-
tions on behalf of patients. 

Because the hassle of dealing with 
the prior authorizations and expected 
pharmacy callbacks for medication sub-
stitutions falls on ODs and their staffs, 
providers may opt to prescribe a generic 
medication with potentially detrimen-
tal preservative side effects in order to 
get a patient some form of treatment. 

Effects of BAK
Speaking of preservatives and their 
effects on the ocular surface—which 
preservative is the biggest offender? Ben-
zalkonium chloride (BAK) is by far the 
most common and the worst for the sur-
face of the eyes.3

This preservative is bactericidal and 
has surfactant properties. The mech-
anism of action for BAK is to destroy 
cell membranes to kill pathogens. While 
this may sound great, it is an indis-

criminate killer. In studies of cell culture models 
at concentrations of 0.0001% BAK, the arrest of 
cell growth is noted. At concentrations of 0.01% 
BAK, cellular apoptosis occurs, and at concentra-
tions of 0.05% to 0.1% BAK, there is cell necrosis.4,5 

BAK is especially prevalent in generic ophthal-

mic formulations. While other ophthalmic drops 
with different preservatives are available and have 
been shown to be less toxic than drops contain-
ing BAK, you should keep in mind that ultimately 
the best option is preservative free.2,6 

Fortunately, ODs have options—there are a vari-
ety of preservative-free medications for IOP control 
[Table 1].7 There are also manufacturer programs 
available for preservative-free medications to be 
direct shipped to patients at a fixed cost. For exam-
ple, Akorn has created a program called EyeRxDi-
rect in partnership with Eagle Pharmacy in Florida 
that can provide Zioptan (tafluprost 0.0015%) and 
Cosopt PF (dorzolamide HCL 2% -timolol maleate 
0.5%) for $45 or less for all patients regardless of 
insurance plan or coverage. 

Prostaglandins are still first-line medication 
therapy for most patients, but some patients can-
not manage with preservative-free drops in vials. 
ODs are able to stay within the category and still 
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Figure 1. Example of toxic keratitis due to BAK-preserved glaucoma medication in Patient 1.   Figure 2. Example of toxic keratitis due to BAK-preserved glaucoma medication in Patient 2.  Figure 3. Resolved toxic 
keratitis due to BAK-preserved glaucoma medication in Patient 2.
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move away from a BAK-preserved drop with a 
newer arrival to the market in Xelpros (latanoprost 
0.005%, Sun) which is preserved with potassium 
sorbate and comes in a standard medication bottle. 

Considering options
ODs should reassess what they think of as their 
first line of treatment while bypassing the poten-
tially adverse effects of repetitively bathing the 
ocular surface in preservatives. In March 2019, 
Gazzard et al suggested that selective laser trabec-
uloplasty (SLT) should be considered a first-line 
treatment choice for treatment-naive open-angle 
glaucoma or ocular hypertensive patients. Patients 
in that study were able to delay topical therapy by 
at least 3 years.8 

Because of this study, we have adjusted our 
clinical practice and started offering SLT as first-
line treatment. In doing so we can avoid, or at 
least delay, initiating topical medications and the 
potential for continued exposure of offending pre-
servatives to the ocular surface. Additionally, SLT 
should also be considered in lieu of adding a sec-
ond medication when one medication is inadequate 
in controlling the patient’s glaucoma.

One thing to keep in mind about α-2 agonists is 
the potential for a delayed hypersensitivity reac-
tion.9 Clinically it presents similar to a viral follic-
ular conjunctivitis. This is worse with higher con-

centration of brimonidine and apraclonidine (Iopi-
dine, Novartis).10,11 Consider using branded Alpha-
gan-P (0.1% brimonidine tartrate, Allergan, Inc.) 
which contains a lower concentration of brimo-
nidine and different preservative (Purite vs BAK). 
This will in turn lead to a lower possibility of an 
allergic reaction to brimonidine and less irritation 
to the ocular surface. Once an allergy is developed, 
α-2 agonists are no longer part of ODs’ armamen-
tarium for treating glaucoma. 

Seeing red
What’s the first thing that we typically do when 
patients complains about irritation or discomfort 
with their glaucoma medications? I’d like to say  
it is to switch them to a preservative free option 
but most of the time the doctor will just recom-
mend an over-the-counter artificial tear. 

Some of the preservatives common in artificial 
tears include BAK (SootheXP, Bausch + Lomb), 
Polyquad (Systane, Alcon), Purite (Refresh, Aller-
gan). Even though Polyquad and Purite are less 
toxic than BAK, they still add to the preserva-
tive exposure of the ocular surface, furthering the 
potential for ocular surface disease.12

And for those patients who complain of the 
redness commonly caused by PGAs or the ocular 
sequelae of other preserved topical medications? 
Don’t be surprised to find that they may be reach-

ing for a redness relief drop. 
Lumify (0.025% brimonidine, Bausch + Lomb) is 

a wonderful vasoconstrictor for redness relief that 
we use as short-term adjunct therapy for allergy 
patients, but it also contains BAK. Another com-
mon drop for redness relief is Visine Max (John-
son & Johnson Consumer). This drop is also pre-
served with BAK. 

The addition of another preservative onto the 
ocular surface to treat a common side effect of 
your prescribed therapy may be the tipping point 
for your patient’s ocular surface. So be sure to ask 
your patients what they use for their eyes and how 
often as this may help answer why clinical signs 
and symptoms are worse at follow up than nor-
mally anticipated.

Looking ahead
What’s coming down the pipeline? A company 
called TearClear is working on a novel device that 
will be able to remove the preservative in a drop 
before the drop is delivered onto the ocular surface. 
If successful, this device will be helpful in open-
ing the door to a preservative-free version of topical 
glaucoma medications currently available.

Preserved medications for glaucoma will forever 
be a treatment choice for IOP-challenged patients. 
Understand that ODs has choices when treating 

MEDICATION INGREDIENT MANUFACTURER PRESERVATIVE

Simbrinza Brinzolamide/brimonidine Novartis BAK 0.03%

Rocklatan Netarsudil/latanoprost Aerie BAK 0.02%

Xalatan Latanoprost Pfizer BAK 0.02%

Lumiagan Bimatoprost Allergan BAK 0.02%

Rhopressa Netarsudil Aerie BAK 0.015%

Azopt Brinzolamide Akorn BAK 0.01%

Timoptic Timolol maleate Valeant BAK 0.01%

Trusopt Dorzolamide Merck BAK 0.0075%

Cosopt Dorzolamide/timolol Akorn BAK 0.0075%

Combigan Brimonidine/timolol Alcon BAK 0.005%

Xelpros Latanoprost Sun Potassium sorbate 0.47%

Travatan Z Travoprost Alcon SofZia

Alphagan P Brimonidine Allergan Purite

Zioptan Tafluprost Akorn None

Cosopt PF Dorzolamide/timolol Akorn None

Vyzulta Latanoprostene bunod B+L BAK 0.2 mg/mL

 TABLE 1  Topical glaucoma medications and preservatives

See Glaucoma medications on page 34Im
ag

e 
co

ur
te

sy
 o

f 
D

av
iz

ro
 P

ho
to

gr
ap

hy
 @

A
do

be
 S

to
ck



34 Glaucoma

patients, including choices within your 
drug classes and choices for procedures 
instead of medications. 

Choosing to use preservative-free 
medications or medications with less 
offensive preservatives should be con-
sidered. Additionally, be sure to ask 
what other drops a patient may be using 
for dry eye, allergy, or redness relief. 

For optometrists who treat and 
manage glaucoma in their offices, 
awareness of patients’ ocular surface 
can be the key to unlocking success-
ful care for glaucoma patients.
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Dr. Dang focuses on ocular surface disease and dry eye. He 
earned his Doctorate of Optometry degree from Southern 
California College of Optometry. In 2016, he received his Fel-
lowship with the American Academy of Optometry. Dr. Dang 
is fluent in English, French, and Cantonese and enjoys car-
ing for patients of all ages and backgrounds. When he is not 
pursuing his passions within eye care, he travels the world 
with his wife and two young sons. In his free time, Dr. Dang 
used to play competitive table tennis but has now moved on 
to pickleball, the fastest growing sport in America. Dr. Dang 
speaks on behalf of Johnson & Johnson Vision Care, Novar-
tis, and ScienceBased Health. 

 vdang@empireeyeandlaser.com

Dr. Bajwa practices medical eye care treating and man-
aging ocular disease, as well as ophthalmic surgical pre- 
and post-operative care. He is residency trained and a Dip-
lomate of the American Board of Optometry. Dr. Bajwa 
served as president of the California Optometric Association 
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