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At which point do we decide to stop learn-

ing? If you are reading this journal, the an-

swer is likely never because we clinicians 

are always thinking, deducing, diagnosing, 

and treating. 

A better question would be—when do we 

decide to stop our formal education? For 

many, optometry school graduation is the 

final capstone to our coursework. Some of 

us forge ahead with residency, fellowship, 

master’s degrees, or doctorates. 

For those of us who plunged forward with 

a residency, some had life- and career-alter-

ing experiences. Here is the story of mine.

By Crystal M. Brimer, OD, FAAO

Which is the problem with contact lenses 

noncompliance: the recommended return 

date for prescription renewal or the dis-

posal schedule?

Often the two are indiscernible because 

most contact lens patients come in for one 

reason and one reason only—they are out 

of contact lenses. Why? Because patients 

tend to overextend the life of their lenses 

or buy an extra supply online before their 

prescriptions expired. 

Is this stereotyping of our contact lens 

patients justified, or are the rest of our pa-

tients remaining compliant only because 

By David Mashidas, OD
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FIGURE 1. Diabetic retinopathy as seen on OCT.
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T
he destructive effects of diabetes 

mellitus (DM) are far reaching, and 

optometrists see patients with diabe-

tes in their chairs every day. 

Ocular effects of diabetes include chang-

ing vision, dryness, diabetic retinopathy, 

diabetic macular edema, cataracts and 

glaucoma. Vision changes may include re-

duction in visual acuity, refractive error, 

color vision and accommodative dysfunc-

tion. Dryness is usually the end result of 

a neurotrophic cornea in addi-

tion to sluggish glands lead-

ing to tear deficiency.

FIGURE 2. Diabetic retinopathy.

Diabetic retinopathy
Diabetic retinopathy (DR) is a disease of the 

retina caused by diabetes that involves dam-

age to tiny blood vessels in the back of the eye. 

Diabetic retinopathy afflicts 93 million people 

worldwide, and 28 million of these have vi-

sion-threatening DR.1-3 These numbers are ex-

5 methods 
to drive contact 
lens compliance
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INDICATIONS AND USAGE
TRAVATAN Z® (travoprost ophthalmic solution) 0.004% is indicated for the reduction 
of elevated intraocular pressure (IOP) in patients with open-angle glaucoma or 
ocular hypertension.

Dosage and Administration
The recommended dosage is one drop in the affected eye(s) once daily in the evening. 
TRAVATAN Z® Solution should not be administered more than once daily since it has 
been shown that more frequent administration of prostaglandin analogs may decrease 
the IOP lowering effect.

TRAVATAN Z® Solution may be used concomitantly with other topical ophthalmic drug 
products to lower IOP. If more than one topical ophthalmic drug is being used, the 
drugs should be administered at least 5 minutes apart.

IMPORTANT SAFETY INFORMATION
Warnings and Precautions
Pigmentation—Travoprost ophthalmic solution has been reported to increase the 
pigmentation of the iris, periorbital tissue (eyelid), and eyelashes. Pigmentation is 
expected to increase as long as travoprost is administered. After discontinuation of 
travoprost, pigmentation of the iris is likely to be permanent, while pigmentation of 
the periorbital tissue and eyelash changes have been reported to be reversible in 
some patients. The long-term effects of increased pigmentation are not known. While 
treatment with TRAVATAN Z® Solution can be continued in patients who develop 
noticeably increased iris pigmentation, these patients should be examined regularly.

Eyelash Changes—TRAVATAN Z® Solution may gradually change eyelashes and vellus 
hair in the treated eye. These changes include increased length, thickness, and number 
of lashes. Eyelash changes are usually reversible upon discontinuation of treatment.

Intraocular Inf ammation—TRAVATAN Z® Solution should be used with caution in 
patients with active intraocular inf ammation (e.g. uveitis) because the inf ammation 
may be exacerbated.

Macular Edema—Macular edema, including cystoid macular edema, has been reported 
during treatment with travoprost ophthalmic solution. TRAVATAN Z® Solution should be 
used with caution in aphakic patients, in pseudophakic patients with a torn posterior 
lens capsule, or in patients with known risk factors for macular edema.

Angle-closure, Inf ammatory, or Neovascular Glaucoma—TRAVATAN Z® Solution has not 
been evaluated for the treatment of angle-closure, inf ammatory or neovascular glaucoma.

Bacterial Keratitis—There have been reports of bacterial keratitis associated with the 
use of multiple-dose containers of topical ophthalmic products. These containers had 
been inadvertently contaminated by patients who, in most cases, had a concurrent 
corneal disease or a disruption of the ocular epithelial surface.

Use with Contact Lenses—Contact lenses should be removed prior to instillation of 
TRAVATAN Z® Solution and may be reinserted 15 minutes following its administration.

Adverse Reactions
The most common adverse reaction observed in controlled clinical trials with 
TRAVATAN® (travoprost ophthalmic solution) 0.004% and TRAVATAN Z® Solution was 
ocular hyperemia, which was reported in 30% to 50% of patients. Up to 3% of patients 
discontinued therapy due to conjunctival hyperemia. Ocular adverse reactions reported 
at an incidence of 5% to 10% in these clinical trials included decreased visual acuity, 
eye discomfort, foreign body sensation, pain, and pruritus.

Additional adverse reactions have been identif ed during post approval use of 
TRAVATAN® or TRAVATAN Z® in clinical practice. The reactions, which have been 
chosen for inclusion due to either their seriousness, frequency of reporting, possible 
causal connection to TRAVATAN® or TRAVATAN Z®, or a combination of these factors, 
include: arrhythmia, vomiting, epistaxis, tachycardia, and insomnia. In postmarketing 
use with prostaglandin analogs, periorbital and lid changes including deepening of the 
eyelid sulcus have been observed.

Use in Specif c Populations
Use in pediatric patients below the age of 16 years is not recommended because of potential 
safety concerns related to increased pigmentation following long-term chronic use.

For additional information on TRAVATAN Z® Solution, please refer to the Brief 
Summary of Prescribing Information on the following page.

For newly diagnosed patients with elevated IOP

Power from the start.
Foundation for the journey.

TRAVATAN Z® Solution has no FDA-approved therapeutic equivalent available

* Study Design: Double-masked, randomized, parallel-group, multicenter noninferiority comparison of the 

eff cacy and safety of travoprost 0.004% preserved with benzalkonium chloride (BAK) and TRAVATAN Z® 

Solution after 3 months of treatment in patients with open-angle glaucoma or ocular hypertension. Mean 

baseline IOPs were 27.0 mm Hg (n=322), 25.5 mm Hg (n=322), and 24.8 mm Hg (n=322) at 8 AM, 10 AM, 

and 4 PM for TRAVATAN Z® Solution. At the end of month 3, the TRAVATAN Z® Solution group had mean IOPs 

(95% CI for the treatment differences) of 18.7 mm Hg (-0.4, 0.5), 17.7 mm Hg (-0.4, 0.6), and 17.4 mm Hg 

(-0.2, 0.8) at 8 AM, 10 AM, and 4 PM, respectively. Statistically equivalent reductions in IOP (95% CI about the 

treatment differences were entirely within ±1.5 mm Hg) were demonstrated between the treatments at all 

study visits during the 3 months of treatment.1

Reference: 1. Lewis RA, Katz GJ, Weiss MJ, et al; for Travoprost BAC-free Study Group. Travoprost 0.004% 

with and without benzalkonium chloride: a comparison of safety and eff cacy. J Glaucoma. 2007;16(1):98-103.

Let’s continue the IOP-lowering journey.

Learn more at www.DecadeOfDrops.com.

Sustained 30% IOP lowering at 12, 14, and 

20 hours postdose in a 3-month study1*

Novartis Pharmaceuticals Corporation
East Hanover, New Jersey 07936-1080 © 2018 Novartis 3/18 TRZ-1355622
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BRIEF SUMMARY OF PRESCRIBING INFORMATION

INDICATIONS AND USAGE

TRAVATAN Z® (travoprost ophthalmic solution) 0.004% is indicated for the reduction of elevated intraocular 

pressure in patients with open-angle glaucoma or ocular hypertension.

DOSAGE AND ADMINISTRATION

The recommended dosage is one drop in the affected eye(s) once daily in the evening.  

TRAVATAN Z® (travoprost ophthalmic solution) should not be administered more than once daily since it 

has been shown that more frequent administration of prostaglandin analogs may decrease the intraocular 

pressure lowering effect.

Reduction of the intraocular pressure starts approximately 2 hours after the first administration with 

maximum effect reached after 12 hours. 

TRAVATAN Z® Solution may be used concomitantly with other topical ophthalmic drug products to lower 

intraocular pressure. If more than one topical ophthalmic drug is being used, the drugs should be 

administered at least five (5) minutes apart.

CONTRAINDICATIONS

None

WARNINGS AND PRECAUTIONS

Pigmentation

Travoprost ophthalmic solution has been reported to cause changes to pigmented tissues. The most 

frequently reported changes have been increased pigmentation of the iris, periorbital tissue (eyelid) and 

eyelashes. Pigmentation is expected to increase as long as travoprost is administered. The pigmentation 

change is due to increased melanin content in the melanocytes rather than to an increase in the number 

of melanocytes. After discontinuation of travoprost, pigmentation of the iris is likely to be permanent, while 

pigmentation of the periorbital tissue and eyelash changes have been reported to be reversible in some 

patients. Patients who receive treatment should be informed of the possibility of increased pigmentation. 

The long term effects of increased pigmentation are not known.

Iris color change may not be noticeable for several months to years. Typically, the brown pigmentation 

around the pupil spreads concentrically towards the periphery of the iris and the entire iris or parts of the 

iris become more brownish. Neither nevi nor freckles of the iris appear to be affected by treatment. While 

treatment with TRAVATAN Z® (travoprost ophthalmic solution) 0.004% can be continued in patients who 

develop noticeably increased iris pigmentation, these patients should be examined regularly.

Eyelash Changes

TRAVATAN Z® Solution may gradually change eyelashes and vellus hair in the treated eye. These changes 

include increased length, thickness, and number of lashes. Eyelash changes are usually reversible upon 

discontinuation of treatment.

Intraocular Inflammation

TRAVATAN Z® Solution should be used with caution in patients with active intraocular inflammation  

(e.g., uveitis) because the inflammation may be exacerbated.

Macular Edema

Macular edema, including cystoid macular edema, has been reported during treatment with travoprost 

ophthalmic solution. TRAVATAN Z® Solution should be used with caution in aphakic patients, in pseudophakic 

patients with a torn posterior lens capsule, or in patients with known risk factors for macular edema. 

Angle-closure, Inflammatory or Neovascular Glaucoma  

TRAVATAN Z® Solution has not been evaluated for the treatment of angle-closure, inflammatory or 

neovascular glaucoma.

Bacterial Keratitis

There have been reports of bacterial keratitis associated with the use of multiple-dose containers of 

topical ophthalmic products. These containers had been inadvertently contaminated by patients who,  

in most cases, had a concurrent corneal disease or a disruption of the ocular epithelial surface.

Use with Contact Lenses

Contact lenses should be removed prior to instillation of TRAVATAN Z® Solution and may be reinserted  

15 minutes following its administration.

ADVERSE REACTIONS

Clinical Studies Experience

Because clinical studies are conducted under widely varying conditions, adverse reaction rates observed 

in the clinical studies of a drug cannot be directly compared to rates in the clinical studies of another drug 

and may not reflect the rates observed in practice. The most common adverse reaction observed  

in controlled clinical studies with TRAVATAN® (travoprost ophthalmic solution) 0.004% and  

TRAVATAN Z® (travoprost ophthalmic solution) 0.004% was ocular hyperemia which was reported in 30 to 

50% of patients. Up to 3% of patients discontinued therapy due to conjunctival hyperemia. Ocular adverse 

reactions reported at an incidence of 5 to 10% in these clinical studies included decreased visual acuity, eye 

discomfort, foreign body sensation, pain and pruritus. Ocular adverse reactions reported at an incidence of 

1 to 4% in clinical studies with TRAVATAN® or TRAVATAN Z® Solutions included abnormal vision, blepharitis, 

blurred vision, cataract, conjunctivitis, corneal staining, dry eye, iris discoloration, keratitis, lid margin 

crusting, ocular inflammation, photophobia, subconjunctival hemorrhage and tearing.

Nonocular adverse reactions reported at an incidence of 1 to 5% in these clinical studies were allergy, 

angina pectoris, anxiety, arthritis, back pain, bradycardia, bronchitis, chest pain, cold/flu syndrome, 

depression, dyspepsia, gastrointestinal disorder, headache, hypercholesterolemia, hypertension, 

hypotension, infection, pain, prostate disorder, sinusitis, urinary incontinence and urinary tract infections.

In postmarketing use with prostaglandin analogs, periorbital and lid changes including deepening of the 

eyelid sulcus have been observed.

USE IN SPECIFIC POPULATIONS

Pregnancy 

Pregnancy Category C

Teratogenic effects: Travoprost was teratogenic in rats, at an intravenous (IV) dose up to  

10 mcg/kg/day (250 times the maximal recommended human ocular dose (MRHOD), evidenced by an 

increase in the incidence of skeletal malformations as well as external and visceral malformations, such 

as fused sternebrae, domed head and hydrocephaly. Travoprost was not teratogenic in rats at IV doses up 

to 3 mcg/kg/day (75 times the MRHOD), or in mice at subcutaneous doses up to 1 mcg/kg/day (25 times 

the MRHOD). Travoprost produced an increase in post-implantation losses and a decrease in fetal viability 

in rats at IV doses > 3 mcg/kg/day (75 times the MRHOD) and in mice at subcutaneous doses  

> 0.3 mcg/kg/day (7.5 times the MRHOD). 

In the offspring of female rats that received travoprost subcutaneously from Day 7 of pregnancy to lactation Day 

21 at doses of ≥ 0.12 mcg/kg/day (3 times the MRHOD), the incidence of postnatal mortality was increased, and 

neonatal body weight gain was decreased. Neonatal development was also affected, evidenced by delayed eye 

opening, pinna detachment and preputial separation, and by decreased motor activity.

There are no adequate and well-controlled studies of TRAVATAN Z® (travoprost ophthalmic solution) 0.004% 

administration in pregnant women. Because animal reproductive studies are not always predictive of 

human response, TRAVATAN Z® Solution should be administered during pregnancy only if the potential 

benefit justifies the potential risk to the fetus.

Nursing Mothers

A study in lactating rats demonstrated that radiolabeled travoprost and/or its metabolites were excreted in 

milk. It is not known whether this drug or its metabolites are excreted in human milk. Because many drugs 

are excreted in human milk, caution should be exercised when TRAVATAN Z® Solution is administered to a 

nursing woman.

Pediatric Use

Use in pediatric patients below the age of 16 years is not recommended because of potential safety 

concerns related to increased pigmentation following long-term chronic use.

Geriatric Use

No overall clinical differences in safety or effectiveness have been observed between elderly and other 

adult patients.

Hepatic and Renal Impairment

Travoprost ophthalmic solution 0.004% has been studied in patients with hepatic impairment and also in 

patients with renal impairment. No clinically relevant changes in hematology, blood chemistry, or urinalysis 

laboratory data were observed in these patients.

NONCLINICAL TOXICOLOGY

Carcinogenesis, Mutagenesis, Impairment of Fertility 

Two-year carcinogenicity studies in mice and rats at subcutaneous doses of 10, 30, or 100 mcg/kg/day 

did not show any evidence of carcinogenic potential. However, at 100 mcg/kg/day, male rats were only 

treated for 82 weeks, and the maximum tolerated dose (MTD) was not reached in the mouse study. The high 

dose (100 mcg/kg) corresponds to exposure levels over 400 times the human exposure at the maximum 

recommended human ocular dose (MRHOD) of 0.04 mcg/kg, based on plasma active drug levels. Travoprost 

was not mutagenic in the Ames test, mouse micronucleus test or rat chromosome aberration assay. 

A slight increase in the mutant frequency was observed in one of two mouse lymphoma assays in the 

presence of rat S-9 activation enzymes. 

Travoprost did not affect mating or fertility indices in male or female rats at subcutaneous doses up to  

10 mcg/kg/day [250 times the maximum recommended human ocular dose of 0.04 mcg/kg/day on a mcg/kg 

basis (MRHOD)]. At 10 mcg/kg/day, the mean number of corpora lutea was reduced, and the post-implantation 

losses were increased. These effects were not observed at 3 mcg/kg/day (75 times the MRHOD).

PATIENT COUNSELING INFORMATION

Potential for Pigmentation

Patients should be advised about the potential for increased brown pigmentation of the iris, which may be 

permanent. Patients should also be informed about the possibility of eyelid skin darkening, which may be 

reversible after discontinuation of TRAVATAN Z® (travoprost ophthalmic solution) 0.004%.

Potential for Eyelash Changes

Patients should also be informed of the possibility of eyelash and vellus hair changes in the treated eye 

during treatment with TRAVATAN Z® Solution. These changes may result in a disparity between eyes in 

length, thickness, pigmentation, number of eyelashes or vellus hairs, and/or direction of eyelash growth. 

Eyelash changes are usually reversible upon discontinuation of treatment.

Handling the Container 

Patients should be instructed to avoid allowing the tip of the dispensing container to contact the eye, 

surrounding structures, fingers, or any other surface in order to avoid contamination of the solution by 

common bacteria known to cause ocular infections. Serious damage to the eye and subsequent loss of 

vision may result from using contaminated solutions.

When to Seek Physician Advice

Patients should also be advised that if they develop an intercurrent ocular condition (e.g., trauma or 

infection), have ocular surgery, or develop any ocular reactions, particularly conjunctivitis and eyelid 

reactions, they should immediately seek their physician’s advice concerning the continued use of 

TRAVATAN Z® Solution.

Use with Contact Lenses

Contact lenses should be removed prior to instillation of TRAVATAN Z® Solution and may be reinserted  

15 minutes following its administration.

Use with Other Ophthalmic Drugs

If more than one topical ophthalmic drug is being used, the drugs should be administered at least five (5) 

minutes between applications.

Rx Only
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I 
expect that within most professions there 

exists a certain degree of subjectivity about 

how one is perceived by the “general pub-

lic.” ODs may, from time to time, fall out of 

tune with what our patients are encounter-

ing in eye care beyond our own practices. 

Finger on the pulse
For this reason, now and then I will peruse 

the eyecare aisle of a pharmacy or grocery 

store to see what our patients are seeing. I 

look at over-the-counter readers to see what 

powers are available, and I look at shelves 

to see what companies may be paying to get 

their products placed at eye level. I examine 

ingredients of eye health vitamin formula-

tions to see to which study they correspond.

Of course, any look at what our patients 

are experiencing would be incomplete with-

out an Internet search. So, every so often I 

search the news with the keyword “optom-

etry” to see what our patients may be seeing. 

Much of what I come across is positive. For 

example, I recently saw an uplifting article 

detailing how the Northeastern State Uni-

versity Oklahoma College of Optometry has 

a rich history going back decades of caring 

for the Cherokee Nation.1 I also saw a piece 

regarding a Pacific University College of Op-

tometry alumna publishing a book for chil-

dren going to the eye doctor—Buddy Gets His 

First Pair of Glasses.2 I’m considering a copy 

for my reception area.

Negative perception
However, negative news sells. So, it is not sur-

prising to see an article alleging that coman-

agement of cataract surgery by ODs is putting 

African Americans at risk for complications.3

ODs are able to read such articles and 

notice the lack of evidence support-

ing such claims. However, many pa-

tients don’t know what they don’t 

know, and damage can be done.

Anti-optometry propaganda oc-

casionally shows itself in the media, 

especially in proposed changes to scopes 

of practice. This can get ugly, but I am usually 

pleased with the professional responses on the 

part of optometry. We do not define ourselves 

by what we are not, but rather what we are: 

doctors for the human eye and adnexa. As 

such, we are responsible for informing the 

public of what we do. We also expose mis-

information for what it is: misinformation.

Media skills
When I was president of the Georgia Opto-

metric Association (GOA), I got a firsthand 

look at how the GOA informs the public of 

the good being done by ODs in our state. 

The GOA uses a media relations firm, which 

does a tremendous job of making us look 

and sound, well, presentable in the media. 

Media relations firms have relationships 

with the media, and they can successfully 

pitch stories. Our firm teaches GOA leader-

ship how to approach media and respond 

to questions. When an interviewer 

asks a question that is off-task or 

intended to get an emotional re-

sponse, politely acknowledging said 

question and getting back to one’s 

talking points can be tricky. That 

How the public perceives optometry

Editorial Advisory Board

Benjamin P. Casella, OD, FAAO Chief Optometric Editor
Editorial Advisory Board members are optometric thought leaders. They contribute 

ideas, offer suggestions, advise the editorial staff, and act as industry ambassadors 

for the journal.

Jeffrey Anshel, OD, FAAO
Ocular Nutrition Society

ENCINITAS, CA

Sherry J. Bass, OD, FAAO
SUNY College of Optometry

NEW YORK, NY

Justin Bazan, OD
Park Slope Eye

BROOKLYN, NY 

Ernest L. Bowling, OD, FAAO
GADSDEN, AL

Crystal Brimer, OD, FAAO
Crystal Vision Services
WILMINGTON, NC 

Michael Brown, OD, FAAO 
U.S. Department of Veterans Affairs 

HUNTSVILLE, AL 

Mile Brujic, OD, FAAO
Premier Vision Group

BOWLING GREEN, OH

Diana Canto-Sims, OD
Buena Vista Optical

CHICAGO

Michael A. Chaglasian, OD, FAAO
Illinois Eye Institute

CHICAGO, IL

A. Paul Chous, OD, MA, FAAO
Chous Eye Care Associates

TACOMA, WA

Clark Y. Chang, OD, MSA, MSc, FAAO
Wills Eye Hospital

PHILADELPHIA, PA

Michael P. Cooper, OD
Solinsky EyeCare

WEST HARTFORD, CT

Melanie Denton, OD, MBA, FAAO
Salisbury Eyecare and Eyewear

SALISBURY, NC

Marta Fabrykowski, OD
Manhattan Eye, Ear 
and Throat Hospital Ophthalmology 

NEW YORK, NY

Steven Ferucci, OD, FAAO
Sepulveda VA Ambulatory Care Center 
& Nursing Home

SEPULVEDA, CA 

Barbara Fluder, OD
Williams Eye Institute

MERRILLVILLE, IN

Lisa Frye, ABOC, FNAO
Eye Care Associates,

BIRMINGHAM, AL

Ben Gaddie, OD, FAAO
Gaddie Eye Centers

LOUISVILLE, KY

David I. Geffen, OD, FAAO
Gordon Weiss Schanzlin Vision Institute

SAN DIEGO, CA 

Jeffry D. Gerson, OD, FAAO
WestGlen Eyecare

SHAWNEE, KS

Alan Glazier, OD, FAAO 
Shady Grove Eye and Vision Care 

ROCKVILLE, MD

Scott G. Hauswirth, OD, FAAO 
University of Colorado School of Medicine 

AURORA, CO

Milton M. Hom, OD, FAAO
AZUSA, CA

David L. Kading, OD, FAAO
Specialty Eyecare Group

KIRKLAND, WA

Danica J. Marrelli, OD, FAAO
University of Houston College of Optometry

HOUSTON, TX

Katherine M. Mastrota, MS, OD, FAAO
Hotel Association of New York City Health Center

NEW YORK, NY

Pamela J. Miller, OD, FAAO, JD
HIGHLAND, CA

Leslie O’Dell, OD, FAAO
Dry Eye Treatment Center

HANOVER, PA

Mohammad Rafi eetary, OD, FAAO
Charles Retina Institute

MEMPHIS, TN

Stuart Richer, OD, PhD, FAAO
James Lovell Federal Health Care Facility

NORTH CHICAGO, IL 

John Rumpakis, OD, MBA, FAAO
Practice Resource Management

LAKE OSWEGO, OR 

Scott E. Schachter, OD
Advanced Eyecare

PISMO BEACH, CA 

Leo P. Semes, OD, FAAO
University of Alabama at Birmingham
School of Optometry

BIRMINGHAM, AL

Diana L. Shechtman, OD, FAAO
Nova Southeastern University

FORT LAUDERDALE, FL

Joseph P. Shovlin, OD, FAAO, DPNAP
Northeastern Eye Institute

SCRANTON, PA

Joseph Sowka, OD, FAAO
Nova Southeastern University College of Optometry

FORT LAUDERDALE, FL

Tracy L. Schroeder Swartz, OD, FAAO
Madison Eye Care

MADISON, AL

Marc B. Taub, OD, MS, FAAO, FCOVD
Southern College of Optometry

MEMPHIS, TN

William D. Townsend, OD, FAAO
Advanced Eye Care

CANYON, TX

William J. Tullo, OD, FAAO
TLC Laser Eye Centers/
Princeton Optometric Physicians

PRINCETON, NJ

Thomas A. Wong, OD
State University of New York College of Optometry

NEW YORK, NY 

Ernest L. Bowling, OD, FAAO Editor Emeritus  2012-2017

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. 

Michael 

Ohlson gives 

questions to ask 

about CE. See 

page 16.

See Public perception on page 7

JUNE 2018 | 4

Chief Optometric EditorFROM 
THE

ES1059320_OP0618_004.pgs  05.31.2018  03:09    ADV  blackyellowmagentacyan

mailto:bpcasella@gmail.com
http://optometrytimes.modernmedicine.com/


18"

26'

31"

SHARPNESS AT ALL DISTANCESThe Lens with  

the “Wow” Factor

VARILUX® X SERIES™ LENSES WITH XTEND™ TECHNOLOGY

“Great progressive lens with virtually no peripheral aberrations. 

It feels like a single vision lens. I describe it to my customers as 

the lens with the ‘Wow’ factor!”  -Medford Optical 
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Benefits of color vison testing in diabetes
OptometryTimes.com/DiabetesCV

9 things glaucoma patients want to know
OptometryTimes.com/NineGlaucomaPoints 

Work with patients to combat contact lens obsolescence
OptometryTimes.com/CLObsolence

Like books and e-readers, old and new can live together in harmony
OptometryTimes.com/OldandNew

Increase contact lens comfort by paying attention to the lids
OptometryTimes.com/IncreaseCLComfort

How to start treating dry eye at your practice
OptometryTimes.com/StartTreatingDryEye

4 technologies 
that improve patient 
interactions 
Many technologies have hit the scene to help 

improve the way doctor and patients interact. 

Melanie Denton, OD, shares the four tech-

nologies that have helped take her doctor/

patient interactions to the next level.

OptometryTimes.com/NewTech

Cosmetic dangers: Part 3—Keep patients informed, report cosmetic problems
In the final part of her three-part series on cosmetic dangers, Tracy Schroeder-Swartz, OD, MS, 

FAAO, explains the importance of keeping patients informed of cosmetic dangers and how to 

properly report cosmetic problems.  OptometryTimes.com/CosmeticDangersPt3

@Digit l6

Optometry Times offers weekly blogs from some of the leaders in the optometric profession. 
Haven’t read them yet? Here’s what you’re missing.

Optometry Times blogs 

1

2

TOP HEADLINES Check out what your colleagues are reading.

3

TOP SOCIAL 
See what others are reading on Facebook, Twitter, and Instagram.

STAY IN TOUCH

1

LIKE US facebook.com/OptometryTimes TWEET US twitter.com/OptometryTimes FOLLOW US instagram.com/optometrytimes

CASE  REPOR T

By Jim Owen, OD, MBA, FAAO

Almost two decades ago, “The Cornea is 

not a Piece of Plastic” was published, and 

it outlined how Munnerlyn’s formula is the 

appropriate starting point for evaluating how 

much tissue is removed from the cornea and 

how it responds. Unfortunately, it does not 

answer the most important question, 

what is the biomechanical stability 

of the cornea.1 

The challenge is the cornea is not 

plastic but visco-elastic, having prop-

erties of both a viscous and elastic 

media.

One of the worst outcomes of laser 

refractive surgery is corneal ectasia, 

and the ability to diagnose this con-

dition has changed over time. An 

ectatic cornea is often said to lack 

Learn how to start a group in 

your area from a 40-year study 

group veteran

By Jerry Jacobs, OD, FAAO

A study group provides a forum for members 

who have a common interest in sharing in-

formation on numerous topics, such as office 

management, ocular pathology, new equip-

ment and technology, networking, and more. 

As our offices change with additions like 

electronic health records, optical coherence 

tomography (OCT), Medicare Access and CHIP 

Reauthorization Act (MACRA) and Merit-

Based Incentive Payment System (MIPS), it 

Technology  

helps to diagnose 

corneal ectasia 

How a study group 

can help you

See Study group on page 20

See Corneal ectasia on page 12

F
luorescein staining comes in many 

different patterns and presentations. 

Although corneal filaments tend to 

stand out when stained with fluores-

cein, they can be missed and mistaken for 

excessive tear debris, which is common in 

ocular surface disease. 

Adherence of these mucus strands to the 

corneal basal epithelium or basement mem-

brane can be a differentiating feature of fila-

mentary keratitis that can help lead the cli-

nician down the right path in the treatment 

and management of this condition. 

Case

A 56-year-old female patient presented to 

our clinic for consultation. She was referred 

from an outside optometrist for severe dry 

eye disease. The patient presented with com-

plaints of a sandy, gritty feeling in both eyes, 

especially at night and before bed. She also 

complained of fluctuating vision, worse in 

the morning and evening. 

Her only medications were omega-3 sup-

plements. The referring provider prescribed 

fluorometholone 0.1% (FML, Allergan) three 

See Filamentary case on page 18

By Jacob R. Lang, OD, FAAO, and Laura L. Capelle, OD

MAY 2018
VOL . 10 , NO. 05

Why inflammation key 

to filamentary keratitis

Dry eye consultation leads to long-term 

mucolytic agent therapy 

FIGURE 2. 

Recurrence of corneal 

filaments at follow-up. 

Note the uptake of fluo-

rescein by the filaments.

Photos courtesy Jacob Lang, OD, and  

and Laura Capelle, OD

&Q    A | DR. JEFFREY J. WALLINE W O R K I N G  W I T H  K I D S ,  M YO P I A ,  I N - N - O U T  B U R G E R  SEE PAGE 30
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Diet change may affect glaucoma risk  page 16

ALZHEIMER’S DISEASE AND DEMENTIA IMPACTED BY DIABETES  page 14

OptometryTimes.com

FIGURE 1.  Initial presentation of filamentary keratitis.  Note the corneal 

adhesion at the base of these long, wisp-like filaments.

1

2

By Jacob R. Lang, OD, FAAO, and Laura L. Capelle, ODAPP Get access to 

all the benefits Optometry 

Times offers at your finger-

tips. The Optometry Times 

app for iPad and iPhone is 

now free in the iTunes store.

3

2

Optometry Times is part of the ModernMedicine Network, a Web-based portal for 
health professionals offering best-in-class content and tools in a rewarding and easy-to-use environment for knowledge-
sharing among members of our community.
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is where professionals come in handy, and 

I urge other state associations that have not 

done so to use a media relations company.

It starts with me

So, with all of this in mind, I turn to a more 

personal task: I want to make a concerted ef-

fort to have more of a presence with my local 

media outlets about who I am as a doctor of 

optometry and what I do for my patients. 

I have been asked to appear on local news 

shows to talk about children’s vision before 

school starts, and the GOA, through use of 

our media relations firm, has gotten me local 

spots ranging from safety with fireworks to 

the dangers of illegally sold contact lenses 

during the Halloween season. However, I am 

going to approach these outlets more often as 

I seek opportunities to talk about what I do. 

The worst thing they can say is “no,” right? 

I need to come up with a story, and I’ve 

got a few in mind:

– There has been (and needs to be) talk 

about contact lens sales and marketing prac-

tices by large retailers around proposed regu-

lations by lawmakers and regulatory entities. 

This topic has garnered national attention, 

but I don’t think I’ve seen much (if any) cov-

erage in the greater Augusta, GA, market (my 

hometown). I could pitch a story that ex-

plains how patient care is of the utmost im-

portance regarding the fitting and prescrib-

ing of FDA-approved medical devices such 

as contact lenses and the important role op-

tometry continues to play.

– Too many people think that all progres-

sive addition lenses (PALs) are the same. This 

could be a perfect opportunity for me to speak 

about the evolution of PALs, the concept of 

the progressive corridor, and how the sci-

ence behind PALs has changed. I may be 

able to dispel the myth that patients can go 

elsewhere and get for a fraction of the price 

the same PALs that I recommend. I could 

explain how optometry is the profession of 

vision science. I could manage the conver-

sation to discuss the importance of impact-

resistant lenses for children and for sports 

and expand to include  a low vision update.

– Many parents believe that their children 

reading an acuity chart at the pediatrician’s 

office is a comprehensive eye exam. I could 

explain the aspects of an exam, including 

what we are testing for during each step. 

No one else is going to explain what ODs 

do or how we are important to our commu-

nities. We continue to have successful cam-

paigns on a national and state level. So, why 

not bring this concept into our communities? 

If you have success promoting optometry, 

I’d love to hear about it. If I succeed in my 

endeavors, I’ll share it with you.
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I wanted more

To rewind, optometry school was 

illuminating—not just from a basic 

clinical science perspective but also 

from an experiential point of view. 

We were exposed to such a wide 

breadth of clinical cases—in pediat-

rics, binocular vision, contact lenses, 

low vision, refractive, disease, and 

more. We learned how to hone in 

on the major points and the finer 

points and address them with the 

patient in an empathetic way. 

The cases that personally fasci-

nated me the most had multiple, 

sometimes confounding, elements. For ex-

ample, as a third-year student, treating a 

patient complaining of dryness with simul-

taneous early cataracts and what seemed 

like early macular mottling in only one eye 

posed a true conundrum. 

How to make multiple diagnoses and com-

plete a full refraction in under one hour? The 

odds seemed stacked against me. 

The Ohio State University  College of Op-

tometry’s program included many fantastic 

specialty clinical rotations that widened our 

scope of practice and allowed us to expe-

rience real-world tertiary patient manage-

ment. It was especially after the experience 

of the focused externships that I wanted 

to learn to manage tough cases more effi-

ciently. I wanted to be challenged by sea-

soned clinicians and improve my problem-

solving skills.

Jumping into residency

I was lucky enough to be one of four resi-

dents to match at Omni Eye Services of New 

Jersey and New York in ocular disease and 

surgical comanagament, which boasted of 

exposure to an extraordinary array of spe-

cialties. There was a high-volume artist of a 

cataract and glaucoma surgeon, a brilliant 

retinal specialist, two oculoplastics gurus, 

and even a pediatric/strabismus surgeon. 

This is not to mention the team of extraor-

dinary ODs that essentially ran the show. 

I dove right in with helping to 

see patients—sometimes encoun-

tering up to 60 patients a day. Not 

only was my work busy during 

business hours, residents also took 

after-hours on-call. This required 

learning how to deductively rea-

son through a patient’s symptoms 

and gauge the severity and ur-

gency depending on the patient’s 

words and your own questions. 

If the call was deemed serious 

enough, it might require seeing 

the patient after hours or over the 

weekend to treat or calling the 

on-call supervising OD with a succinct di-

agnosis and well-thought-out questions. To 

say that my diagnostic capabilities sped up 

a steep slope—mostly out of fear of missing 

something—is an understatement.

Diagnosis boot camp

The challenges of diagnosing ocular disease 

is multifactorial—conditions can widely vary 

in severity, temporal pattern, patient expe-

rience, and visual presentation. Residency 

in ocular disease was a boot camp of sorts. 

After my first week-

end of being on-call—

which included a cen-

tral retinal artery oc-

clusion with cilioreti-

nal sparing, a leaking 

trabeculectomy (to my 

horror, the Goldmann 

applanation tonometer was not malfunc-

tioning—the intraocular pressure really was 

around 1 mm Hg), and a florid filamentary 

keratitis—I was well on my way to learning 

to think quickly. 

The monitored independence was a step 

between being a student and the real world: 

there was a cushion of specialists whom I 

could call on, yet preparing for each call 

required significant thought toward a dif-

ferential diagnosis. Much like an emergency 

room, stabilization and accuracy of diag-

nosis was key before complete treatment or 

referral to one of our many specializations. 

This organization of multiple subspecial-

ties within one practice was illuminating 

on a myriad of levels. Not only did it pro-

vide the comfort of knowing that the pa-

tient would receive a high level of continu-

ous care should it be needed, but it allowed 

a resident to learn how the different sub-

specialties interrelate. Comprehending the 

compartmentalization of the MD special-

izations and sometimes uncanny overlaps 

was imperative to working as a team—best 

learned by being thrown into the fire, so 

to speak.

Working with MDs

In addition, a very valuable and sometimes 

challenging aspect was working with and 

under the MDs. Their lengthy schooling, 

internal medicine training, and resulting 

expertise was and remains very inspiring. 

For ODs, there is an extraordinary op-

portunity for learning from and partnering 

with specialists as they all bring different 

elements to the table. Residency taught me 

how to navigate the expanse between us 

and how to capitalize on common goals 

and comanagement benefits. 

Residency also taught me the benefits of 

optometrists’ strong training in optics—not 

just from a glasses or contact lens prescrip-

tion standpoint. It can be used for calculat-

ing the power of intraocular lenses, map-

ping femtosecond laser arcuate incisions to 

minimize postoperative astigmatism, and 

gauging higher-level aberrations pre- and 

post- LASIK correction. We as ODs receive 

fantastic optics and refraction training (thank 

you Dr. Donald Mutti, Dr. Thomas Raasch, 

and Dr. Mark Bullimore), which can be a 

true service to ophthalmologists who re-

ceive less such focus.

MD-collaboration aside, another invalu-

able moment was understanding the relation-

ship among ophthalmologic office visits, in-

office procedures and outpatient surgeries. 

Residency was my first true experience 

with independently managing peri-opera-

tive care. The responsibility of counseling 

patients before and after cataract surgery 

Why residency changed my life
Continued from page 1

TAKE-HOME MESSAGE After optometry 

school externships, one OD determined that 

she wanted to learn to manage tough cases 

more efficiently, be challenged by seasoned 

clinicians, and improve her problem-solving 

skills. She got that and more: diagnosis boot 

camp, mentorship by experienced ODs, and 

partnering with MD specialists. Her career 

today sprang from her residency.

I wanted to be challenged by 

seasoned clinicians and improve 

my problem-solving skills

MARTA C. 

FABRYKOWSKI, 

OD, FAAO

received her Doctor 

of Optometry 

in 2011 from 

The Ohio State 

University College of 

Optometry
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and current contact lens wearers alike, to meet visual demands, 
enhance wear comfort and promote convenience.
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offered the best vision correction options available. I am confident 
prescribing a truly unique contact lens wearing experience that 

addresses a wide range of patient needs with DAILIES TOTAL1® 

contact lenses. Combining the convenience and replacement 
compliance benefits of a daily disposable lens9-13 with Alcon’s 
one-of-a-kind Water Gradient and SmarTears® Technologies, 
DAILIES TOTAL1® contact lenses provide exceptional vision and 
comfort6-9 that can make a true difference in my patients’ lives. 

One of my longtime patients is a young actor who previously 
struggled with contact lens wear due to poor tolerance, and thus 
relied on glasses full-time. This significantly impacted his career, 
limiting the types of roles he could take. When we discussed the 
option of DAILIES TOTAL1® contact lenses and he had the 

opportunity to try his first pair, he immediately felt the difference. 
Being able to comfortably wear his DAILIES TOTAL1® contact 
lenses all day has positively impacted his personal and 
professional life, making way for opportunities that were 
previously out of reach!

The same impact can apply to patients with a wide range of 
individual needs, from athletes who do not want to be slowed down 
by a pair of glasses to professionals who spend their days on 
computers and digital devices, in meetings or traveling. Thanks to 
the benefits of outstanding vision and all-day comfort offered by 

DAILIES TOTAL1® contact lenses,8,14-16 these patients can feel more confi-
dent, focus on the task at hand and get more out of each experience.

Patients have many options when it comes to eye care. My 
objective is to provide the best experience to help them achieve 
their goals in a comprehensive, sensible and comfortable way. The 
real key to helping patients become DAILIES TOTAL1® wearers is 
giving them the chance to feel the lenses on their eyes, and 
educating new wearers about the DAILIES® Choice Program to help 
address any potential cost concerns. Give your patients the benefits 
of exceptional vision and comfort that DAILIES TOTAL1® contact 
lenses offer!

The DAILIES® Choice program helps patients choose a 
healthy option with a fresh, new lens every day12,13

Patients new to DAILIES TOTAL1® contact lenses can  
SAVE up to $200* on an annual supply via rebate
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requires accurate and experienced knowl-

edge of all the procedure’s components—

from capsulorhexis, to aligning a toric in-

traocular lens, to the likelihood of devel-

oping posterior capsular opacification, and 

determining who is at risk for developing 

cystoid macular edema. 

This skill, I learned, is also invaluable 

to ophthalmologists and gives optometrists 

a great responsibility and respected role. 

Similarly, learning time-out etiquette and 

side-side verification—both vital in every 

ophthalmologic operating room—was some-

thing that I experienced solely because of 

my residency. 

OD mentors

Residency was not simply focused on oph-

thalmology/optometry interactions. The most 

vital interactions were those with my op-

tometry mentors. 

Dr. Katherine Mastrota, who was direct-

ing the bustling New York City Omni of-

fice, was an invaluable teacher and advi-

sor. Not only was she expert in the various 

confounding visual field patterns that glau-

coma patients who concurrently had suf-

fered a neurological event could exhibit, 

but she also introduced me to the network 

of practicing optometrists whom I would 

soon be calling colleagues. 

Dr. Mastrota had answers to my most 

pressing questions:

– Which local organization to join? 

– Which practices or schools offer con-

tinuing education lectures? 

– To which nearby practices specializ-

ing in complicated contact lens fittings can 

we refer? 

– Do you know an after-hours neuro-oph-

thalmologist I can call with a case? 

– What happens if patients lose their  med-

ical insurance but are still within their 90-

day post-op period? 

Not only did Dr. Mastrota have the an-

swers, she also provided the encouragement 

and wise words that helped me to land my 

current job at a multi-specialty tertiary-care 

hospital on the Upper East Side of Manhat-

tan. Mentorship in residency is key because 

it forges lifelong friendships and demon-

strates an example to us newer ODs how we 

too can all become mentors and teachers.

Residency built my career

To say that residency opened doors to my fu-

ture is an understatement. Residency helped 

me to develop confidence in managing com-

plicated diagnoses as well as comprehend 

the moving parts that is the massive web 

of optometry and ophthalmology.

The two disciplines are in some ways 

inextricably partnered. This can be chal-

lenging but also very valuable and can re-

sult in a fantastic clinical experience. The 

ophthalmologists who I work with now are 

some of my most valued partners, advocates, 

and friends. Residency challenged me aca-

demically with case reports and presenta-

tions that resulted in American Academy 

of Optometry Fellowship and gave me the 

skills to now lecture regularly to societies 

and at the local and state levels. 

Residency gave me the courage and 

knowledge to work side by side with MDs, 

it taught me to remain ever curious, and it 

has translated into current multi-specialty 

grant-funded clinical research projects. 

I have no regrets with spending an extra 

year with a lower income than my colleagues 

who went directly into practice, nor do I con-

sider myself less of an optometry advocate 

by immersing my career alongside MDs. 

Every day I am challenged by new man-

ifestations of immunosuppressed patients 

from our medical retina doctors, compli-

cated intraocular lens calculations (don’t 

forget to subtract 0.50 D for a sulcus-placed 

backup lens in the unlikely event that cap-

sule breaks), triaging emergency room pa-

tients to the appropriate subspecialty, and 

feeling comforted that any patient I see will 

be afforded the proper continuation of care. 

Had I not completed a residency, I am not 

sure that I would be lucky enough to have 

this challenging career today.

Dr. Fabrykowski completed a residency in ocular disease 

in 2012 at Omni Eye Services of NJ. Currently, she is on 

staff at the Manhattan Eye Ear and Throat Hospital Faculty 

Ophthalmology Practice, under Lenox Hill Hospital.

  marta.fabrykowski@gmail.com

Residency taught me how to navigate 
the expanse between ODs and MDs and 
how to capitalize on common goals and 
comanagement benefits

IN BRIEF

AAO launches 
online CE, Essilor 
student challenge
ORLANDO— The American Academy of Optom-

etry launches of a new online CE and re-

source platform, Academy Online. Users can 

find a collection of session recordings from 

past annual meetings as well as distance 

learning credits. This initiative is aimed at 

assisting optometrists and vision scientists 

in obtaining new knowledge and staying on 

top of current trends while earning CE hours 

outside of the annual meeting. Content can 

be viewed at any time using any device that 

connects to the Internet.

Currently uploaded content includes video 

footage of the 2016 Plenary Session, “Today’s 

Research, Tomorrow’s Practice: Current State 

of Health Care and Research,” featuring au-

thor and speaker Malcolm Gladwell, and sev-

eral sessions from Academy 2017 Chicago. 

Users can also browse posters from the 2016 

Scientific Program and interact with the pre-

senters via discussion threads.

Academy members have complimentary 

access to Academy Online, and non-mem-

bers can access the content for a fee. Course 

tests are also available for purchase online 

for $25 for select courses, allowing optome-

trists to claim COPE-approved distance learn-

ing CE credits.

To access Academy Online visit http://

learning.aaopt.org

In related news. Essilor of America and 

the American Academy of Optometry are 

collaborating on a new event for students 

at the annual meeting, “Essilor Academic 

Challenge @ Academy Stadium.”

The competition includes digital compe-

tition components by teams at each school 

and college of optometry, culminating in a 

final showdown at Academy 2018 San An-

tonio on Thursday, November 8 from 7:00 

p.m. to 10:00 p.m. at the Henry B. González 

Convention Center. School teams will be com-

prised of three students at varying points in 

their academic careers and one faculty coach. 

These academic teams will compete against 

each other in an entertaining environment 

to see which team has what it takes to win 

the coveted title.

Essilor Academic Challenge @ Academy 

Stadium is planned to be held annually at the 

American Academy of Optometry meeting.
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Focus On CONTACT LENSES

we are not asking them to be account-

able for something? We have compliant 

glaucoma and dry eye patients, and we 

ask a great deal of them. The dif-

ference is that these patients are 

motivated by pain or the threat 

of blindness. 

When I was younger, my ratio 

of imprudence was higher, and 

my aversion to risk was lower. 

Perhaps that is why my multifo-

cal contact lens wearers behave 

better, but it could also be be-

cause they are less tolerant of vi-

sual acuity changes when wear-

ing contact lenses. 

Aside from the know-it-all attitude, there 

is also the deterrent of cost. Somewhere 

along the way, ODs became perceived as 

bad guys who needlessly require an exam 

and hold patients’ contact lens prescrip-

tions hostage for no reason. 

As much disdain as optometrists have 

for online contact lens retailers, cost is a 

driving force in some patients’ contact lens 

abuse scenarios. Online retailers deliver 

the perception that they are cheaper and 

are on the patient’s side. Perhaps ODs’ 

gripes should not be aimed at just the 

online retailer. Instead, it is up to each 

OD to change each patient’s perception 

and mindset. 

Here are five methods I 

have incorporated to help 

drive contact lens compli-

ance in my practice.

STEP

1

Discipline 

T he  d i s c i p l i n e 

method relies on the 

policies you put in 

place. What is your 

response when you receive a 

request for contact lens sam-

ples and the patient is over-

due for an exam? If you simply require 

the patient to schedule the appointment, 

it could lead to a no-show patient and 

added frustration. 

What do you do when you get a fax re-

questing prescription verification? 

What about when patients want to buy 

lenses from you, but the supply would 

overextend the time they have left be-

fore exam time? Do you have policies 

in place that are specific to extended-

wear patients?

If you want your staff to respond con-

sistently to these challenges, set your poli-

cies accordingly.

STEP

2

Incentive 

What incentive do you offer to 

entice the patient to better con-

tact lens compliance? Most of 

us offer a discount in addition 

to rebates when patients buy an annual 

supply. Some offices also offer a free pair 

of sunglasses with the purchase of an 

annual supply, while others offer a dis-

count in their optical. 

We offer $75 off glasses when an annual 

supply of contact lenses is purchased. It 

seems to make a bigger impression to pa-

tients than a percentage off. Other simple 

offers could include free large bottles of 

lens care solution, an extra trial pair of 

lenses, or a Starbucks gift card. 

STEP

3

Education 

This method consists of time, 

scripting, and equipment. Use 

your anterior segment camera 

to show patients changes that 

have already taken place, such as pan-

nus, neovascularization, and corneal or 

conjunctival staining. 

I use my corneal topographer to dive 

deeper. I show patients a quantitative 

redness score, tear film dynamic to show 

them the debris in their tears, interferom-

etry to show them a lack of oil in the tear 

film, and the non-invasive tear break-up 

to show its impact on their vision and 

ocular surface. 

5 methods to drive contact lens compliance
Continued from page 1

BY CRYSTAL M. 

BRIMER, OD, FAAO

In private practice in 

Wilmington, NC

Patients could wake up with an ulcer 

that scars their vision and could take 

their eyesight due to contact lens abuse

IN BRIEF

B+L launches OTC brimonidine for eye redness
BRIDGEWATER, NJ— Bausch + Lomb has launched 

Lumify (brimonidine tartrate ophthalmic 

solution 0.025%), the first over-the-coun-

ter eye drop developed with low-dose 

brimonidine tartrate for the treatment 

of eye redness. 

According to the company, in clinical 

trials Lumify eye drops demonstrated a 

strong safety and efficacy profile with 

low risk for rebound redness and 95 per-

cent symptom improvement seen at one 

minute and lasting up to eight hours.

Lumify is an alpha-2 (α2)-adrenergic 

receptor (AR) agonist with a method of 

action that selectively constricts venules 

while maintaining the availability of oxy-

gen to surrounding tissue. Other redness 

relievers on the market today are α1- or 

mixed α1-/α2-AR agonists that constrict 

the arterioles and venules and may de-

prive the eye of oxygen, resulting in an 

increased potential for rebound redness 

and tachyphylaxis. 

Six clinical studies were conducted in 

over 600 patients, including pediatric and 

geriatric subjects, to evaluate safety and 

efficacy. Lumify features a low risk of al-

lergic reactions among all patient groups, 

according to the company.  

Lumify is available for purchase at major 

retailers nationwide, including Walgreens, 

CVS, Rite Aid, Walmart, Target, and Am-

azon. The bottles are available in 2.5 mL 

and 7.5 mL sizes. Lumify was licensed 

by Eye Therapies, Inc. to Bausch & Lomb 

Incorporated or its affiliates.
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CONTACT LENSES Focus On

At this point, patients are usually con-

vinced that there are consequences to 

contact lens wear. This technique has 

helped our practice keep 93 percent of our 

contact lens patients in daily disposables. 

Contact lens abuse could lead to many 

problems. Ensure patients are aware of 

this. Patients could wake up with an ulcer 

that scars their vision, and it could take 

their eyesight.

Optometrists must emphasize and set 

the expectation that patients’ yearly exams 

are not about holding their prescriptions 

hostage. It is about avoiding potential 

health risks that may accompany con-

tact lens wear. 

The more we discuss and show patients 

their ocular surfaces and the changes in-

duced by contact lens wear, the more we 

can chisel away at preconceived notions. 

It is always important to discuss cost. 

Talk about the health of the patient’s eye, 

then correlate the difference in cost to a 

patient’s expense of less importance. A 

good example might be comparing their 

contact lens expenses to a Big Mac once 

a week, Starbucks twice a week, a nice 

bottle of wine per month, or a good pair 

of shoes per year. 

Patients spend money on something 

frivolous every month. Find out what 

that is and make a comparison.

STEP

4

Use the tools you have

You can utilize your electronic 

medical records (EMR) to send 

a reminder to patients to buy 

contact lenses when they should 

be running out or when it is time for an 

exam. Alert patients ahead of time that 

they will receive these notifications as 

well as a reminder for an appointment for 

one year out. Set the expectation with pa-

tients that they will be discarding lenses 

according to the schedule you provide. 

You can also create a prescription note-

pad with checkboxes to tell the patient 

how many hours to wear their contact 

lenses, when to throw them away, what 

solution to use, and when to return. Ask 

the patient to sign the form as a commit-

ment, and keep a signed copy scanned 

into his chart. 

STEP

5

Know what works

Methods used may be different 

for each patient, and therein lies 

the difficulty. In a busy prac-

tice, we have to put policies in 

place, pick an exam room method, and 

run with it. 

There are always reasons to make ex-

ceptions. Create an office policy and an 

exam room method to limit frustrations. 

Customize your methods when you are 

able to and be flexible when it seems 

like the right thing to do for a particu-

lar patient. 

The more you educate your patients, 

the better they understand and the more 

compliant they become.

Dr. Brimer has special interests in contact lenses and 

dry eye.  drbrimer@crystalvisionservices.com
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Milky vision
This case highlights a 62-year-

old male. At the time of the 

incident, he recalled his vi-

sion becoming milky, but it 

cleared within a week. He said 

his central vision was not af-

fected permanently. 

The patient described being 

evaluated by a general prac-

titioner who did not create a 

management plan. He then fol-

lowed up some months later 

with a general ophthalmolo-

gist who diagnosed him with a 

“scarred retina.” 

A stable absolute visual-field 

defect corresponding roughly 

to the area of insult had been 

documented. 

Exam shows drusen
A decade following the trauma, 

he was observed to have a su-

perior-temporal retinal hole that 

was prophylaxed with cryother-

apy. The result of the blunt trauma 

was obvious above the optic disc 

and visible when observing the wide-

angle photo. 

The repaired retinal hole was captured 

in the superior temporal region (Figure 1).

In the intervening years, the patient 

had been a successful contact lens wearer 

and subsequently underwent successful 

cataract removal with intraocular lens 

(IOL) implantation nine years ago. 

Visual acuity in this eye was 20/20 

with -2.25 D refractive correction, which 

serves as his near eye in a monovision 

paradigm. The patient also presented 

with visible age-appropriate drusen in 

the macula. 

At the present evaluation, optical co-

herence tomography angiography (OCT-A) 

was performed (Figure 2). The OCT por-

tion of the scan showed a thinned retina 

in the region of the retinal remodeling 

and peri-macular drusen consistent with 

the clinical observances. 

The angiography component of the scan 

showed that the inner retinal layers were 

absent, and the layers through the inner 

retina failed to demonstrate evidence of 

capillary presence. 

OCT-A helps with diagnosis
OCT-A is a distinct technology from flu-

orescein angiography (FA). FA looks at 

the integrity of the circulatory systems of 

the retina and choroid. OCT-A may make 

the greatest impact on clinical practice 

in early progressive situations of capil-

lary loss. 

With further research, we may be able 

to correlate reduced retinal blood flow as 

sentinels of neurodegenerative diseases.

My former ocular embryology teacher, Gilda Crozier, OD, 

FAAO, reminded her class during every lecture that Òphy-

logeny replicates ontogenyÓ is similar to how newer tech-

nologies replicate clinical findings. To highlight this, I 

present an example of a patient who suffered blunt oc-

ular trauma not involving the macula several decades 

prior to his exam. 

The case of the scarred retina
Decades-old blunt trauma uncovered using OCT-A technology

Dr. Semes is a founding member of the Optometric 

Glaucoma Society and a founding fellow of the Optometric 

Retina Society.

BY LEO SEMES, 
OD, FAAO, 
is professor of 

optometry at 

the University 

of Alabama-

Birmingham

Figure 1. 

Wide-angle color fundus photograph. Note 

retinal pigment epithelium (RPE) remodeling 

superior to the optic disc and the additional 

reactive RPE hyperplasia superior temporally. 

Drusen is evident at the macula. 

Figure 2. 

The lower frames show the OCT cross-section 

through the affected area.  The upper frames 

from left to right show capillary layers from 

inner to outer retina. Photos courtesy of Leo P. 

Semes, OD, FAAO 

1

2

OCT-A may make 
the greatest impact 
on clinical practice 
in early progressive 
situations of 
capillary loss
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We have heard our colleagues 

publicly say they are not going 

to concern themselves with un-

derstanding the Merit-Based In-

centive Payment System (MIPS) 

and Medicare Access and CHIP 

Reauthorization Act (MACRA). 

Many think they are too compli-

cated, and they would rather pay 

a penalty and see a few more pa-

tients a day to make up for the 

lost income. 

While this short-term strategy 

may work for the time being, in 

the long run it is a flawed approach to 

improving your practice’s patient out-

comes and maximizing your practice’s 

profitability. 

Let’s look at how optometrists can use 

technology to navigate the growing clini-

cal data landscape.

Ways to measure performance
In 2000, the American Medical Association 

(AMA) created the Physician Consortium 

for Performance Improvement (PCPI) as 

a physician-led program to develop clini-

cal performance measures. 

The PCPI has evolved into a more di-

verse organization that has in partnership 

with its members developed more than 

350 measures, many of which are used 

in the Physician Quality Reporting Sys-

tem (PQRS) and meaningful use, as well 

as private health plan payment models. 

The American Optometric Association 

(AOA) was a charter member and an in-

tegral part of the PCPI, which now in-

cludes other diverse membership orga-

nizations. The AOA also partnered with 

Prometheus Research to create and main-

tain AOA’s Measures and Outcomes Reg-

istry for EyeCare (MORE). 

In 2011, the PCPI and a group 

of volunteer leaders established 

the National Quality Registry 

Network (NQRN), a national, 

multi-stakeholder network of 

clinical registry stewards and 

other professionals interested 

in clinical registries. 

NQRN has designed tools 

and educational programs and 

raised the visibility and per-

ceived value of clinical reg-

istries as both reporting and 

improvement systems. In 2016, 

NQRN was merged into the PCPI as a 

core program. 

Registries and interoperability
A major project to solve the interopera-

bility problem, the growing gap between 

clinicians and medical informaticists, 

was started by Duke University Health 

System’s James Tcheng, MD, at a recent 

PCPI meeting to help bridge the gap be-

tween the two. 

The appropriate implementation of MIPS 

and registries is not occurring because 

electronic health record (EHR) systems 

are not synchronized well with registry 

data entry (clinical data is not flowing 

into clinical registries properly). It be-

gins with registries on Fast Healthcare 

Interoperability Resources (FHIR), and a 

move from concepts to implementation 

and success. 

The Office of the National Coordinator 

for Health Information Technology (ONC) 

oversees the concerns around the Com-

mon Clinical Data Set (USCDI) and the 

Interoperability Standards Advisory. We 

have an interoperability problem between 

clinical end users (e.g., optometrists) en-

tering data into EHR, and registry stew-

ards involved in registry data entry. 

ODs need the two to work cohesively 

so that information can better flow into 

clinical registries, allowing for optom-

etry to become a more integral part of 

the healthcare system in this country. 

To solve this dilemma, registries on 

FHIR were created as a project of NQRN’s 

interoperability work group. The work 

group was launched in collaboration with 

Dr. Tcheng, Duke Clinical Research In-

stitute (DCRI), the Medical Device Ep-

idemiology Network (MDEpiNet), and 

Health Level Seven International (HL7) 

and hopes to show the value of common 

clinical data elements in registries to im-

prove interoperability. 

The Centers for Medicare and Medic-

aid Services (CMS) is committed to work-

ing with registries on FHIR to solve this 

problem, but no one knows what the fu-

ture will bring. 

Join a registry
This information can be confusing to ODs 

who are not involved in the administration 

of these programs and services. I suggest 

connecting with optometry colleagues 

in your area who have more knowledge 

and experience with industry registries. 

In-person conversations are perhaps the 

best way to learn about the growing clini-

cal data challenges. 

For ODs to truly understand and be-

come part of the growing clinical data 

landscape, they must join a registry and 

fully become part of the growing health-

care system.

How registries can help optometry 
Joining a registry can help ODs transition, embrace new technologies 

ODs have debated the question, “With technology, is op-

tometry changing for the better?” The amount of time 

spent on coding and paperwork seems to take time away 

from caring for our patients. Except for those few ODs 

who operate on a cash-only basis, ODs and other health-

care providers are no longer responsible only for their in-

dividual patients, but for a network of patients. 

Dr. Wong is a Diplomate of the American Board of 

Optometry and a member of the AOA Ethics committee and 

ASCO Ethics SIG.   taw@georgetown.edu

In-person 
conversations 
are perhaps 
the best way to 
learn about the 
growing clinical 
data challenges
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So, what is your practice worth?

Calculating value
No exact science or calculation ex-

ists to determine the value of your 

practice. Numerous factors come into 

consideration, such as location, facili-

ties, existing doctors, and whether 

the selling OD is staying after the 

sale. Other factors include key staff, 

gross sales, net sales, existing con-

tracts, and suppliers. 

The buyer also plays a large 

role in practice valuation. Buyers 

are buying for a financial reason 

or a strategic reason. Typically, buyers 

purchasing practices for strategic reasons 

will offer a higher dollar amount. 

One of the easiest numbers to use as 

a benchmark is sales price as a percent-

age of collections. In the past 18 months, 

I have seen this range from 35 percent 

to 125 percent of a practice’s one-year 

gross collections. 

The other number used is multiple of 

earnings. In this category, we see a range 

from 4 to 7 times earnings before inter-

est taxes depreciation and amortization 

(EBITDA). 

Prepare accordingly
Practices that have sold for higher per-

centages or multiples are well run and 

have a strategy to increase their 

value. It is important to have 

a plan in place before decid-

ing to sell a practice. 

Many practice owners wait 

until they must sell to start ask-

ing questions on how to prepare 

and sell their practices. Waiting 

this late to begin preparing to 

sell can lead to a bad situation 

and may result in a lower selling 

price. Everyone will exit their 

practices at some point—the 

sooner you set the exit plan 

and strategy, the better. 

Financial performance  key
The primary driver of practice valuation 

is financial performance. Unfortunately, 

this is an area that many ODs do not fully 

understand, and they are often disap-

pointed in the valuations determined for 

their offices. Without getting into detail 

on EBITDA and calculations, here is a 

quick look at two practices with differ-

ent financial performances.

Practice 1. Total collections are $1 mil-

lion, and total EBITDA for the practice is 

$240,000. If we assume that the doctor 

will be paid $150,000 in salary after the 

sale, it leaves $90,000 in earnings. With a 

multiple range of 4 to 7 times of $90,000 

in earnings, the practice valuation would 

be between $360,000 to $630,000.

Practice 2. Total collections are $1 mil-

lion and the total EBITDA for the practice 

is $350,000. If we assume that the doc-

tor will be paid $150,000 in salary after 

the sale, it leaves $200,000 in earnings. 

With a multiple range of 4 to 7 times the 

$200,000 in earnings, the practice valu-

ation would be between $800,000 and 

$1,400,000.

As you can see, the range of possi-

ble purchase prices can be dramatically 

different based on the financial perfor-

mance of the practice. Both examples 

above would typically be in the 4 to 5 

times multiple range unless the buyer 

has a strategic need to buy the practice. 

All the other factors mentioned earlier 

will also impact the final purchase price.

Increase your practice’s value
It is critical to start early to build the 

value of the practice by working to im-

prove all value drivers. When I work with 

practices, we use a “foundation of eight” 

value-building principles that are areas 

to consider and help increase the worth 

of a business (see box below). John War-

rillow mentions these eight principles 

in his Value Builder System, a guide for 

selling any business.1

These areas of driving value are not 

unique to optometry but are universal 

across all small businesses. By focusing 

on areas that help drive value, you will 

naturally increase financial performance 

and enhance the other factors taken into 

consideration when determining the final 

purchase price. 

Ultimately, your practice is worth what 

someone is willing to pay. Instead of ask-

ing, “What is my practice worth,” the 

question you should be asking is, “What 

am I doing to increase the value of my 

practice?

REFERENCE

1. Warrillow J. The Value Builder System. Available 

at: http://valuebuildersystem.com/. Accessed 

5/14/18. 

How to calculate the value of your practice
Seller preparation and buyer intentions impact the practice’s final selling price

Many ODs want to know what their practices are worth. 

As private equity continues a frantic pace in practice ac-

quisition, this question will likely be asked more often. 

Dr. Spear is commander of the 919th Special Operations 

Medical Squadron at Duke Field in Florida and chairman of 

the American Academy of Optometry Exhibits Committee. 

He consults for Alcon and Vision Source. 

 chspear@gmail.com

1.  Financial performance: How are you doing financially?

2.  Growth potential: What are the opportunities for growth?

3.  Switzerland structure: Are you too dependent on one customer, supplier, 

doctor, staff, or vendor?

4.  Valuation teeter-totter: How is your cash flow?

5.  Recurring revenue: Do you have any subscription recurring revenue streams?

6.  Monopoly control: Do you have control over a geography or 

service in your area?

7. Customer score: How do your customers rate you?

8.  Hub and spoke: How dependent is the business on the owner 

for services or decisions?

8 value-building principles
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By Michael W. Ohlson, OD, FAAO

O
ptometrists choose continuing edu-

cation (CE) for a variety of reasons, 

all of which have merit. (See 

box on page 18 for a list of com-

mon factors.) Rather than choosing 

CE based on cost or location, ODs 

should be asking how each CE in-

stance advances their learning or 

their practices. 

Traditionally, CE requires man-

dated “seat time” or passive edu-

cation. Doctors travel to meetings 

for live lectures, listening to topics 

and speakers selected by meeting 

committees. These events allow ac-

cess to topical information, pleas-

ant and useful interaction with lecturers and 

colleagues, contact with vendors in exhibit 

halls, and attendance in meetings held for 

other purposes. 

Regulatory agencies require a number of 

hours to be completed over one to three years, 

depending on state scope of practice. Some 

states require ODs attain CE on certain top-

ics, such as ethics, dependent abuse, ocular 

disease, and other categories. Credentialing 

entities (certifications) and institutions often 

require other specified or additional hours 

of CE; such hours may or may not 

cross over to licensure requirements, 

an understandable concern for phy-

sician learners.

ODs should ask these eight ques-

tions before signing up for CE. 

1
What do I seek 
to learn?
Optometric practices can vary 

dramatically in practice setting, pa-

tient populations, and doctor inter-

ests or specializations. This breadth 

of care provides richness and vari-

ety to our practices.

However, such developments necessitate a 

variety of curricula aimed at specified target 

audiences. Individual interests and concerns 

vary as well. A doctor seeking new informa-

tion on pediatrics and vision therapy may 

be poorly served by attending 20 hours of 

CE devoted to contact lenses and disease, 

for example, if the goal is only to punch a 

paper card. 

2
What do I need to learn?
The obvious answer is that doctors need 

to attain knowledge and skills relevant to 

their individual practices; however, it can be 

problematic to effectively address such needs. 

While physician learners strongly believe 

they can correctly assess their own weak-

nesses and strengths, research demonstrates 

that to be unlikely; a systemic review found 

that physicians are quite limited in their abili-

ties to self-assess competencies.1

In addition, those physicians performing 

the least well via external assessment gener-

ally assess their competencies with the least 

accuracy, an inverse relationship.2 Lately, phy-

sician learning efforts are evolving toward 

increasing self-awareness, better educational 

techniques, and a focus on outcomes.3

Although negligence and malpractice are 

low occurrences in optometry,4 the profes-

sion’s systemic nature of care and expand-

ing scopes of practice require awareness of 

trends in continuing professional develop-

ment, educated reflection, and professional 

behaviors/strategies. 

ODs are held to medical standards of care 

for diagnosis and treatment. Thus, strong 

knowledge and performance in practice is 

required with regard to clinical optometry, 

systemic disease, ocular disease, and prin-

ciples of diagnosis.

In addition, ODs in academic and health-

care institutions can benefit from CE aimed 

at creating change, such as engaging clini-

cians and staff in organizational priorities, 

functional team-building, and increased 

well-being.5

8 questions to ask before your next CE class
Consider how education advances your learning before registering

METHOD CHARACTERISTICS

Audience response Type of interaction with live/discussion group

Case-based learning Actual/authored cases highlighting learning objectives

Disorders of visual fixation Vision loss, seesaw nystagmus, drug toxicity

Discussion group Shared readings or experiences

Feedback Provision of information about individual performance

Lecture Presents information, addresses knowledge

Mentor Developmental relationship, the more experienced helps those of less 

Point of care Decision-making information provided at time of clinical need

Problem-based learning Collaboratively solve problems/scenarios and reflect upon experiences

Readings Addresses knowledge/background

Simulation
Decision-making and skill improvement via standardized patient, 

computer simulation, virtual reality

Standardized patient Communication and physical examination skills

Writing Knowledge skills or assessment

Adapted from: Ahmed K, Wang TT, Ashrafian H, Layer GT, Darzi A, Athanasiou T. The effectiveness of continuing 

medical education for specialist recertification. Can Urol Assoc J. 2013;7:266-272.

 TABLE 1  Continuing education methods

TAKE-HOME MESSAGE Rather than 

choosing CE based on cost or location, ODs 

should be asking how each CE instance 

advances their learning or their practices. 

Questions like these can help: What do I need 

to learn? Is the CE evidence based and free of 

bias? Is the delivery method appropriate for 

the learner, topic, goal? 

MICHAEL W. 
OHLSON, OD, FAAO,
is in hospital-based 

practice in southwest 

Minnesota
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3 
Is the CE evidence based 
and free of bias?
Evidence-based medicine (EBM) has be-

come a common paradigm in health care. How-

ever, the idea of practice based on research-

based evidence free of bias is straightforward. 

While EBM can present dilemmas, such 

as misappropriations or distortions via other 

interests, overestimations of potential treat-

ment benefits via trial design, or overempha-

sis on algorithmic rules, it’s likely the focus 

on high-quality evidence will continue.6 

In primary care, Ebell found 18 percent 

of recommendations to be based upon high-

quality, patient-oriented (improved health 

outcomes, morbidity, mortality, quality of 

life, symptom reduction) evidence.7 

In eye care, Lai et al found that random-

ized controlled trial (RCT) evidence sup-

ported about 43 percent of ophthalmology 

interventions.8

Concern for rational thought and elimination 

of bias is not unreasonable. In the U.S., only 

about 55 percent of needed care is delivered, 

FRAMEWORK DESCRIPTION SOURCE OF DATA

Participation Number of learners Attendance records

Satisfaction Expectations met? Questionnaires

Declarative 

knowledge

State what to know Pre- and post-tests, 

self-reporting (Knows)

Procedural 

knowledge

State how to do Pre- and post-tests, 

self-reporting (Knows how)

Competence Show how to do Observation, self-reporting

(Shows how)

Performance Do in practice Charts, databases, 

self-reports (Does)

Patient health Patient health status improves Charts, databases, 

patient reports

Community health Health status of community improves Epidemiological data

Adapted from: Moore DE, Green JS, Gallis HA. Achieving desired results and improved outcomes: integrating 
planning and assessment throughout learning activities. J Cont Educ Health Prof. 2009;29:1-15.

 TABLE 2  Framework for planning and assessing CME

See CE questions on page 18

 | PRACTICAL CHAIRSIDE ADVICE

 Education
17

ES1063149_OP0618_017.pgs  06.07.2018  22:21    ADV  blackyellowmagentacyan

http://www.mibomedicalgroup.com/


while 30 percent of services are deemed un-

necessary; physician decision-making plays 

a significant role in costs.9 

Even when RCTs contradict highly-cited 

observational studies (such as vitamin E for 

cardiovascular disease), changes in practice 

can be slow due to defense of the observa-

tional associations, delays in reduction of 

citations, or favorable citations of the con-

tradicted articles (“wish bias”).10 

4 
Is the CE free 
of industry influence?
Removing commercial influence from 

CE would appear to be common sense, but 

many regulatory agencies accept unaccredited 

CE with assumptions of quality. Such deci-

sions may be unwise in an era of account-

ability, transparency, and high expectations. 

The literature describes the effectiveness of 

CE on the alteration of physician prescrib-

ing habits.11

The public, physician leaners, and the pro-

fession do not benefit from a lack of standards 

for commercial support of CE. The Senate 

Finance Committee Report of 2007, critical 

of medicine’s continuing medical education 

(CME), specified expectations for commercial 

support.12 CME/CE accreditation entities of 

medicine, followed by nursing, pharmacy, 

and optometry, implemented revised or new 

standards for commercial support of CME/

CE shortly thereafter. 

This common interprofessional standard 

has also gained international recognition with 

the standards for commercial support hav-

ing been adopted by accreditors in Europe, 

Canada, Oman, and Qatar.13

5 
Is the delivery method 
appropriate for the learner, 
topic, goal?

Lectures offer convenience, and this method 

will likely continue as an element of CE. 

However, learning procedures requires su-

pervised practice. For topics such as scleral 

contact lenses, vision therapy, lasers, goni-

oscopy, and scleral depression, there is no 

substitute for supervised training, demon-

strating competency, and following up with 

performance in practice. 

Online learning may be a viable method 

for CE. Casebeer found that physicians par-

ticipating in online, case-based, interactive 

were more likely to make evidence-based 

clinical choices than non-participants.14 A 

pilot study using a needs-based, online mod-

ule on managing hand trauma appeared to 

be effective at increasing knowledge.15 Ryan 

reported that online CME appeared to be 

equally effective as face-to-face delivery in 

the treatment and management of opioid de-

pendence given the utilization of sound edu-

cational principles.16

6 
How do 
I learn?
According to Knowles’ six principles,  

adult learners:17  

– Are results-oriented

– Are autonomous and self-directed

– Need to connect life experiences and 

knowledge to the new content

– Require motive or need to learn

– Learn best with realistic or real-life contexts

– Are best motivated when they can solve 

significant problems in their work

ODs would certainly fall into this category 

of learner. Along these lines, self-directed 

learning in the clinic via point-of-care infor-

mation services (such as UpToDate or eMedi-

cine) may have promise for a differing type 

of learner-centered, effective CE.18

7 
Is the CE effective in 
increasing knowledge, 
performance in practice, 

patient outcomes?
Simple information transfer does not rep-

resent the goal of modern CE. The Inter-

net provides quick access to information to 

both physicians and patients. In addition, 

the amount of medical literature is growing 

at an exponential rate; keeping up on mere 

information may be impossible. While the 

time to double medical knowledge in 2010 

was estimated at 3.5 years, the doubling time 

may be 73 days by 2020.19

To be effective, CE should be based on 

well-designed educational needs assess-

ments of target audiences via discrepancy 

or “gap” analysis (current conditions, topics, 

or dilemmas in practice vs. ideal practice or 

situation).20 Several trends are consistent in 

the literature. 

The evidenced-based educational guide-

lines of the American College of Chest Phy-

sicians recommended live and multimedia 

approaches with multiple instructional tech-

niques and multiple exposures to improve 

practice performance; single print media was 

found to be ineffective.21

Cervano and Gaines stated CE could be ef-

fective in improving physician performance 

and patient outcomes when activities are in-

teractive, involve multiple exposures, take 

place over time, and are focused on outcomes 

considered important by physicians.22 

To assure ongoing competence, perfor-

mance, and improved patient health, Moore 

et al developed an approach for CME/CE pro-

viders using integrated and continuous plan-

ning and assessment focused on outcomes, 

recognizing the importance of engaging 

learners, reinforcing activities and materi-

als, and developing a supportive framework 

to develop skills.23 

In addition, an outcomes framework for 

CE questions
Continued from page 17

BENEFITS BARRIERS

Works to improve quality of care Differences in histories, cultures, languages, jargon

Promotes collaboration Interprofessional, intraprofessional rivalries

Encourages professions to learn with, 

from, and about one another

Differences in requirements, regulations of professional 

education

Respects integrity and contributions of 

each profession
Fears of diluted professional identity

Increases professional satisfaction Concerns regarding clinical responsibility 

Adapted from: Headrick LA, Wilcock PM, Batalden PB. Interprofessional working and continuing medical education. 
BMJ. 1998;316:771-774.

 TABLE 3  Interprofessional education benefits and barriers

Factors to consider 
in choosing CE

– Topics

– Lecturers

– Time away from the practice

– Expense of fees, travel, and housing

– Convenience

– Location

– Networking opportunities

– Contact with vendors

– Social and vacation activities

–  Needed support for local, state, regional, and 

national associations or other professional groups
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CME planning and assessment has been formulated (Table 2). This learner- 

and outcomes-based approach has become the standard for CME/CE in 

medicine, pharmacy, nursing, and other medical specialties. In short, 

CE should be focused on the achievement of attaining specified, desired, 

positive outcomes. 

8 
Is the CE team based?
The current trend of interprofessional collaboration (IPC) may provide 

an opportunity to further such recognition while improving patient 

outcomes, bettering public health, and decreasing costs. Improved com-

munication and teamwork, good working relationships, coordination of 

care, and patient-centered approaches are trends unlikely to diminish. 

This development has barriers and well as positives (Table 3). 

Looking ahead
The accredited CE of optometry is evolving along with the CME/CE of 

other healthcare professions. 

Since the implementation in 1993 

of the Council on Optometric Practi-

tioner Education (COPE) Standards 

for Commercial Support of Opto-

metric Continuing Education, two 

other notable accomplishments have 

occurred. 

In 2017, COPE was recognized 

for substantial equivalence with the 

accredited CME of the Accredita-

tion Council for Continuing Medi-

cal Education, an important step for optometry. 

In 2018, COPE was included in Joint Accreditation for Interprofessional 

Continuing Education, alongside medicine, nursing, pharmacy, and phy-

sician assistants. This provides unified application processes and accredi-

tation standards to CE providers; the opportunity to learn with, from, and 

about other professions to enable collaboration among all learners; and 

improved health care delivery and outcomes to patients. 

There is little doubt that the opportunities of more effective and in-

terprofessional CE involve new challenges for stakeholders such as phy-

sician learners, CE providers, and regulatory agencies. As an aspect of 

professionalism, all ODs have the duty to take active roles in their con-

tinuing competence and a reflective attitude toward contemporary CE.
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By Kyle A. Sandberg, OD, FAAO 

A
t the Rosenberg School of Op-

tometry (RSO) at the University 

of the Incarnate Word (UIW) 

in San Antonio, all fourth-year stu-

dents participate in a mandatory 

perioperative care rotation—to my 

knowledge, the only such program 

in the country. The goal is to ex-

pose 100 percent of optometric in-

terns to the clinical and business 

concerns involved in comanaging 

surgical care. 

Knowledge of perioperative care 

is essential for those who want to 

practice full-scope optometry or plan 

to work in an OD-MD group practice. At mini-

mum, a primary-care optometrist should be 

able to advise patients on their options and 

make a referral to a good surgeon. It is even 

better if the optometrist can actively partic-

ipate in their patients’ perioperative care.

The rotation
During their fourth year, students participate 

in two external clinical rotations as well as 

one semester in-house, which includes the 

perioperative rotation at Parkhurst NuVision, 

an independent cataract and refractive sur-

gery practice that leases space inside the 

UIW Eye Institute (see Figure 1). 

During the four-week perioperative rota-

tion, students have the opportunity to ob-

serve cataract surgery, laser vision correction 

(including the new small-incision lenticule 

extraction [SMILE] surgery), as well as other 

forms of refractive surgery, such as corneal 

inlays and phakic intraocular lenses (IOLs). 

Students may also participate in the care 

of patients undergoing Nd:YAG capsulotomy, 

phototherapeutic keratectomy (PTK), corneal 

crosslinking, selective laser trabeculoplasty 

(SLT), or implantation of a trabecular microby-

pass system for the treatment of glaucoma. 

The practice is a busy clinical trial site, so 

students sometimes get to work with new 

technologies prior to U.S. Food and Drug 

Administration (FDA) approval.

With the supervision of RSO faculty and 

Parkhurst NuVision Greg Parkhurst, MD, and 

Bobby Saenz, OD, interns conduct preopera-

tive and postoperative exams, which allows 

them to hear directly from patients about 

concerns and motivations prior to 

surgery. Postoperatively, interns see 

firsthand the impact of surgery and 

patients’ reaction to their new vison. 

I am convinced this experience is 

far more valuable than watching 

hours of surgical procedure videos. 

Parkhurst NuVision is a referral-

based surgical practice that doesn’t 

offer primary care or optical ser-

vices. Here, students are exposed 

to elective refractive patients who 

are often paying out of pocket, have 

high expectations, and have been 

referred by private-practice optom-

etrists.  When those same students 

rotate through RSO’s outpatient surgery ser-

vice, they have the chance to see patients in 

another location, an underserved part of the 

city with patients exhibiting advanced cata-

racts and complex disease states.

For many students, the perioperative rota-

tion is their first exposure to new technolo-

gies revolutionizing cataract surgery, such 

as multifocal and extended-depth-of-focus 

IOLs and precision surgical tools like fem-

tosecond lasers. Faculty stresses the impor-

How students learn perioperative care 
Mandatory rotation exposes students to business, clinical aspects of 

TAKE-HOME MESSAGE All fourth-year 

students the Rosenberg School of Optometry 

at the University of the Incarnate Word partici-

pate in a mandatory perioperative care rota-

tion. Students observe procedures and conduct 

pre- and postop care, hearing directly from 

patients and seeing the impact of surgery. This 

rotation prepares students for comanaging 

relationships with MDs after graduation.
KYLE A. 
SANDBERG, OD, 
FAAO
is assistant clinical 

professor at the 

Rosenberg School 

of Optometry in San 

Antonio

Figure 1. Close-up view of the on-campus surgical suite in the leased space within Rosenberg School of Optometry’s clinic.

1

See Perioperative care on page 22
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tance of primary-care optometrists learning 

about these technologies so ODs can better 

counsel patients and set expectations for the 

surgery center. 

The rotation may also be the first time stu-

dents have been required to have a “medi-

cal mindset.” Students must be available for 

patient questions or emergencies in the eve-

nings and must set aside time on a Saturday 

morning to see Friday’s surgical patients, 

rather than limit appointments to traditional 

business hours. 

Patient communication is a huge part of 

what we teach students and one of the most 

valuable lessons they take with them from the 

program. I tell students that their foremost 

role at every postoperative appointment is to 

reassure the patient. What is routine to us as 

practitioners is a once-in-a-lifetime event for 

the patient, who may be extremely anxious. 

For example, we saw a patient who had 

20/20 /J1 vision one week after implantation 

of a presbyopia-correcting IOL but was wor-

ried that something might still go wrong. She 

breathed a sigh of relief when the doctor told 

her, “Everything looks great.” That is why it 

is important to reassure patients that their 

eyes look good and their symptoms (if any) 

are normal. If anything is not normal, we 

want the patient to know we can identify the 

problem and have a plan for managing it. 

The business of comanagement
Helping young optometrists understand the 

ins and outs of the business relationships 

they may have with surgeons is just as im-

portant to the program as imparting clini-

cal knowledge. 

Perioperative care
Continued from page 21

2

3

Figure 2. Students observing a LASIK surgery in the on-campus surgical suite.

Figure 3. Dr. Parkhurst marking an eye before cataract surgery as a student intern looks on.
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I tell students to keep in mind that they cannot legally be compensated 

for a referral alone, but they absolutely should be compensated for legiti-

mate perioperative care. 

The most important criterion for a surgical partner is the ability to per-

form excellent surgery with state-of-the-art technology. In a sparsely pop-

ulated area, the optometrist may not have a lot of choices. The patient’s 

well-being has to come first—whether the surgeon is “OD-friendly” or not. 

But in most markets, optometrists should seek out fruitful relationships 

with surgeons who respect optometry’s role, support ODs by returning 

patients to them, and achieve first-rate surgical outcomes (see “Charac-

teristics of the ideal comanagement partner” box). 

It is important for ODs to know what range of procedures their coman-

aging surgeons perform and what technologies they believe in. Under-

stand why they choose the IOLs they implant most frequently and what 

their laser vision correction results are. Price is important to patients, 

but the cheapest price does not mean good value if patients don’t get the 

outcomes they desire. 

Communication and respect are important. Our surgical partners should 

be willing to provide education on new procedures and technologies, wel-

come ODs to their surgery centers to observe surgery, and answer ques-

tions about patient symptoms or postoperative regimens. There should 

be a clear understanding of when patients will be returned to the refer-

ring optometrist. 

In my experience, ophthalmologists who care about their OD relation-

ships put systems in place to generate notes back to the referring doctor 

and to ensure a smooth handoff for postoperative care. In addition, ODs 

must have systems in place to ensure MDs receive postoperative notes. 

Comanagement a net positive
My colleagues at RSO and Parkhurst NuVision agree that comanagement 

helps optometrists become financially more independent and moves them 

up the ladder from providing not just vision correction but also medical 

eye care and integrated surgical care. In our experiences, this provides the 

practice with a higher return on investment and greater patient loyalty. 

We look to instill a philosophy that is consistent with the optometric 

oath, which states that the optometrist will “place the treatment of those 

who seek care above personal gain” and “advise patients fully and hon-

estly of all which may serve to restore, maintain, or enhance their vision 
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best solution for their vision needs.

Beyond the ethical reasons for discussing 

surgical options, doing so makes good busi-

ness sense. Optometrists can derive signifi-

cant revenue from participating in surgical 

care and can then continue to see patients for 

regular examinations and medical eye care.

In addition, not discussing surgical op-

tions only hurts the optometrist. In a 2012 

survey of contact lens wearers,1 46.8 percent 

of respondents said they were at least con-

sidering refractive surgery. Certainly, not all 

of those patients will go on to have surgery. 

But those who do rank refractive surgery 

among their top life experiences—the kind 

of thing they post on social media and tell 

all their friends. Comanaging optometrists 

can reap the rewards of patient satisfaction 

and word of mouth when they participate 

actively in that surgical experience. 

At RSO, we are excited about our periop-

erative rotation and what it means for our 

graduates’ understanding of surgical options, 

surgical care, and the benefits of coman-

agement during their optometric careers.

REFERENCE

1. Contact Lens Wearers Insight 2012 Survey. Jobson 

Research. Available at: http://www.jobsonresearch.

com/scripts/prodList.asp?idCategory=18. Accessed 

05/17/18.

Dr. Sandberg is chief of refractive surgery and laser services 

and chief of the outpatient surgery service at the Rosenberg 

School of Optometry. He enjoys golf and travel, and he is the 

drummer for the all-OD rock band The Spectacles. Dr. Sandberg 

serves as a consultant to Shire.  ksandber@uiwtx.edu 
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Figure 4. Student observing in the cataract surgery suite at an off-site ambulatory surgical center (ASC).  
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I believe, after years of study and personal experience, that my 
future success in business and in patient outcomes depends on 
my commitment to creating a “practice of distinction”. A key 
element to creating a practice of distinction is providing patients 
with the highest level of eye care possible – this includes contact 
lens care. I’ll be the first to admit that lens care solutions didn’t 
always rank high on my list of priorities in creating a practice of 
distinction, because so few of my patients expressed any 
enthusiasm about the different solutions. However, now that I’ve 

started strongly recommending CLEAR CARE® PLUS Cleaning & 
Disinfecting Solution, my patients regularly say that their lenses 
are comfortable1 and their lenses feel like new every day.1,2 
They’re also saying something that makes my day every time: 
“Thanks, Advanced Eyecare Specialists!”

What makes my patients so happy about CLEAR CARE® PLUS? 
First, CLEAR CARE® PLUS is easy for them to use. Many eye care 
professionals, myself included, formed our initial impressions of 
peroxide solutions based on older formulations that were 
difficult to use. Today, my patients are letting me know how 
intuitive and easy it is to incorporate CLEAR CARE® PLUS into 
their daily lens care routine; the bubbling action provides an 
unmistakable signal that the solution is working. Recently, a 
mom told me that since her son switched to CLEAR CARE® PLUS, 
he’s become much better at cleaning his contact lenses every 
single day, and that she feels reassured knowing that her son is 
properly caring for his lenses and his eyes.

I have found that when my patients are compliant with proper lens 
care, they are more likely to have a comfortable lens-wearing 
experience.3 This is of particular importance given that nearly 

6 million people in the U.S. discontinue wearing contact lenses 
every year.4,5 One of the major reasons is discomfort.6 Unfortunately, 
of the more than 40 million contact lens wearers in the U.S., 99% 
report at least one poor contact lens hygiene behavior, such as 
topping off their multi-purpose solution (MPS) rather than fully 
replacing it.7 My experience has also shown me that patients are 
more compliant with CLEAR CARE® than with MPS, and this is con-
sistent with a study which found that CLEAR CARE® users are more 
compliant with directions for use as compared to MPS users.8,9

Further contributing to a positive lens-wearing experience for my 
patients, CLEAR CARE® PLUS includes HydraGlyde® Moisture 
Matrix, which helps to provide long-lasting moisture and 
outstanding end-of-day comfort.1,10 CLEAR CARE® PLUS provides 
triple action cleaning, which loosens dirt, deep cleans, and has 

bubbles to enhance protein removal. CLEAR CARE® PLUS also 
offers unsurpassed disinfection, killing 99% of microorganisms on 
contact lenses, including Acanthamoeba cysts and trophozoites.11,12 

Overall, the ease of use, comfort, and disinfecting efficacy of 
CLEAR CARE® PLUS are not only beneficial for 
my patients, but also for my practice. Alcon has 
developed a range of great educational 
resources such as online videos that can help 
you educate patients on the benefits of  
CLEAR CARE® PLUS, and how to use it. 

I have been so impressed with CLEAR CARE® 
PLUS that I even have my family using it. Like so 
many patients in my practice, my family mem-
bers tell me how this solution helps make their 
contact lenses feel like new.1 I am confident 
that you will get the same kind 
of enthusiastic reaction from 
your own patients, helping to 
set your practice apart as one 
of distinction!

SUCCESS 
MADE SIMPLE
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Diabetes

pected to increase as the prevalence of type 2 

diabetes (T2DM) continues to climb.4

DR is a major cause of blindness in the 

United States.5 Diagnosis and treat-

ment of DR focus on vascular abnor-

malities that appear at later stages 

of the disease. 

DR is diagnosed in five stages. 

The first stage is “no apparent reti-

nopathy.” As the name implies, there 

are no diabetic fundus changes. 

The second stage is “mild non-

proliferative retinopathy” (NPDR). 

This stage is characterized by the 

presence of a few microaneurysms. 

The third stage is “moderate NPDR,” 

which is characterized by the presence of mi-

croaneurysms, intraretinal hemorrhages, or 

venous beading (VB) that do not reach the 

severity of the standard diabetes photographs 

2B, 6A and 8A. 

The fourth stage—severe NPDR—is the key 

level to identify. Data from the Early Treat-

ment Diabetic Retinopathy Study (ETDRS) has 

shown that eyes in patients with T2DM that 

reach severe NPDR have a 50 percent chance 

of developing high risk characteristics if laser 

treatment is not instituted.6

The diagnosis of severe NPDR is based on 

the 4:2:1 rule of the ETDRS.7 Using standard 

diabetes photographs 2B, 6A and 8A to com-

pare with fundus findings, optometrists can 

easily diagnose severe NPDR.7

If hemorrhages of at least the 

magnitude of standard diabetes 

photograph 2B are present in all 

four quadrants, then by definition 

severe NPDR is present. If two or 

more quadrants have venous bead-

ing (VB) of the same magnitude or 

greater than standard photograph 

6A, then by definition severe NPDR 

is present. If one or more quadrants 

has intraretinal microvascular abnor-

malities (IRMA) of the same magni-

tude or greater than standard diabe-

tes photograph 8A, then by definition severe 

NPDR is present. 

The final stage is “proliferative diabetic reti-

nopathy” (PDR). PDR is characterized by neo-

vascularization of the disc, neovasculariza-

tion of the retina, neovascularization of the 

iris, neovascularization of the angle, vitreous 

hemorrhage or tractional retinal detachment.

Diabetic macular edema
Diabetic macular edema (DME), defined as 

a retinal thickening involving or approach-

ing the center of the macula, represents the 

most common cause of vision loss in patients 

affected by DM.8 DME results when fluid ac-

cumulation increases retinal thickness and 

causes light-distorting fluid-filled cysts within 

retinal tissue and serous detachments sepa-

rating the neural retina from the underlying 

pigmented epithelium.9

The ETDRS defined clinically significant 

diabetic macular edema as edema satisfying 

any one of the following three criteria:10

– Any retinal thickening within 500 μm of 

the center of the macula

– Hard exudates within 500 μm of the center 

of the macula with adjacent retinal thickening

– Retinal thickening at least one disc area 

in size, any part of which is within 1 disc di-

ameter of the center of the macula.

When present, DME was subclassified into 

mild, moderate, or severe depending on dis-

tance of the thickening and exudates from 

the fovea.11

DME treatment may be evolving from a laser 

ablative approach into a pharmacotherapeutic 

approach. The exponential growth that has 

occurred over the past decade in the retinal 

pharmacotherapy field has led to the devel-

opment of several pharmacotherapies for reti-

nal vascular diseases including DME, such as 

pegaptanib (Macugen, Bausch + Lomb), bev-

acizumab (Avastin, Genentch), ranibizumab 

(Lucentis, Genentech), and aflibercept (Eylea, 

Regeneron).  

How diabetes affects your patients
Continued from page 1

DAVID MASHIDAS, 

OD, is in private 

practice in Salt Lake 

City

TAKE-HOME MESSAGE More than 9 percent 

of U.S. adults have diabetes, and those patients 

are sitting in your chair. From diabetic retinopathy 

to macular edema to cataracts and glaucoma, this 

systemic condition has far-reaching effects. Learn 

the ocular effects of diabetes and how to best 

help your diabetic patients.

DME treatment 
may be evolving 
from a laser ablative 
approach into a 
pharmacotherapeutic 
approach

See Managing diabetes on page 26

FIGURE 1. Diabetic 
retinopathy as seen 
on OCT.

1

35-65% Chance of women who have had gestational diabetes 
developing T2DM in the next 10 to 20 years
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Many of these agents, in the form of intra-

vitreal injections or sustained delivery devices, 

have already undergone clinical trial testing 

for safety and efficacy and others, such as 

avacincaptad (Zimura, Ophthotech) are cur-

rently being evaluated.

Gestational diabetes

Gestational diabetes is a type of diabetes that 

is first seen in a pregnant woman who did not 

have diabetes before she was pregnant. Gesta-

tional diabetes usually manifests itself in the 

middle of a pregnancy. Doctors test for it be-

tween 24 and 28 weeks of pregnancy. 

Women who have had gestational diabe-

tes have a 35 percent to 60 percent chance of 

developing T2DM in the next 10 to 20 years. 

Updated criteria for diagnosing gestational 

diabetes will increase the proportion of women 

diagnosed with gestational diabetes. Using these 

criteria, an international, multicenter study of 

gestational diabetes found that 18 percent of 

the pregnancies were affected by gestational 

diabetes.12

Gestational diabetes may be an independent 

risk factor for cataracts later in life, although 

the risks are greatest for women who subse-

quently develop T2DM.

Cataracts

The number of people with DM is increasing,13 

and cataracts are one of the most common 

causes of visual impairment in these patients.14

The incidence of cataracts in insulin-depen-

dent, non–insulin-treated, and insulin-treated 

non-insulin-dependent diabetics were 7.1, 11.7, 

and 17.8 per 1000 person-years, respectively. 

Cataract was four times more common in dia-

betics and twice more frequent in men.15

It was found that the risks for cortical cata-

racts (CC) and posterior subcapsular cataracts 

(PSC) were elevated for patients with T2DM.14

Advances in cataract surgical techniques 

and instrumentation have improved outcomes; 

however, surgery may not be safe and effective 

in certain individuals with pre-existing retinal 

pathology or limited visual potential, accord-

ing to the Wisconsin Epidemiologic Study of 

Diabetic Retinopathy.16

Glaucoma

The relationship between diabetes and open-

angle glaucoma (the most common type of 

Managing diabetes
Continued from page 25

FIGURE 3.
Cotton wool spot.

3

By the 
numbers

Globally, 347 million 

people have diabetes mellitus 

(DM) and more than 80%
 of 

diabetes deaths occur in low and 

middle income countries.1 Around 

366 million people are 

estimated to have diabetes mellitus 

by 2030 and the increase in adult 

diabetes is estimated to be far 

more (69 percent) in developing 

countries than in developed 

countries (20 percent).1,2 Overall, 

21.7 million U.S. adults 

aged 18 and over (9.2 percent) 

have diagnosed diabetes and the 

percentage increases with age.3 

One in fi ve adults aged 65 and over 

(20.5 percent, or 8.7 million) has 

diagnosed diabetes, compared with 

11%
 (11.3 million) aged 40–64 

and 1.9% (1.7 million) aged 

18–39.4

The relationship 

between diabetes 

and glaucoma has 

intrigued researchers 

for years—people 

with diabetes are 

twice as likely to 

develop glaucoma as 

are non-diabetics 
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glaucoma), has intrigued researchers for years. 

People with diabetes are twice as likely to 

develop glaucoma as are non-diabetics, al-

though current research is beginning to call 

this into question.17

Neovascular glaucoma, a rare type of glau-

coma, is always associated with other abnor-

malities, diabetes being the most common. 

Neovascular glaucoma can occur if these new 

blood vessels grow on the iris close off the 

fluid flow in the eye and raise intraocular 

pressure (IOP).17

Dry eye

Patients with DM have an increased risk of  

dry eye. The diabetic patient has decreased 

tear break-up time, Schirmer’s test values, and 

corneal sensitivity as well as increased fluo-

rescein and lissamine green staining.18,19 

In diabetes, damage to the microvascula-

ture feeding the lacrimal gland together with 

autonomic neuropathy of the lacrimal gland—

both of which occur early in the course of dia-

betes—may contribute to impaired function 

of the gland.20 

Sorbitol accumulation within cells can lead to 

cellular edema and dysfunction, which causes 

lacrimal gland damage and dysfunction and 

decreased tear secretion.21 

Decreased corneal sensitivity is a clinical 

manifestation of diabetic keratoplasty. Fur-

thermore, reduced corneal sensation can also 

lead to a reduced blink rate and increased tear 

evaporation.22 These potential mechanisms in-

duce DED in diabetic patients.

Diabetes and eye care

A comprehensive eye examination by an op-

tometrist or ophthalmologist annually or bi-

annually at minimum to identify changes in 

the blood vessels of the retina is recommended 

for persons with diabetes.8

The number of patients with DM is increas-

ing, and the need for proper diabetic eyecare 

will only escalate in the future. This situation 

presents an opportunity for optometrists to 

serve as primary eyecare providers for these 

patients. Optometrists need to be proactive in 

keeping up with new technology and treat-

ment so they can serve these patients with 

the most up-to-date options.
See Managing diabetes on page 28

4 FIGURE 4. 
Intraretinal microvascu-
lar abnormalities. Images 

courtesy of David Mashidas, OD

The number of 
patients with DM 
is increasing, and 
the need for proper 
diabetic eyecare 
will only escalate 
in the future, 
which presents an 
opportunity for ODs

By the 
numbers

Diabetes was the 7th leading 

cause of death in the United States 

in 2013 (and may be underreported). 

Diabetes is the leading cause 

of kidney failure, lower-limb 

amputations, and adult-onset 

blindness. More than 20%
 

of health care spending is for people 

with diagnosed diabetes. 

The total estimated cost of 

diagnosed diabetes in 2012 was 

$245 BILLION, 

including 
$176 BILLION 

in direct medical costs and 

$69 BILLION 

in decreased productivity. 

Decreased productivity includes 

costs associated with people 

being absent from work, being less 

productive while at work, or not 

being able to work at all because of 

diabetes.5

ES1062415_OP0618_027.pgs  06.07.2018  02:45    ADV  blackyellowmagentacyan



28
S P E C I A L  S E C T I O N

JUNE 2018 |  

Diabetes

REFERENCES

1. Pascolini D, Mariotti SP. Global estimates of visual 
impairment: 2010. Br J Ophthalmol. 2012 May;96(5):614-
8.

2. Sivaprasad S, Gupta B, Crosby-Nwaobi R, Evans J. 
Prevalence of diabetic retinopathy in various ethnic 
groups: a worldwide perspective. Surv Ophthalmol. 2012 
Jul-Aug;57(4):347-70.

3. Yau JW, Rogers SL, Kawasaki R, Lamoureux EL, 
Kowalski JW, Bek T, Chen SJ, Dekker JM, Fletcher A, 
Grauslund J, Haffner S, Hamman RF, Ikram MK, Kayama 
T, Klein BE, Klein R, Krishnaiah S, Mayurasakorn K, 
O’Hare JP, Orchard TJ, Porta M, Rema M, Roy MS, Sharma 
T, Shaw J, Taylor H, Tielsch JM, Varma R, Wang JJ, Wang 
N, West S, Xu L, Yasuda M, Zhang X, Mitchell P, Wong TY; 
Meta-Analysis for Eye Disease (META-EYE) Study Group. 
Global prevalence and major risk factors of diabetic 
retinopathy. Diabetes Care. 2012 Mar;35(3):556-64.

4. Meo SA. Prevalence and future prediction of type 
2 diabetes mellitus in the Kingdom of Saudi Arabia: A 
systemic review of published studies. J Pak Med Assoc. 
2016 Jun;66(6):722-5.

5. Centers for Disease Control and Prevention. Common 
Eye Diseases. Available at: https://www.cdc.gov/
visionhealth/basics/ced. Accessed 05/16/18.

6. Ferris F. Early photocoagulation in patients with either 
type I or type II diabetes. Trans Am Ophthalmol Soc. 
1996;94:505–537. 

7. Murphy RP. Management of diabetic retinopathy. Am 

Fam Physician. 1995 Mar;51(4):785-96. 

8. American Optometric Association. Evidence-based 
Clinical Practice Guideline: Eye Care for the Patient 
with Diabetes Mellitus. Available at: https://www.aoa.
org/optometrists/tools-and-resources/evidence-based-
optometry/evidence-based-clinical-practice-guidlines/
cpg-3--eye-care-of-the-patient-with-diabetes-mellitus. 
Accessed 05/16/18.

9. Abcouwer SF, Gardner TW. Diabetic retinopathy: loss 
of neuroretinal adaptation to the diabetic metabolic 
environment. Ann N Y Acad Sci. 2014 Apr;1311:174-90.

10. Early Treatment Diabetic Retinopathy Study Research 
Group. Photocoagulation for diabetic macular edema. 
ETDRS Report No.4. Int Ophthalmol Clin. 1987 
Winter;27(4):265-72.

11. Wilkinson CP, Ferris FL 3rd, Klein RE, Lee PP, Agardh 
CD, Davis M, Dills D, Kampik A, Pararajasegaram R, 
Verdaguer JT; Global Diabetic Retinopathy Project Group. 
Proposed international clinical diabetic retinopathy 
and diabetic macular edema disease severity scales. 
Ophthalmology. 2003 Sep;110(9):1677-82

12. Centers for Disease Control and Prevention. National 
Diabetes Fact Sheet, 2011. Available at: https://www.
cdc.gov/diabetes/pubs/pdf/ndfs_2011.pdf. Accessed 
5/11/18.

13. Centers for Disease Control and Prevention. National 
Diabetes Statistics Report. Available at: https://www.
cdc.gov/diabetes/data/statistics/statistics-report.html. 
Accessed 05/16/18.

14. Li L, Wan XH, Zhao GH. Meta-analysis of the risk of 
cataract in type 2 diabetes. 2014 Jul 24;14:94.

15. Memon AF, Mahar PS, Memon MS, Mumtaz SN, 

Shaikh SA, Fahim MF. Age-related cataract and its types 
in patients with and without type 2 diabetes mellitus: A 
Hospital-based comparative study. J Pak Med Assoc. 
2016 Oct;66(10):1272-1276.

16. Pollreisz A, Schmidt-Erfurth U. Diabetic cataract-
pathogenesis, epidemiology and treatment. J Ophthalmol. 
2010;2010:608751.

17. Glaucoma Research Foundation. Diabetes and Your 
Eyesight. Available at: www.glaucoma.org/glaucoma/
diabetes-and-your-eyesight.php. Accessed 05/16/18.

18. Fuerst N, Langelier N, Massaro-Giordano M, Pistilli M, 
Stasi K, Burns C, Cardillo S, Bunya VY. Tear osmolarity 
and dry eye symptoms in diabetics. Clin Ophthalmol. 2014 
Mar 10;8:507-15.

19. Figueroa-Ortiz LC, Jiménez Rodríguez E, García-Ben 
A, García-Campos J. Study of tear function and the 
conjunctival surface in diabetic patients. Arch Soc Esp 

Oftalmol. 2011 Apr;86(4):107-12.

20.  Dogru M, Katakami C, Inoue M. Tear function and 
ocular surface changes in noninsulin-dependent diabetes 
mellitus. Ophthalmology. 2001 Mar;108(3):586-92.

21. Ramos-Remus C, Suarez-Almazor M, Russell AS. Low 
tear production in patients with diabetes mellitus is not 
due to Sjögren’s syndrome. Clin Exp Rheumatol. 1994 
Jul-Aug;12(4):375-80.

22. Inoue K, Okugawa K, Amano S, Oshika T, Takamura 
E, Egami F, Umizu G, Aikawa K, Kato S. Blinking and 
superficial punctuate keratopathy in patients with diabetes 
mellitus. Eye (Lond). 2005 Apr;19(4):418-21.

23. World Health Organization. Prevention of Blindness 
from Diabetes Mellitus. Available at: http://www.who.int/
blindness/Prevention%20of%20Blindness%20from%20
Diabetes%20Mellitus-with-cover-small.pdf. Accessed 
5/11/18. 

24. Shaw JE, Sicree RA, Zimmet PZ. Global estimates of 
the prevalence of diabetes for 2010 and 2030. Diabetes 

Res Clin Pract. 2010 Jan;87(1):4-14.

25. American Diabetes Association. Standards of medical 
care in diabetes—2015. Diabetes Care. 2015 Jan;38 
Suppl:S4. 

26. Villarroel MA, Vahratian A, Ward BW. Healthcare 
utilization among adults with diagnosed diabetes. National 
Center for Health Statistics. Available at: https://www.
cdc.gov/nchs/products/databriefs/db183.htm. Accessed 
5/11/18.

27. American Diabetes Association. The Cost of Diabetes. 
Available at: http://www.diabetes.org/advocacy/news-
events/cost-of-diabetes.html. Accessed  5/11/18.

28. The Expert Committee on the Diagnosis and 
Classification of Diabetes Mellitus. Report of the Expert 
Committee on the Diagnosis and Classification of 
Diabetes Mellitus. Diabetes Care. 2003 Jan;26 Suppl 
1:S5-20.

29. Villarroel MA, Vahratian A, Ward BW. Any Visit to 
the Eye Doctor in the Past 12 Months Among Adults 
Diagnosed With Diabetes, by Years Since Diabetes 
Diagnosis and by Age: United States, 2012-2013. Centers 
for Disease Control and Prevention. Available at: https://
www.cdc.gov/nchs/data/hestat/eye_doctor/visit_to_
eye_doctor.htm. Accessed 05/17/18.

Managing diabetes
Continued from page 27

By the 
numbers

Diabetes mellitus is classifi ed as type 

1 diabetes (T1DM) or type 2 (T2DM), 

gestational diabetes, monogenic 

diabetes and secondary diabetes.6 

Type 2 diabetes accounts for about 

90%
to 95% of all diagnosed 

cases of diabetes, and type 1 diabetes 

accounts for about 5%
. DM is a 

disease in which the body’s ability to 

produce or respond to the hormone 

insulin is impaired, resulting in abnormal 

metabolizability of carbohydrates and 

elevated levels of glucose in the blood 

and urine. Symptoms of DM may 

include any of the following: frequent 

urination, excessive thirst, unexplained 

weight loss, extreme hunger, sudden 

vision changes, tingling or numbness in 

hands or feet, feeling very tired much 

of the time, very dry skin, sores that are 

slow to heal and increase susceptibility 

to infection. Dr. Mashidas  practices medical eye care and launched the 

Diabetic Eye Center in Utah in 2000. He spends time golfing, 

enjoys photography, and likes to tinker with cars.

  uea@xmission.com
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 What is your guilty plea-
sure food? I’m a salty 

person. Sour cream and 

onion chips with old cheddar 

cheese. That sounds crazy, 

but it is so good. [Laughs]

What’s the craziest 
thing you’ve ever done?

Last January, I finally took a 

vacation. Two friends were 

getting married in Jamaica, 

and we went cliff diving. 

The adventure park has a se-

ries of little jumps, and we 

felt great that we did them. 

The highest was 10 feet. The 

guide came to the last jump, 

we looked down, oh no! My 

friends said I had to go first, 

but I wasn’t sure. A relative 

of the bride or groom, about 

age 65, just ran and jumped. 

I looked at my friends, said 

“OK,” and just did it. It was 

scary, but I felt incredible 

after I did it. 

—Vernon Trollinger

are different levels—local, 

state, or national level, and 

provincial or national level in 

Canada. Give back any way 

you can to make the work-

load easier by having more 

people contribute. 

Why did you move back 
to Canada? That was a 

hard decision. A lot of Cana-

dian students studying in the 

U.S. go through same strug-

gle. But it came to beyond 

my career—what’s going to 

make me happy? And think-

ing about it, I knew I needed 

to be close to my family, I 

wanted to live close to water, 

and I wanted to be close to 

an airport because I love to 

travel. I tried to bring my 

parents to California, but 

they wouldn’t budge. You 

get tired of missing birth-

days and hearing things on 

the phone instead of being 

there in person. I knew that 

with the foundation I had in 

optometry, I was going to be 

able to set up something no 

matter where I went.

What are the three best 
practices of an optom-

etry practice? Number one is 

always do what’s best for the 

patient. When I make recom-

mendations, I’m not thinking 

about costs; I’m thinking 

about what is the right 

thing to do? Number two 

is good customer ser-

vice—I have filled 

my practice 

with happy 

people. We 

enjoy com-

ing to work. 

Third is I do 

everything 

honestly and 

ethically. 

 What got you into con-
tact lenses? At South-

ern California College of Op-

tometry, Dr. Sunny Sanders 

worked with prosthetics, and 

I loved what she was doing. 

So, I went in on weekends 

to spend time with her, and 

I saw the impact she had on 

her patients. I hung out more 

with my faculty members 

who were strong in contact 

lenses, and the passion grew.

Why are you interested in 
gas permeable (GP) con-

tact lenses? Because of how 

they can transform vision. 

When patients are unable 

to get good correction with 

glasses and surgery is their 

only option, they are able to 

achieve better results with a 

GP lens. We reshape the cor-

nea and transform the optics, 

saving someone from need-

ing a corneal transplant. So, 

for someone post-surgery or 

post-trauma or with corneal 

disease who has been told, 

“There’s not much we can 

do”— GPs can change his life.  

What’s something your 
colleagues don’t know 

about you? Years ago, my dad 

had a motorcycle. One day, 

I was on the bike of friend, 

and I said, “The next time 

we go out riding, I’m going 

to be driving.” He laughed 

at me. I started taking les-

sons the next weekend, and 

I was hooked. Being out on 

the road is liberating. Right 

now I’m riding a Suzuki 

GSX-R750. It does everything 

I need it to do. 

What inspired you to get 
involved with leader-

ship? During my first week 

of optometry school, I was 

Practicing in Canada, contact lenses, and riding motorcycles
Shalu Pal, OD, FAAO Toronto, Ontario, Canada

Billing is the big differ-

ence. It’s much sim-

pler up here because 

we don’t have as many 

insurance difficul-

ties. Most of our bill-

ing is direct billing to 

the patient, so it’s eas-

ier. From an optometry 

standpoint, we can do 

the exact same things 

as ODs in the U.S.

approached about becom-

ing American Optometric 

Student Association (AOSA) 

Trustee-elect. One of my big-

gest influences was Dr. Harue 

Marsden, who was a big ad-

vocate for our profession. She 

showed me how much we 

can achieve when we work 

together and the benefits of 

giving back. So, I continued 

to stay involved even after I 

graduated and after I moved 

back to Canada; I am still in-

volved with U.S. associations.

 What do you advise OD 
students wanting to get 

involved in leadership? We can 

each give something back. 

You can contribute in many 

ways; it doesn’t need to be fi-

nancial or time. It can also 

give you so much back in net-

working and helping to pro-

tect what people before us 

created us. Say “yes” to op-

portunities, but realize the 

value of why we are helping 

to secure our future. There 

To hear the full 
interview with Dr. 
Pal, listen online: 

optometrytimes.com/
ShaluPal
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Q
How does 

practicing in 
Canada differ 
from the U.S.?

ES1058608_OP0618_030.pgs  05.28.2018  14:53    ADV  blackyellowmagentacyan

http://optometrytimes.modernmedicine.com/
http://optometrytimes.com/ShaluPal


For more information and to order, call (800) 233-5469 or visit www.ocusoft.com © 2018 OCuSOFT Inc., Rosenberg, TX 77471

www.whyprescribe.com

ES1060787_OP0618_CV3_FP.pgs  06.02.2018  05:33    ADV  blackyellowmagentacyan

http://www.whyprescribe.com
http://www.ocusoft.com


Doctor prescribed, at-home dry eye relief

Transforms your 

patients’ lives 

Finally… A doctor-directed 

at-home treatment for dry eye 

disease that is safe, effective 

and easy to use. 

A multi-center study1 showed: 

• 50% decrease in dry eye symptoms 

• 65% improvement in TBUT  

• 80% increase in meibomian glands yielding  

liquid secretions.

Transforms your practice

The NuLids System helps reduce patient out-of-

pocket expenses while creating an additional 

revenue stream for the practice – all without 

impacting overhead costs or disrupting other  

in-office treatments. 

A multi-center study1 showed 95% were satisfied  

or very satisfied with the treatment.

For more information visit www.NuSightMedical.com 

or call us at 833-468-5437

NuLids
™

 – transformational  
dry eye therapy

1 Schanzlin, Olkowski, Coble, Gross.  NuLids II Study, April 2018
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