
RETINA

by Chris Wroten, OD

WHILE ANTICIPATING THE ARRIVAL OF THE NEW YEAR and praying for bet-
ter days ahead, 2020 is at least providing us a couple of parting “shots in the arm” 
on its way out in the form of COVID-19 vaccine approvals and another round of 
COVID relief from the U.S. Congress included in the 5,593-page Consolidated Appro-
priations Act of 2021.1 President Donald Trump signed it into law late Sunday night, 
December 27, 2020.
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INDICATION
EYSUVIS is a corticosteroid indicated for the short-term (up to two weeks) 
treatment of the signs and symptoms of dry eye disease.

IMPORTANT SAFETY INFORMATION
Contraindication:
EYSUVIS, as with other ophthalmic corticosteroids, is contraindicated in most  
viral diseases of the cornea and conjunctiva including epithelial herpes simplex 
keratitis (dendritic keratitis), vaccinia, and varicella, and also in mycobacterial 
infection of the eye and fungal diseases of ocular structures.
Warnings and Precautions:
Delayed Healing and Corneal Perforation: Topical corticosteroids have been 
known to delay healing and cause corneal and scleral thinning. Use of topical 
corticosteroids in the presence of thin corneal or scleral tissue may lead to 
perforation. The initial prescription and each renewal of the medication order 
should be made by a physician only after examination of the patient with the  
aid of magnification, such as slit lamp biomicroscopy, and, where appropriate, 
fluorescein staining.

Intraocular Pressure (IOP) Increase: Prolonged use of corticosteroids may result  
in glaucoma with damage to the optic nerve, as well as defects in visual acuity  
and fields of vision. Corticosteroids should be used with caution in the presence  
of glaucoma. Renewal of the medication order should be made by a physician  
only after examination of the patient and evaluation of the IOP

Cataracts: Use of corticosteroids may result in posterior subcapsular  
cataract formation. 

Bacterial Infections: Use of corticosteroids may suppress the host response 
and thus increase the hazard of secondary ocular infections. In acute purulent 
conditions, corticosteroids may mask infection or enhance existing infection

Viral Infections: Use of a corticosteroid medication in the treatment of patients  
with a history of herpes simplex requires great caution. Use of ocular 
corticosteroids may prolong the course and may exacerbate the severity  
of many viral infections of the eye (including herpes simplex).

Fungal Infections: Fungal infections of the cornea are particularly prone 
to develop coincidentally with long-term local corticosteroid application.  
Fungus invasion must be considered in any persistent corneal ulceration  
where a corticosteroid has been used or is in use.
Adverse Reactions:
The most common adverse drug reaction following the use of EYSUVIS for  
two weeks was instillation site pain, which was reported in 5% of patients.
Please see Brief Summary of Prescribing Information for EYSUVIS on the next page.

US-EYS-2000157     www.EYSUVIS.com THE FAST FLARE FIGHTER

www.EYSUVIS.com


EYSUVIS (loteprednol etabonate ophthalmic suspension) 0.25%,
for topical ophthalmic use 

BRIEF SUMMARY OF FULL PRESCRIBING INFORMATION

INDICATIONS AND USAGE
EYSUVIS is a corticosteroid indicated for the short-term (up to two weeks) 
treatment of the signs and symptoms of dry eye disease.

CONTRAINDICATIONS
EYSUVIS, as with other ophthalmic corticosteroids, is contraindicated in 
most viral diseases of the cornea and conjunctiva including epithelial herpes 
simplex keratitis (dendritic keratitis), vaccinia, and varicella, and also in 
mycobacterial infection of the eye and fungal diseases of ocular structures.

WARNINGS AND PRECAUTIONS
Delayed Healing and Corneal Perforation—Topical corticosteroids have 
been known to delay healing and cause corneal and scleral thinning. Use of 
topical corticosteroids in the presence of thin corneal or scleral tissue may 
lead to perforation. The initial prescription and each renewal of the medication 
order should be made by a physician only after examination of the patient 
with the aid of magnification, such as slit lamp biomicroscopy, and, where 
appropriate, fluorescein staining.
Intraocular Pressure (IOP) Increase—Prolonged use of corticosteroids may 
result in glaucoma with damage to the optic nerve, as well as defects in visual 
acuity and fields of vision. Corticosteroids should be used with caution in the 
presence of glaucoma. Renewal of the medication order should be made by a 
physician only after examination of the patient and evaluation of the IOP.
Cataracts—Use of corticosteroids may result in posterior subcapsular 
cataract formation.
Bacterial Infections—Use of corticosteroids may suppress the host response 
and thus increase the hazard of secondary ocular infections. In acute purulent 
conditions of the eye, corticosteroids may mask infection or enhance existing 
infection.
Viral Infections—Use of corticosteroid medication in the treatment of 
patients with a history of herpes simplex requires great caution. Use of ocular 
corticosteroids may prolong the course and may exacerbate the severity of 
many viral infections of the eye (including herpes simplex).
Fungal Infections—Fungal infections of the cornea are particularly prone to 
develop coincidentally with long-term local corticosteroid application. Fungus 
invasion must be considered in any persistent corneal ulceration where a 
corticosteroid has been used or is in use. Fungal cultures should be taken 
when appropriate.
Risk of Contamination—Do not to allow the dropper tip to touch any surface, 
as this may contaminate the suspension.
Contact Lens Wear—The preservative in EYSUVIS may be absorbed by 
soft contact lenses. Contact lenses should be removed prior to instillation of 
EYSUVIS and may be reinserted 15 minutes following administration.

ADVERSE REACTIONS
Adverse reactions associated with ophthalmic corticosteroids include  
elevated intraocular pressure, which may be associated with infrequent optic 
nerve damage, visual acuity and field defects, posterior subcapsular cataract 
formation, delayed wound healing and secondary ocular infection from 
pathogens including herpes simplex, and perforation of the globe where  
there is thinning of the cornea or sclera.
Clinical Trials Experience—Because clinical trials are conducted under 
widely varying conditions, adverse reaction rates observed in the clinical trials 
of a drug cannot be directly compared to rates in the clinical trials of another 
drug and may not reflect the rates observed in practice.
The most common adverse reaction observed in clinical trials with EYSUVIS 
was instillation site pain, which was reported in 5% of patients.

USE IN SPECIFIC POPULATIONS
Pregnancy—Risk Summary: There are no adequate and well controlled 
studies with loteprednol etabonate in pregnant women. Loteprednol  
etabonate produced teratogenicity at clinically relevant doses in the rabbit 
and rat when administered orally during pregnancy. Loteprednol etabonate 
produced malformations when administered orally to pregnant rabbits at 
doses 1.4 times the recommended human ophthalmic dose (RHOD) and 
to pregnant rats at doses 34 times the RHOD. In pregnant rats receiving 
oral doses of loteprednol etabonate during the period equivalent to the last 
trimester of pregnancy through lactation in humans, survival of offspring was 
reduced at doses 3.4 times the RHOD. Maternal toxicity was observed in rats 
at doses 347 times the RHOD, and a maternal no observed adverse effect 
level (NOAEL) was established at 34 times the RHOD.

The background risk in the U.S. general population of major birth defects is  
2 to 4%, and of miscarriage is 15 to 20%, of clinically recognized pregnancies.
Data—Animal Data: Embryofetal studies were conducted in pregnant rabbits 
administered loteprednol etabonate by oral gavage on gestation days 6 to 18, 
to target the period of organogenesis. Loteprednol etabonate produced fetal 
malformations at 0.1 mg/kg (1.4 times the recommended human ophthalmic 
dose (RHOD) based on body surface area, assuming 100% absorption).  
Spina bifida (including meningocele) was observed at 0.1 mg/kg, and 
exencephaly and craniofacial malformations were observed at 0.4 mg/kg  
(5.6 times the RHOD). At 3 mg/kg (41 times the RHOD), loteprednol 
etabonate was associated with increased incidences of abnormal left  
common carotid artery, limb flexures, umbilical hernia, scoliosis, and  
delayed ossification. Abortion and embryofetal lethality (resorption)  
occurred at 6 mg/kg (83 times the RHOD). A NOAEL for developmental 
toxicity was not established in this study. The NOAEL for maternal toxicity  
in rabbits was 3 mg/kg/day.
Embryofetal studies were conducted in pregnant rats administered 
loteprednol etabonate by oral gavage on gestation days 6 to 15, to target 
the period of organogenesis. Loteprednol etabonate produced fetal 
malformations, including absent innominate artery at 5 mg/kg (34 times the 
RHOD); and cleft palate, agnathia, cardiovascular defects, umbilical hernia, 
decreased fetal body weight and decreased skeletal ossification at 50 mg/kg 
(347 times the RHOD). Embryofetal lethality (resorption) was observed at  
100 mg/kg (695 times the RHOD). The NOAEL for developmental toxicity 
in rats was 0.5 mg/kg (3.4 times the RHOD). Loteprednol etabonate was 
maternally toxic (reduced body weight gain) at 50 mg/kg/day. The NOAEL  
for maternal toxicity was 5 mg/kg.
A peri-/postnatal study was conducted in rats administered loteprednol 
etabonate by oral gavage from gestation day 15 (start of fetal period) to 
postnatal day 21 (the end of lactation period). At 0.5 mg/kg (3.4 times 
the clinical dose), reduced survival was observed in live-born offspring.
Doses ≥ 5 mg/kg (34 times the RHOD) caused umbilical hernia/incomplete 
gastrointestinal tract. Doses ≥ 50 mg/kg (347 times the RHOD) produced 
maternal toxicity (reduced body weight gain, death), decreased number 
of live-born offspring, decreased birth weight, and delays in postnatal 
development. A developmental NOAEL was not established in this study.  
The NOAEL for maternal toxicity was 5 mg/kg.
Lactation—There are no data on the presence of loteprednol etabonate 
in human milk, the effects on the breastfed infant, or the effects on milk 
production. The developmental and health benefits of breastfeeding should 
be considered, along with the mother’s clinical need for EYSUVIS and any 
potential adverse effects on the breastfed infant from EYSUVIS.
Pediatric Use—Safety and effectiveness in pediatric patients have not been 
established.
Geriatric Use—No overall differences in safety and effectiveness have been 
observed between elderly and younger adult patients.

NONCLINICAL TOXICOLOGY
Carcinogenesis, Mutagenesis, Impairment of Fertility—Long-term animal 
studies have not been conducted to evaluate the carcinogenic potential of 
loteprednol etabonate. Loteprednol etabonate was not genotoxic in vitro 
in the Ames test, the mouse lymphoma thymidine kinase (tk) assay, in a 
chromosome aberration test in human lymphocytes, or in vivo in the single 
dose mouse micronucleus assay. Treatment of male and female rats with  
25 mg/kg/day of loteprednol etabonate (174 times the RHOD based on body 
surface area, assuming 100% absorption) prior to and during mating caused 
pre-implantation loss and decreased the number of live fetuses/live births. 
The NOAEL for fertility in rats was 5 mg/kg/day (34 times the RHOD).

For a copy of the Full Prescribing Information, please visit  
www.EYSUVIS.com.

Manufactured for: 
Kala Pharmaceuticals, Inc. 
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NINE MONTHS. In March 2020 the United States 
was in the early stages of the COVID-19 pan-
demic. We shut down the entire country and 
ground the economy to a halt to slow the spread of 
the virus. Think back to March and how much 
uncertainty we were living under.

Nine months later, the FDA approved two 
COVID-19 vaccines under emergency authoriza-
tion. Before New Year’s Day, millions of Americans 
had received the vaccine, including frontline physi-
cians, healthcare providers, and nursing home 
patients, our most vulnerable citizens. 

Nine months. Take a moment to let that sink in.
The mainstream media has crafted a narrative 

about the COVID-19 pandemic that’s almost 
entirely negative. For the purpose of ratings, they 
have described the U.S. response to the pandemic 
as blundering from one mistake to the next. This 
narrative is false. 

There is another way—a more accurate and 
underappreciate way—to tell the story of the past 
nine months.  It is a story of heroism, innovation 
and precise science, performed under unbeliev-
able pressure. 

Let’s not mince words: The U.S. and the world 
must appreciate the role of the pharmaceutical 
industry—the researchers, physicians, and busi-
ness leaders—who are rescuing the world from 
COVID-19. It’s the medical breakthrough of our life-
time. 

Instead of dwelling on why many in the media 
are ignoring this, let’s review some facts.
– Since the discovery of COVID-19, here 

is what scientists have accomplished: 
They identified a novel virus, unlocked 
and sequenced its genetic code, created 
new therapies to save lives, and devel-
oped multiple safe and effective vaccines 
using messenger RNA technology, a tech-
nology hopefully applicable to future vac-
cine development. Margaret  Liu, MD, a 
world-renowned expert in vaccines and 
gene therapy and a member of the MJH 
Life Sciences™ COVID Coalition, called it a 
breakthrough for mRNA vaccines. 

– The United States has two vaccines 
approved for emergency use, one from 
Pfizer/BioNTech and another from Mod-
erna, and the AstraZeneca/Oxford vaccine 
has been approved for emergency use in 
the UK. In addition, there are 64 vaccines 
undergoing clinical trial at the moment, 

including 20 in Phase 3 trials. In the U.S. 
and throughout the world, the pharmaceu-
tical industry has answered the call and 
invested heavily in this effort. 

– This was the fastest vaccine development 
program in history, and it’s not even close. 
David Pride, MD, PhD, a microbiologist at 
the University of California, San Diego, 
estimates that vaccines typically take 10 
to 15 years to develop. Until the COVID-
19 pandemic, the fastest development 
timeline was four years, for the mumps 
vaccine.

– Many government systems moved quickly 
to lessen the burden of onerous regula-
tions and provide funding so that vaccines 
could be developed quickly but with rigor-
ous standards. Perhaps it should be a les-
son to all of us that regulation and inno-
vation can be calibrated more effectively 
during “normal” times as industry races to 
develop new therapies for other epidem-
ics—cancer, diabetes, heart diseases and 
more.

The next step of the process — distribution of 
the vaccine — will be as challenging as the devel-
opment phase, if not more so. But again, the phar-
maceutical industry is rising to the occasion. 
Factories worldwide are working overdrive to pro-
duce hundreds of millions of vaccine doses. 

Less than a month after the Pfizer vaccine was 
approved, more than 15.4 million doses of vaccine 
have been distributed across the country, and more 
than 4.6 million people have received their first 
dose, according to CDC data. Many patients are 
already receiving their second dose. 

Although 15.4 million doses are impressive, 
some expected 20 million doses. But that is mov-
ing the goal line, as 6 months ago many observers 
didn’t think a vaccine would be available until 
2021. 

Every day, more people will be vaccinated. After 
healthcare workers and our most vulnerable citi-
zens, other frontline workers will be next. Teachers 
will be vaccinated so our children can return to 
school. And soon, all Americans will be able to 
receive the vaccine at their doctor’s office or at a  
CVS or Walgreens.

Remember, we accomplished this in nine 
months, with the help, dedication, and expertise of 
our pharmaceutical industry heroes. Next time you 
turn on the TV and see negativity, turn it off and 
imagine instead where we will be in nine months.

By Mike Hennessy, Sr.

How pharmaceutical 
innovation is saving the world
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We have all had it happen. A patient just 
doesn’t want to hear that he needs to take 
a medication or modify an aspect of life-

style such as smoking or exercise in order to pre-
serve or improve upon good health. 

As a doctor, I have seen this many times. As a 
patient, I have been guilty of this before. Simply 
put, a doctor cannot provide care for a patient that 
supersedes how much that patient cares for himself.

COVID vaccine 
As I write this, the powers that be are deciding 
who will be included among the first phase of per-
sons in the U.S. to receive a COVID-19 vaccina-
tion. It is heavily rumored that healthcare work-
ers will be first, followed by those at risk for con-
tracting the SARS-Cov-2 virus and having signif-

icant complications. 
Over the past several weeks, I have had con-

versations with people who have, let’s say, vary-
ing points of view regarding getting the vaccine. 
A man who works down the street from my prac-
tice said (tongue in cheek) that the government 
should give the pharma companies crop dusters 
and warn those who don’t want the vaccine to stay 
inside for a few minutes. On the other side of the 
equation, I had a conversation with a patient who 
told me that she would never allow anything Bill 
Gates had his hands on anywhere close to her body. 

I am pretty sure Bill Gates did not invent a vac-
cine, and I am 100 percent positive that the vac-
cines won’t contain nanorobots which will even-
tually control my mind. That I feel good about. 

Perhaps the most meaningful conversation I have 
had regarding the vaccines has been with an infec-
tious disease doctor. He has been in the field long 
enough to know the last several pandemics 
and went to Africa to help treat Ebola. 

His take on things was that the SARS-
CoV-1 virus (which caused severe acute 
respiratory syndrome [SARS]) is not dis-
similar to the SARS-CoV-2 virus. So, there 
may be a chance that it will go away like 

SARS essentially did. 
I expressed great enthusiasm when he told me 

that, and he was quick to point out the fact that 
he would, indeed, be getting the vaccine both for 
his own personal health and the health of those 
around him as well as to aid in society getting 
back to some sense of normalcy. 

I will, of course, be getting the vaccine. Emer-
gency approval by the U.S. Food & Drug Adminis-
tration (FDA) is good enough for me. I look forward 

to a day in which there is a greater degree of 
normalcy and a lesser amount of con-

spiracy theories. I also recognize that 
a mask and social distancing will be 
in my future for some time after I 
receive the vaccine, and I am OK 
with it. No matter your take on 

things, we all share the same goal.

COVID vaccine helps us get back to normal

Dr.  
A. Paul 

Chous helps ODs 
avoid losing diabetes 
patients to follow-up 

on page 22.

There may be 
a chance that 
COVID-19 will go 
away like SARS did

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
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^Trademarks are the property of their respective owners.

References
1. Cummings S, Giedd B, Pearson C. Clinical performance of a new daily disposable spherical contact lens. Optom Vis Sci. 2019;96:E-abstract 195375. 2. Alcon data on 
file, 2018. 3. Angelini TE, Nixon RM, Dunn AC, et al. Viscoelasticity and mesh-size at the surface of hydrogels characterized with microrheology. Invest Ophthalmol Vis Sci. 
2013;54:E-abstract. 4. Thekveli S, Qui Y, Kapoor Y, et al. Structure-property relationship of delefilcon A lenses. Contact Lens Anterior Eye. 2012;35(Suppl 1):e14. 5. PRECISION1 
Contact Lenses [package insert]. Fort Worth, Tx: Alcon Vision LLC; 2019. 6. Alcon data on file, 2019. 7. Guthrie S, Dumbleton K, Jones L. Financial implications of patient 
compliance. Contact Lens Spectrum. 2014;29:42-45.

See product instructions for complete wear, care and safety information. 

Figure 1 Figure 2

My daughter Isabel is a vibrant 21-year-old who keeps long hours studying, 
working, hanging out with friends, or just relaxing with her phone. Always on 
the go and never shying away from giving me her opinion, she’s an energetic 
and ambitious young woman—and she deserves excellent performance 
from her contact lenses. Now, thanks to PRECISION1® One-Day contact 
lenses, Isabel has become my most important satisfied patient!

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

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

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

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

Christopher Lievens, OD, MS
The Eye Center at Southern College of Optometry
Memphis, Tennessee

© 2020 Alcon Inc. 7/20 US-PR1-PRA-2000007
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I Can’t Give Her the World, 
But I Can Give Her  
PRECISION1® Lenses with 
SMARTSURFACE® Technology!!
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8 News Update

The largest retrospective study on children and soft contact lens 
wear has found very low complication rates in children who wear soft con-
tact lenses, similar to rates in adults. The newly-published outcomes offer 
eyecare professionals real-world information to better counsel parents and 
caregivers as they consider myopia management options to help slow myo-
pia progression, according to researchers.

The study, titled “Adverse Event Rates in The Retrospective Cohort Study 
of Safety of Paediatric Soft Contact Lens Wear,” appears in the January 
2021 issue of Ophthalmic & Physiological Optics, the peer-reviewed jour-
nal of the UK College of Optometrists. It is currently available in pre-press 
form via open access. Dr. Robin Chalmers served as principal investiga-
tor, and the work was initiated to support CooperVision’s regulatory sub-
missions of MiSight 1 day contact lenses.

The study measured the rate of adverse events in children who were pre-
scribed soft contact lenses before they turned 13 

years old to establish wearing safety among 
that age group. The review documented 

adverse event details from clinical 
practice charts and clinical trial 

data of nearly 1,000 children 
and observed 2,713 years of 

wear across 4,611 visits. 
The study found the 

annualized incidence 
rate of inflammatory 
events was less than 
1 percent per year of 
wear. The majority of 
events were conjunc-
tivitis or foreign body 
abrasions, reflective of 
this young population. 

The study found a 
lower rate of microbial 

keratitis (7.4 per 10,000 
years of wear) with a 

tighter confidence interval than other pediatric post-market studies. That 
rate is comparable to established rates of microbial keratitis in adults, 
according to investigators.

Surgical and injectable drug approaches are equally effective 
for treatment of bleeding inside the eye from proliferative diabetic retinopa-
thy, according to a National Eye Institute-supported clinical study from the 
DRCR Retina Network or DRCR.net.

Researchers compared anti-VEGF eye injections versus removal of blood 
via vitrectomy surgery and laser photocoagulation. Both treatments improved 
central vision for the majority of participants, although approximately one-
third of the participants needed both anti-VEGF injections and surgery. 

The results were published in the Journal of the American Medical 
Association.

HHS is proposing an overhaul of the Health Insurance Portability 
and Accountability Act (HIPAA) that will make it easier to access patients’ 
personal health information, including the health records of patients with 
mental illness. The proposal would also do away with the requirement that 
all patients sign a notice of privacy practices.

HHS says the changes would empower patients, reduce the administra-
tive burden for healthcare providers, and pave the way to better-coordi-
nated care. The agency estimates that the rule could save $3.2 billion over 
5 years, but it’s not clear how much of that would accrue to clinical prac-
tices, according to Medscape.

The most obvious cost-saving aspect for medical and dental practices is 
the proposal that practitioners would no longer need to provide and collect 
signed notifications of privacy practices. Under the new proposal, health-
care providers would merely have to let patients know where to find their 
privacy policies.

With the recent Food & Drug Administration approval of the first U.S. vac-
cine for COVID-19, the American Optometric Association (AOA) and its affiliates push 
to make sure doctors of optometry and the safety of their patients are front and center.

Affiliates are closely coordinating with state authorities to ensure optometry is fully 
recognized in initial vaccine distribution plans, as well as emphasizing how optom-
etry may be looked upon to boost vaccine administration during this public health 
emergency.

In a December 2 letter to Secretary of Health and Human Services (HHS) Alex Azar, 
AOA President Dr. William Reynolds outlined priorities around the vaccines: 

– Fair reimbursement for vaccines
– Not imposing federal restrictions on the types of providers who can give 

the vaccinations
– Prioritizing optometrists and their staffs for vaccines

In a separate letter to the Centers for Disease Control 
and Prevention (CDC), containing 50 signatures from 
the AOA, AOA affiliates, and the American Opto-
metric Student Association, Dr. Reynolds 
reiterated optometry’s role. 
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9News Update

The rule would ease the standard for sharing information about a patient 
who is in a mental health crisis, such as an exacerbation of a serious mental 
illness or a crisis related to a substance use disorder, including an overdose.

The rule also aims to make it easier for patients to get access to their 
own healthcare information quickly—within 15 days of a request—instead 
of the 30 days currently allowed, and sometimes at no cost.

The rule is open for public comment until mid-February. After that, it 
will become final in 180 days. The agency said it would not begin enforce-
ment until 240 days after the final rule was published.

Tangible Boost from Tangible Science has received FDA clear-
ance and will be commercially available in January 2021. Tangible Boost 
is a monthly treatment that restores the Tangible Hydra-PEG coating and 
maintains the wettability of Tangible Hydra-PEG–treated gas permeable con-
tact lenses. 

Designed for patients to use at home, Tangible Boost rebuilds the coat-
ing, combating normal wear and tear and helping Tangible Hydra-PEG to 
continue to provide comfortable lens wear, according to the company. Tan-
gible Boost is available  through Tangible Science or through a number of 
custom lens manufacturers including ABB Optical, Acculens, Advanced 
Vision Technologies, Valley Contax, and X-Cel Specialty Contacts. 

The Centre for Ocular Research & Education (CORE) has pub-
lished issue number 57 of its free online education magazine, Contact Lens 
Update. The latest edition looks at the distinctive events of 2020 through the 
eyes of 10 front-line practitioners from 10 countries. It is available at Con-
tactLensUpdate.com.

The feature article shows how wearing different types of face masks 
affects the spread of aerosols and droplets from the mouth and nose when 
speaking, coughing, and sneezing. An accompanying video shows signif-
icant differences in efficacy among different designs of masks. 

Also addressed are mask-associated dry eye and the fact that reported 
increases in dry eye are not confined to adults. 

Bruder collaborated with ophthalmic surgeons and comanaging optom-
etrists to develop the Bruder Sx Pre-Surgical Patient Prep Kit. With the intro-
duction of this kit, the hygiene products patients need are available in a sin-
gle, self-contained kit that doctors can provide directly in their practices or 
via Bruder’s online portal, designed for pre-surgical patients.

The Bruder Pre-Surgical Prep Kit includes:
– Bruder Hygienic Eyelid Cleansing Wipes
– Bruder Hygienic Eyelid Solution
– Bruder Sx Pre-Surgical Compress and
– Bruder Sx Case to hold the items
The Bruder Sx Pre-Surgical Patient Prep Kit is now available for in-of-

fice distribution or patient purchase by referral online. 

Mojo Vision and Menicon announced that both companies have 
entered into a joint development agreement.

Mojo Vision is developing Mojo Lens, a smart contact lens. 
Through the agreement, Mojo and Menicon will conduct a series of fea-

sibility studies that tap the expertise of each company—applying Menicon’s 
experience in gas permeable lens R&D and manufacturing to Mojo’s smart Im
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contact lens microelectronics, systems integration, and consumer products 
innovation. Areas of collaboration will center around contact lens mate-
rials, cleaning, and fitting, among other topics. If the feasibility studies 
prove successful, Mojo and Menicon may consider a more extensive work-
ing relationship in the future.

According to the company, Mojo Vision is currently developing the world’s 
first augmented reality or AR smart contact lens, called Mojo Lens. Mojo 
Lens overlays images, symbols, and text on users’ natural field of vision 
without obstructing their view, restricting mobility, or hindering social 
interactions.

Mojo Lens incorporates a number of proprietary technologies, including 
the smallest and densest dynamic display made; a power-efficient image 
sensor built for computer vision; a high-bandwidth, low-power wireless 
radio; and motion sensors for precise eye tracking and image stabilization. 

Mojo Lens is still in the R&D phase and is not yet available for sale.

Neil Retallic has been named as president elect of the British Con-
tact Lens Association (BCLA) and will succeed Dr. Indie Grewal after the 
2021 BCLA annual general meeting in June.

Retallic says he looks forward to carrying on the good work of previous 
BCLA presidents. He says he would like to see advances in eco-friendly 
contact lens products and further work in finding treatments for patients 
with ocular pathology.

Retallic is European professional services director at Menicon, an asses-
sor and examiner for the College of Optometrists, and is currently part of 
the General Optical Council’s education committee.

Cincinnati Customs and 
Border Protection conducted a 
special operation in October focused on 
unapproved and counterfeit contact lenses 
and other high-risk regulated commodities 
imported into the United States. The 
purpose of this enhanced enforcement 
was to identify and intercept FDA 
ophthalmology products and 
misbranded prescription 
pharmaceuticals and 
injectable cosmetics. 

Officers found more 
than 12,100 pairs 
of undeclared 
or misdeclared 
decorative contact 
lenses, 2,800 
capsules of 
ampicillin, and 
198 syringes of 
counterfeit dermal 
fillers, Botox, and Dysport. The 
prohibited items originated from 
multiple countries, including 
China, Poland, Germany, Thailand, 
Hong Kong, and South Korea, and were 
destined to addresses across the United 
States. The cumulative Manufacturer’s 
Suggested Retail Price (MSRP)  for the 
prohibited items was $216,856 had they 
been legally imported.
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Thanks in no small part to the Amer-
ican Optometric Association’s (AOA) 
advocacy on behalf of optometry and 
our patients, doctors of optometry 
secured $1.69B in aid from earlier relief 
programs,2 and as a result of continu-
ing advocacy efforts this recent legisla-
tion contains more welcome good news. 
An additional $900B in COVID-19 stim-
ulus funding has been approved, and 
following are highlights that every OD 
needs to know.

Second Draw PPP rules
Congress has authorized an additional $325B in 
funding for the Small Business Administration 
(SBA) to administer Second Draw Paycheck Protec-
tion Program (PPP) “loans” through private lend-
ing institutions, as was done in the first round of 
the PPP.

To be eligible, practices applying for a Second 
Draw PPP loan must:

– Have 300 or fewer employees
– Have used (or will use) the full amount of 

their first PPP loan
– Show a minimum 25 percent reduction (i.e., 

loss) in gross receipts for the first, second, 
or third quarter of 2020, relative to the same 
quarter in 2019

Only one Second Draw PPP Loan may be 
obtained per eligible entity, and for most optom-
etry practices, loan amounts will be up to 2.5x 
the practice’s average monthly payroll costs in the 
one year prior to the loan (or the calendar year). 
Borrowers are again eligible for full forgiveness 
of the PPP loan if at least 60 percent of the funds 
are used for payroll costs, with up to 40 percent 
used for eligible non-payroll costs. 

Eligible non-payroll costs have been expanded 
to include: 

– Covered mortgage, rent, and utility payments 
(just as in the First Draw PPP)

– Covered operations expenses (e.g., human 
resources and accounting costs, software 
expenses, cloud computing expenses, and 
group health/dental insurance costs)

– Covered property damage costs (i.e., due to 
public disturbances that occurred in 2020 
that are not covered by insurance)

– Covered supplier costs (i.e., amounts owed 
to a supplier for a contract, purchase order, 
or order for goods such as frames and lenses 
that was in effect prior to taking out the loan 
and which are essential to the practice’s oper-
ations at the time the expenditure was made)

– Covered worker protection expenses (e.g., per-
sonal protective equipment [PPE] and safety 
modifications to the facility) incurred during 
the covered period of the loan

Lending institutions approved to offer the ini-
tial PPP loans may offer Second Draw PPP loans 
under the same terms and conditions as the ini-
tial loans.1

Tax implications
On November 18, 2020, the U.S. Treasury 
Department and the Internal Revenue 
Service (IRS) emphasized and reiterated 
its earlier position that any normally 
deductible business expense(s) used to 
justify PPP loan forgiveness would not 
also be tax deductible, in order to pre-
vent a “double tax benefit.”3 

In effect, this ignored Congress’ orig-
inal intent and essentially made the PPP 
loan amount taxable income for the 
practice, increasing the pass-through 

personal income tax burden to the owner(s).
Congress has now fixed this challenge, stating 

that the business’s gross income shall not include 
any amount that would otherwise arise from the 
forgiveness of a PPP loan or a Coronavirus Aid, 
Relief, and Economic Security (CARES) Act Eco-
nomic Injury Disaster Loan (EIDL) grant or other 
certain CARES Act loans. 

It further specifically states that:
– Tax deductions are allowed for otherwise 

deductible expenses paid with the proceeds 
of a forgiven PPP loan 

– Tax deductions are allowed for otherwise 
deductible expenses paid with the amounts 
not included in income for the EIDL program

– The tax basis and other attributes of the bor-
rower’s assets will not be reduced as a result 
of those amounts being excluded from the 
practice’s gross income in either case above 

For PPP, this is effective from the date of enact-
ment of the CARES Act. For Second Draw PPP 
loans, it is effective for the tax years ending after 
the date of enactment of the Second Draw PPP 
provision. For EIDL, the provision is effective for 
tax years ending after the date of enactment of 
the CARES Act.1

EIDL funding
New funding has been provided for the EIDL Pro-
gram, the previously created low-interest loan pro-
gram administered and provided directly through 
the SBA. While terms are favorable for small busi-
nesses utilizing an EIDL, it is not a grant and must 
be repaid. 

The covered period for Emergency EIDL grants 
has been extended through December 31, 2021. 
Additionally, the part of the CARES Act which 
requires PPP borrowers to deduct the amount of 
their EIDL advance from their PPP forgiveness 
amount has been repealed.

Medicare reimbursement
The legislation provides for a 1-time, 1-year increase 
in the Medicare physician fee schedule of 3.75 per-
cent during 2021 and delays the impending 2 per-
cent Medicare sequester payment reductions for 
3 months, through March 31, 2021.1 

HHS Provider Relief Fund grants
An additional $3B in grants has been allocated for 

the Health and Human Services (HHS) Provider 
Relief Fund through which hospital and healthcare 
providers can be reimbursed for healthcare-related 
expenses or lost revenue directly attributable to 
the COVID-19 public health emergency. 

Plus, HHS must also now allocate not less than 
85 percent of currently unobligated funds in the 
Provider Relief Fund through an application-based 
portal to reimburse healthcare providers for finan-
cial losses they incurred in 2020.1 

Congress has also directed HHS to increase its 
focus on Medicaid providers and others who may 
have been underrepresented in previous rounds 
of the Provider Relief Fund distribution, as well 
as focus on those providers at imminent risk of 
closure.

Stimulus checks for households
Some optometrists and most of their staffs will 
receive another round of stimulus checks in the 
amount of $600 for each adult and $600 for each 
dependent in the household who is 16 years of 
age or younger. Technically, these are refundable 
tax credits for which advance payments are being 
issued. 

Based on income from 2019, the check amounts 
begin phasing out at a rate of $5 per $100 of addi-
tional income based on modified adjusted gross 
income of: 

– $75K for individuals
– $112.5K for heads of household
– $150K for married couples filing jointly

Any individual with a 2019 modified adjusted 
gross income of $87K or more will not receive a 
stimulus check (or for married couples filing jointly 
that threshold is $174K or more).4

Unemployment assistance
ODs and their staffs who are laid off are eligi-
ble to receive benefits from extension of most of 
the CARES Act Unemployment Provisions (specif-
ically, Pandemic Unemployment Assistance, Fed-
eral Unemployment Compensation, and Pandemic 
Emergency Unemployment Compensation). 

These programs were set to expire at the end 
of 2020 but have been extended through at least 
March 14, 2021. They include a federal supplemen-
tal unemployment insurance benefit of $300 per 
week in addition to state unemployment insur-
ance benefits.

CHRIS WROTEN, 
OD, is owner-partner 
at a three-location 
private practice in 
southeast Louisiana

TAKE-HOME MESSAGE In late 2020, a new COVID 
stimulus bill was signed into law. As part of the addition-
al $900B approved, $325B was earmarked for the Small 
Business Association to disburse Second Draw Paycheck 
Protection Program (PPP) loans. New implications in 
taxable income and tax deductions take effect. An addi-
tional $3B in grants reimburses providers for expenses 
or lost revenue due to COVID-19, and stimulus checks 
and new unemployment benefits are included. 

What ODs need to know about the new COVID-19 relief package 
Continued from page 1



| PRACTICAL CHAIRSIDE ADVICE

11In Focus
Im

ag
e 

co
ur

te
sy

 o
f 

W
.S

co
tt

 M
cG

ill
 @

A
do

be
 S

to
ck

COVID testing, tracing, and vaccines
The majority of ODs and their staffs are eligible 
to receive vaccine administration in Phase 1a or 
Phase 1b of the Centers for Disease Control and 
Prevention’s (CDC) priority table, and many ODs 
are eligible to order COVID tests and administer 
COVID vaccinations and be appropriately reim-
bursed for those services. 

Given this, Congress has allocated additional 
funds totaling over $31B for state and local gov-
ernments and for the CDC for use in COVID test-
ing and contact tracing, and vaccine distribution 
and tracking.

Other tax implications
The refundable payroll tax credits for paid sick 
and family leave, enacted in the Families First 
Coronavirus Response Act, have been extended 
through the end of March 2021.

Miscellaneous
Again, thanks to the efforts of the AOA, 2 addi-
tional welcome pieces of good news were included 
in the bill. 

First, Congress took the Federal Trade Com-
mission (FTC) to task and legislated a delay in 
enforcement of the FTC’s flawed and unneces-
sarily burdensome Contact Lens Rule changes—
which require contact lens prescribers to obtain 

every contact lens patient’s signature on a form 
attesting that they received a copy of their contact 
lens prescription, then keep that signed form for 
3 years, and be able to produce it when asked by 
investigators or face a penalty. The delay is until 
April 1, 2021. 

Additionally, the AOA successfully lobbied Con-
gress to require HHS to fully implement provider 
non-discrimination in its rulemaking (also known 
as the Harkin Law).

PPP eligiblity expansion
PPP loan eligibility has been expanded to include 
501(c)6 organizations which do not spend more 
than 15 percent of their activity on lobbying efforts, 
which didn’t spend more than $1M in total on lob-
bying expenses in the most recent tax year that 
ended prior to February 15, 2020, and which have 
300 or fewer employees. 

This could be a huge benefit to optometry orga-
nizations such as the AOA, state optometry asso-
ciations, and other eligible groups within the 
profession.

Wrapping up
Again, many thanks to the AOA, its leadership and 
volunteers, and the countless doctors of optom-
etry across the country who lobbied their sena-
tors and representatives to help make this round 

of critical relief a reality. 
We are closer to the end of this pandemic than 

we are to the beginning, so in the meantime be 
sure to take advantage of these programs as you 
see fit, keep hanging in there, and stay safe and 
healthy.
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The new COVID-19 stimulus 
bill provides ODs with added 
benefits in loans, grants, and 
potential tax implications
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Ocular Surface Disease

By Katherine M. Mastrota, OD, FAAO

“D
o I have pink eye?” How 
many times have ODs heard 
that question from their 
patients? The answer is usu-

ally, “Yes, you do have a pink eye and 
that’s why you came to see us today.”

The pink eye question gives me an 
opportunity to explain to the patient 
that not all eyes become “pink” for the 
same reason. I tick off the extensive 
list of differentials of conjunctivitis. 

The pat ient general ly exhibits 
amazement at the depth and breadth 
of causes of “pink eye” and is pleased 
that she has come to a specialist to 
tease out the preferred treatment plan 
rather than experimenting in self-prescribed folk, 
over-the-counter (OTC), or internet-search reme-
dies. After all, does not witch hazel cure every-
thing, (said tongue in cheek).

Educating patients
As I practice, the same educational segue sparks 
when blepharitis is the diagnosis at hand (often 
associated with conjunctivitis, keratitis, or both). 
Types of blepharitis include but are not limited to:

– Seborrheic dermatitis  
– Atopic dermatitis
– Contact/allergic dermatitis
– Bacterial overpopulation/infection
– Herpetic blepharitis (simplex or zoster)
– Meibomian gland dysfunction (MGD)
– Ocular rosacea
– Eyelash mites or lice (demodex/pediculus)

Of course, there may be overlap of some of 
these conditions as one may initiate or potenti-
ate the other. Treatment strategies for blepharitis 
vary and target the root cause of eyelid infection/
inflammation.

Blepharitis causes
Causes of blepharitis differ depending on whether 
it is an acute or chronic process, and in the case 
of chronic, the location of the problem. 

Acute blepharitis may be ulcerative or non-ul-
cerative. An infection causes ulcerative blephari-
tis. This is usually bacterial and most commonly 
staphylococcal. A viral etiology such as infec-
tion with herpes simplex and varicella zoster is 
also possible. Non-ulcerative is usually an aller-
gic reaction such as atopic or seasonal. 

Its location best classifies the chronic form 
of blepharitis. In anterior blepharitis, an infec-
tion, usually staphylococcal, or seborrheic dis-
ease process is involved. Also, blepharitis may 
be associated with rosacea. Meibomian gland 

dysfunction (MGD) causes posterior 
blepharitis. Commonly, this is associ-
ated with acne rosacea, and hormonal 
causes are suspect. 

Demodex mites may cause both 
anterior (Demodex folliculorum) and 
posterior (Demodex brevis) bleph-
aritis. Their role is not well estab-
lished because asymptomatic individ-
uals have also been found to harbor 
the mites at approximately the same 
prevalence.1

Assessing eyelid health is import-
ant because there is a close associa-
tion with blepharitis and MGD in ocu-
lar surface disease. 

Rynerson and Perry coined the new 
term of dry eye blepharitis syndrome (DEBS).2 A 
biofilm structure is a target for colonizing bacte-
ria. The invasion initiates quorum-sensing gene 
activation, subsequently producing inflamma-
tory “virulence factors,” including super-anti-
gens, which persist for a lifetime. 

These factors cause follicular inflammation, 
infected eyelash bases, MGD, aqueous deficiency 
(lacrimalitis), with lid damage and destruction 
sustained in the long term. In more advanced 
stages, eyelid destruction can be accompanied 
by an ectropion or entropion or may cause an 
eyelid to become floppy.3

Blepharitis treatment
Eyelid hygiene and elimination of triggers that 
exacerbate symptoms remains the foundation of 
most treatment regimens for blepharitis.4 

In-office microblepharoexfoliation of the lid 
margin (BlephEx, Rysurg) removes cellular/
makeup/other debris from the eyelid margins, pro-
moting a more normal lid/eyelash environment. 

Patient maintenance of the eyelid margin 
includes daily lid margin cleansing (with a doc-
tor recommended eyelid hygiene product, makeup 

remover, micellular water, hypochlorous acid solu-
tion, tea tree oil-containing product). 

Hygiene products include wipes or foams or 
daily at-home lid/eyelash cleaning/debridement 
with a NuLids motorized unit (NuSight Medi-
cal) or the novel, multi-use iLidClean wand 
(Optego Vision). Similarly, Bruder has introduced 
a pre-surgical prep kit targeted to improve pre- 
and post-surgical eye health by eyelid hygiene.

Of note, Tarsus Pharmaceuticals will initiate 
a Phase 2b/3 trial in the United States of its lead 
product TP-03 for demodex. It is estimated 20 
million Americans suffer from blepharitis, and 
approximately 45 percent of them have clinical 
signs of demodex.5

Be a hero
I encourage anyone interested in better lid mar-
gin hygiene and treating blepharitis to read my 
favorite lid margin article of all time, How to pro-
mote and preserve eyelid health by Jose Beni-
tez-del-Castillo, my eyelid margin guru.6

Be a lid margin hygiene hero.
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Blepharitis requires patient education
Type and cause of the condition are important to discuss during the examination
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The patient exhibits 
amazement at the 
breadth of “pink eye” 
causes and is pleased 
that she has come to 
a specialist to tease 
out the preferred 
treatment plan

TAKE-HOME MESSAGE Patients who seek treat-
ment for “pink eye” may express surprise when ODs use 
the opportunity to explain to patients why their eyes 
might be pink. Blepharitis is one of the many differential 
diagnoses, and patients who are ultimately diagnosed 
with the condition require education on causes and 
treatment. Lid hygiene and elimination of triggers that 
exacerbate symptoms are key to successful treatment.  
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By Elise Brisco, OD, FAAO, CCH, FCOVD

O
ver the years, I have developed a state-
of-the-art holistic dry eye 
clinic where I use an array 
of diagnostic modalities and 

treatment options to develop effective, 
individualized treatment plans. Many 
patients have benefited from ther-
mal massage, exfoliation of scurf and 
demodex, nutraceutical supplements, 
and homeopathic medicine for stress, 
which exacerbates dry eye disease. The 
missing essential element was a way to 
address the inflammatory component. 

In the last few years, I read more and 
more about ocular rosacea, inflammation, and the 
growing movement toward treating dry eye with 
intense pulsed light (IPL) therapy. I was interested 
in adding IPL to my clinic, but I still had ques-
tions. I checked with my state board, which con-
firmed it is permitted in my state (CA) because 
ODs can treat for the indication of inflammation 
related to dry eye. 

I began the process of implementing IPL in my 
practice, starting with an in-depth trial of two dif-
ferent systems. 

Trialing IPL systems
I wanted to trial IPL systems in my practice so I 
could determine which one I would purchase and 
get an idea if my patients would be willing to pay 
out of pocket for this procedure. If patients were 
reluctant, the return on investment (ROI) would 
not justify the purchase. 

Two manufacturers loaned me their devices for 
1 month and answered all my questions. Both sys-
tems had minimal space considerations, and IPL 

can be performed in an exam room, so I didn’t 
have to shuffle things around to create an IPL 

treatment area. Because IPL is a cash 
procedure, there was no complex bill-
ing implementation.

After 1 month, I chose Optima IPL 
(Lumenis) because I think it offers more 
features and presets and the ability to 
treat the upper and lower lids as well as 
larger tragus-to-tragus area. I am able to 
better target the treatment area with the 
2 different Sapphire tips that allow me 
to reach the upper lids and around the 
nose. Patients whom I had treated with 
both systems remarked that they felt the 

Optima IPL a bit less because of the cooling tip.
Within the first month, I was getting amazing 

results with dry eye patients whom I had treated 
with everything from thermal massage to nutraceu-
ticals and anti-inflammatory medications. Patients 
were remarking after only 1 IPL treatment that 
they felt so much relief. Patients reported less tear-
ing, less crusting on lids, and better-looking eyes.

I was thrilled to find the “missing link” in my 
protocol for treating dry eye, plus I was pleasantly 
surprised that we received little resistance to the 
treatment and out-of-pocket payment. The key is 
education. I educated my patients that clogged mei-
bomian glands led to inflammation that needed 
to be treated to allow a healthy environment to 
produce healthy tears. Once I selected candidates 
and explained the procedure, only about 1 in 100 
declined the treatment.

Candidates and positioning
Among patients with dry eye disease, many people 
benefit from having IPL. IPL is not recommended 

for people with certain medical conditions such 
as epilepsy or keloid scarring. IPL is also not used 
when patients are taking medications that cause 
photosensitivity such as antibiotics (doxycycline, 
tetracycline), chemotherapy, or steroids like pred-
nisone. Most patients who receive IPL have a Fitz-
patrick skin type of 3 or lower, all though type 4 
can be treated with an adjusted energy level and 
type 5 can receive an adjusted protocol. Those 
limitations aside, we begin assessing a patient’s 
candidacy with the history, then learn more from 
examination and diagnostic testing.

As part of our history, we ask patients how their 
eyes feel at the end of the day. A lot of people don’t 
know there is treatment for red, tired eyes—they 
just think that’s the way it is when you use com-
puters or wear contact lenses. During the exam 
we perform lid expression to see if the meibomian 
glands are releasing a quality lipid layer to lubri-
cate, nourish, and prevent tear evaporation. If we 
note thick, unhealthy expressions and obstructed 
glands, then we tell the patient we need to image 
the glands and treat their meibomian gland dys-
function (MGD). 

Using Meibox (Box Medical Solutions), we image 
the glands to see where there is damage, loss of 
glands, and obstructions. This is a progressive dis-
ease, so this baseline image is an important way 
to track diminishing obstructions and improving 
glands, optimally without losing more to atrophy. 

We explain to patients that we can open their 
tear glands with thermal massage, but we also 
need to treat the inflammation. The glands are 
unhealthy after being plugged for a prolonged 
period, and the telangiectatic vessels, which 
patients can see on imaging, continue to feed and 

How to implement IPL into 
an optometry practice
From choosing a system to picking candidates, the process exceeded expectations

ELISE BRISCO, OD, 
FAAO, CCH, FCOVD,
is in private practice 
in Los Angeles

Figure 1. Dr. Brisco and patient wearing eye protection during application of IPL.   Figures 2 and 3. Dr. Brisco applying ocular shields to a patient’s eyes prior to IPL treatment.

See IPL on page 16
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perpetuate the inflammation. 
It is ODs’ responsibility to present the best treatment 

options without assuming what patients can or will pay. 
Our office offers a financing program. 

Day-to-day results
IPL is delivered as a series of 4 treatments, spaced 2 weeks 
apart. Sessions are scheduled in the same timeslots as rou-
tine exams—no longer visits or block scheduling required. 
We create a spa-like environment so patients feel calm 
and confident. 

We typically see results after 2 sessions, and patients 

IPL
Continued from page 13

Dr. Brisco is an integrative optometrist and certi-
fied clinical homeopath. She practices in a multi-dis-
ciplinary wellness group in Los Angeles. She is the 
founder of NearSight for which she holds a patent. 
Dr. Brisco is fitness enthusiast who loves to box and 
a wellness content creator. She is the chief medical 
advisor for Natural Ophthalmics and serves as a key 
opinion leader for Lumenis. 

 @HollywoodEyes

experience lessening of their 
symptoms after the full series. It 
is common to see patients with 
severe symptoms and significant 
gland dropout who found relief 
from thermal massage, nutra-
ceuticals, medication, and lid 
hygiene. However, in my experi-
ence not until IPL do they feel and 
look comfortable again. IPL mar-
ries health with beauty because 
patients no longer look in the mir-
ror and see red, puffy or crusty 
eyes. Patients often get emotional 
about the change in both comfort 
and confidence. 

IPL is providing the missing link 
for my patients. We were remov-
ing the oil and bacteria clogging 
the meibomian glands, but treating 
inflammation with IPL has com-
pleted the therapy. In addition to 
clinical rewards, it has been profes-
sionally and intellectually reward-
ing to see our patients happy. 

ROI and expansion
With such a high acceptance rate, 
our practice has seen an excellent 
ROI with IPL. Marketing has been 
minimal—just a few social media 
posts—but we have succeeded by 
treating our own patient base and 
seeing that base expand by word 
of mouth. 

I thought it would require about 
2 years to recoup the cost of the 
system, but it took only took 9 
months. We average at least 3 IPL 
treatments a day, many for new cli-
ents, and practice revenues have 
increased by about 40 percent. As 
we move into 2021 in an environ-
ment of public health restrictions, 
reopenings, and patients reluctant 
to visit their doctors, the high-de-
mand, high-return, high-satisfac-
tion nature of IPL will play a piv-
otal role in bolstering our reve-
nue stream.

IPL has grown the practice’s 
reputation through articles, pod-
casts, and social media. People fly 
to Los Angeles to see us for IPL. 
Clearly, not enough ODs are per-
forming IPL to meet the demand 
of patients with dry eye disease. 
It’s a great opportunity for ODs to 
shine as primary caregivers, and 
to ensure our practices thrive.

XIIDRA® (lifitegrast ophthalmic solution), for topical ophthalmic use 
Initial U.S. Approval: 2016 
BRIEF SUMMARY: Please see package insert for full prescribing 
information. 
  1  INDICATIONS AND USAGE 

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

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

  6  ADVERSE REACTIONS 
The following serious adverse reactions are described elsewhere in 
the labeling:  
•   Hypersensitivity [see Contraindications (4)] 
6.1 Clinical Trials Experience 
Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in clinical trials of a drug cannot be 
directly compared to rates in the clinical trials of another drug and 
may not reflect the rates observed in practice. 
In five clinical trials of DED conducted with lifitegrast ophthalmic 
solution, 1401 patients received at least one dose of lifitegrast (1287 of 
which received lifitegrast 5%). The majority of patients (84%) had 
less than or equal to 3 months of treatment exposure. One hundred-
seventy patients were exposed to lifitegrast for approximately 
12 months. The majority of the treated patients were female (77%). 
The most common adverse reactions reported in 5%-25% of patients 
were instillation-site irritation, dysgeusia, and reduced visual acuity.  
Other adverse reactions reported in 1%-5% of the patients were 
blurred vision, conjunctival hyperemia, eye irritation, headache, 
increased lacrimation, eye discharge, eye discomfort, eye pruritus, 
and sinusitis. 
6.2 Postmarketing Experience 
The following adverse reactions have been identified during post-
approval use of Xiidra. Because these reactions are reported volun-
tarily from a population of uncertain size, it is not always possible to 
reliably estimate their frequency or establish a causal relationship to 
drug exposure. 
Rare serious cases of hypersensitivity, including anaphylactic reac-
tion, bronchospasm, respiratory distress, pharyngeal edema, swollen 
tongue, urticaria, allergic conjunctivitis, dyspnea, angioedema, and 
allergic dermatitis have been reported. Eye swelling and rash have 
also been reported [see Contraindications (4)]. 

  8  USE IN SPECIFIC POPULATIONS 
8.1 Pregnancy 
Risk Summary 
There are no available data on Xiidra use in pregnant women to 
inform any drug-associated risks. Intravenous (IV) administration of 

lifitegrast to pregnant rats, from premating through gestation day 17, 
did not produce teratogenicity at clinically relevant systemic expo-
sures. Intravenous administration of lifitegrast to pregnant rabbits 
during organogenesis produced an increased incidence of omphalo-
cele at the lowest dose tested, 3 mg/kg/day (400-fold the human 
plasma exposure at the recommended human ophthalmic dose 
[RHOD], based on the area under the curve [AUC] level). Since 
human systemic exposure to lifitegrast following ocular administra-
tion of Xiidra at the RHOD is low, the applicability of animal findings 
to the risk of Xiidra use in humans during pregnancy is unclear [see 
Clinical Pharmacology (12.3) in the full prescribing information].  
Data 
Animal Data 
Lifitegrast administered daily by IV injection to rats, from premating 
through gestation day 17, caused an increase in mean pre-implantation 
loss and an increased incidence of several minor skeletal anomalies 
at 30 mg/kg/day, representing 5,400-fold the human plasma expo-
sure at the RHOD of Xiidra, based on AUC. No teratogenicity was 
observed in the rat at 10 mg/kg/day (460-fold the human plasma 
exposure at the RHOD, based on AUC). In the rabbit, an increased 
incidence of omphalocele was observed at the lowest dose tested,  
3 mg/kg/day (400-fold the human plasma exposure at the RHOD, 
based on AUC), when administered by IV injection daily from gesta-
tion days 7 through 19. A fetal no observed adverse effect level 
(NOAEL) was not identified in the rabbit.   
8.2 Lactation 
Risk Summary 
There are no data on the presence of lifitegrast in human milk, the 
effects on the breastfed infant, or the effects on milk production. 
However, systemic exposure to lifitegrast from ocular administration 
is low [see Clinical Pharmacology (12.3) in the full prescribing infor-
mation]. The developmental and health benefits of breastfeeding 
should be considered, along with the mother’s clinical need for Xiidra 
and any potential adverse effects on the breastfed child from Xiidra. 
8.4 Pediatric Use 
Safety and efficacy in pediatric patients below the age of 17 years 
have not been established. 
8.5 Geriatric Use 
No overall differences in safety or effectiveness have been observed 
between elderly and younger adult patients. 
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Glaucoma

By Benjamin P. Casella, OD, FAAO

O
Ds perform gonioscopy all 
the time. Glaucoma patients, 
glaucoma suspects, and 
patients who have ocular 

hypertension undergo gonioscopes 
as well as trauma patients to rule out 
recession, patients with retinal vascu-
lar occlusions, diabetics, and the list 
goes on from there. 

Practicing gonioscopy
I recall vividly when I first learned 
the procedure. A significant portion 
of what I learned while in optometry 
school (both about gonioscopy and other aspects 
of clinical care) came from conversations in the 
hallway and tips on the fly when I was interning 
in the clinic. 

I remember one attending told me that if I 
wanted to become really proficient at gonioscopy, 
then I should do it on everyone. “Do 
it on all diabetics, but also do it on 
the 20-year-old -2.00 D myope who 
just needs more contact lenses. Really 
practice it.” Man, was he ever right. 

I entered clinic as a third-year intern 
being able to perform gonioscopy but 
frankly afraid of it. Hey, I was a kid. 
Further, it is akin to a bad joke that 
the internal reflective properties of the 
cornea (which is a clear tissue) make 
mirrors necessary to view the struc-
tures of the anterior chamber angle. 
By the end of a couple of weeks with 
this attending who was, I’ll stop just 
short of “trial by fire,” the procedure 
became second nature to me. Diag-
nostic contact lenses frightened me 
no more! 

To this day, I am still a fan of performing dilated 
fundoscopy of the posterior pole through the cen-
ter lens of a 3-mirror lens when views are diffi-
cult to attain. I am not sure, but I would guess 
that’s a dying art.

Take photos
Speaking of times when it is difficult to get a good 
view of a fundus, let me share with you another 
clinical pointer which has continued to be of great 
help through the years. When I was a fourth-year 
intern, I had a patient who was particularly squea-
mish about having bright light directed at her 
macula (and rightfully so, I might add). Unfor-

tunately, she also had moderate cata-
racts. I should also mention that this 
was her cataract evaluation to deter-
mine if she was a good candidate for 
cataract extraction. I sheepishly went 
in and asked my attending to check my 
exam findings as I was having a difficult 
time viewing her maculas. He did, but 
not before saying 4 words that proved 
to be of great and lasting service: “Go 
take some photos.”

I did, and the photos I took comple-
mented my examination of the patient 
greatly. I recall later on in my resi-
dency being in a room with maybe half 

a dozen interns when the attending asked if any-
one had ever missed something in a retina and 
later picked it up on a retinal photograph. The 
sole hand that went up was mine. He looked at 
me and said, “Honest man.” Well, I suppose I am 
nothing if not honest. 

No one can argue the fact that it is pointedly 
simpler to sit back and look at a high-quality photo 
and digest all of its details and characteristics while 
sipping coffee than it is to fight the remarkably 
strong orbicularis muscles of a patient whose eyes 
instinctively undergo a complete Bell’s phenome-
non when his lids are pried open for fundoscopy.

No, I do not think photos take the place of live 
fundoscopy (not even stereo photos), but they do 
have their place. Some clinicians have techniques 
which are more proficient than others, but no one 
is superhuman. 

Assess images
So, what do gonioscopy and photography have in 

common? With that question in mind, I turn to 
a review on anterior chamber angle assessment.1 
This review paper goes through several different 
methods by which the anterior chamber angles 
can be assessed. Several different examples of 
gonio-photographic technology are discussed, as 
are other technologies such as anterior segment 
optical coherence tomography (AS-OCT) and ultra-
sound biomicroscopy (UBM). 

Acquiring high-quality photo-
graphic images of the anterior cham-
ber angles has obvious advantages. 
The ability to assess a static image 
of an angle is a luxury I do not cur-
rently have, but I am envious of those 
who do. As for UBM, it is a relatively 
simple procedure which can quickly 
determine a narrow angle. As its name 
implies, UBM technology makes use 
of sound waves to “view” the struc-
tures of the angle. 

AS-OCT is a quick procedure that is 
simple to perform and good at identi-
fying narrow angles. Instead of sound 
waves, AS-OCT makes use of electro-
magnetic radiation (of course, at safe 
levels) in order to acquire its images. 

However, there are aspects of the anterior cham-
ber angle beyond the position and configuration 
which need to be assessed. When adding up all 
of these “qualitative” variables, such as pigment, 
glaucomflecken, blood, and subtle neovascular-
ization, I am afraid we will have to continue per-
forming gonioscopy for some time.

REFERENCES
1. Riva I, Micheletti E, Oddone F, Bruttini C, Montescani S, 
De Angelis G, Rovati L, Weinreb RN, Quaranta L. Anterior 
Chamber Angle Assessment Techniques: A Review. J Clin 
Med. 2020 Nov 25;9(12):E3814.

Gonioscopy and imaging 
work in tandem
Examining patients with both gonioscopy and imaging can reveal potential concerns

TAKE-HOME MESSAGE Two examination 
techniques that help ODs deliver high-quality care are 
gonioscopy and imaging. They come in handy when 
differentiating glaucoma subtypes and when determin-
ing surgical treatment interventions for trauma patients, 
amongst many other applications. Don’t let the angle get 
the best of you by practicing these techniques often.

 bpc81@aol.com

BENJAMIN P. 
CASELLA, OD, 
FAAO
Practices in Augsta, 
GA with his father 
in his grandfather’s 
practice

Figure 1. An OCT image of an open angle.
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By Douglas K. Devries, OD

E
very day, I see patients who have 
been referred for cataract sur-
gery—but have unfortunately 
been sent to us without any of the 

preparation that will ensure a smooth 
and satisfactory experience for the 
patient, and a painless postoperative 
management experience for the refer-
ring optometrist. 

Here are 5 things I wish every doc-
tor discussed with their patients before 
referring them for surgery.

1Discuss the existence of life-
style lenses 

A surgical practice has to provide true informed 
consent, so we will certainly talk to every patient 
who is a candidate about presbyopia- and astigma-
tism-correcting intraocular lens (IOL) options. But 
the reality is that this topic is best introduced early 
on, while the patient has the time and energy to 

think about what is important for their 
lifestyle and budget. 

The preoperative consultation is a 
long one. The patient will see several 
different doctors, counselors, and tech-
nicians; go through a lot of diagnos-
tic testing; and will likely be tired and 
somewhat overwhelmed by the end of 
the visit. 

That’s a terrible time to introduce a 
major decision for the first time. That 
doesn’t mean that we want everyone to 
get a lifestyle lens. But we don’t want 

them to throw up their hands and say “Oh, just 
give me the standard!” and then later regret a deci-
sion made in haste. 

2 Truly evaluate the patient’s 
needs

A primary eyecare provider who has an established 
relationship with the patient knows so much more 
about that patient than the surgeon can learn in 

a short appointment. 
Consider and share all the elements that are 

relevant to the IOL choice and refractive targets, 
including:

– The state of the accommodative system
– History of astigmatism and presbyopia cor-

rection in glasses or contact lenses
– Most important distances for the patient’s 

daily activities
– Frequency of night driving
– How easily satisfied the patient is with his 

spectacle or contact lens prescription 
– Unusual avocations that require special-

ized lenses or have non-negotiable distance 
requirements

For example, as an instrument-rated private 
pilot I have to be able to see the instrument panel  
clearly (Figure 1). If my IOL doesn’t allow for that, 
I will need glasses for the cockpit. 

This isn’t about telling the patient, “Hey, I want 
you to have XYZ lens.” Ultimately, the surgeon 
will determine which lens type and lens power 

5 things to get your patients ready 
for cataract surgery
Educate patients preoperatievly, evaluate their needs, and set appropriate expectations

DOUGLAS K. 
DEVRIES, OD,
is in practice in 
Sparks, NV

Figure 1.  
Be aware of patients’ unique visual needs, such as the 
intermediate-distance instrument panel in the cockpit 
for a pilot. (Source: Douglas Devries, OD)
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to implant, but she needs information to 
make the best choice.

3Carefully explain range 
of vision

When talking to patients about how 
important near vision is for them, it is 
important to be very, very clear because 
this is easily misunderstood. “Near” is a 
very subjective term. 

I like to hand patients a near card 
upside down. The need to turn it around 
will force them to naturally reposition 
the card where they like to hold reading 
material. Depending on patients’ height 
and arm length, where they typically posi-
tion devices, and what their hobbies are, 
“near” can mean anything from embroi-
dery at 6 inches to a computer screen at 
36 inches. 

A simple way to explain the concept to 
patients is this: “If you have a standard 
lens implanted, you won’t be able to see 
anything clearly that you can touch. There 
are lens options (such as Tecnis Symfony 
[Johnson & Johnson Vision]) that can pro-
vide a natural range of high-quality vision 
that will satisfy most patients.” 

Someone with short arms or a fine-de-
tail hobby may need a lens that is designed 
for a closer near-point (such as PanOptix 
[Alcon] or Tecnis Multifocal IOLs). 

It is really important to physically 
demonstrate to low myopes what their 
vision will be like with a standard IOL. 
These patients will almost certainly dis-
count whatever you say about this if 
you don’t show them. Low myopes have 
breezed through presbyopia just by 
removing their glasses to see up close. 
They believe they will retain this natu-
ral ability! 

So, ODs need to put lenses with their 
full correction in front of their eyes and 
ask them to look at a near target, explain-
ing that it will always be this way once 
they have cataract surgery. With a demon-
stration like this, I have found that many 
low myopes would much rather have a 
presbyopia-correcting lens that offers the 
range of vision they expect to have. 

Similarly, if the patient has always had 
astigmatism correction in his glasses and 
is excited to be able to see at distance 
after cataract surgery, he needs to under-
stand that no matter how good the sur-
geon is, he will still need glasses unless 
he opts for astigmatism correction at the 
time of surgery.

4 Evaluate and treat  
ocular surface disorders

Patients with dry eye—whether symp-
tomatic or not—must be treated before 
preoperative measurements are taken, to 
ensure that the biometry and IOL power 
selection are accurate. If they come in for 

a consult with undiagnosed and untreated 
dry eye, that slows down the process tre-
mendously because the surgical practice 
must postpone measurements and start 
treatment. 

The first question a patient always asks 
is, “Why didn’t Dr. Smith tell me I had 
this?” 

It is an awkward situation for the sur-
gical practice to manage, and it generally 
causes the patient to lose confidence in 
the referring doctor. Moreover, it means 
the referring doctor has ignored the prac-
tice opportunity to offer billable treatment 
services.

5 Set appropriate 
expectations 

Every IOL offers advantages and disad-
vantages, including standard monofocal 
IOLs. A prepared patient understands what 
she is getting into, regardless of the direc-
tion she chooses. 

Patients who choose a presbyopia-cor-
recting IOL, and especially if they might 
get a multifocal IOL, need to understand 
the potential for night vision symptoms. 
You can explain that the starbursts they 
currently see at night (because of the cat-
aract) won’t entirely go away, but they 
will be less noticeable. 

I like to explain neuroadaptation to 
patients by demonstrating physiological 
diplopia. Tell the patient to hold a finger 
about 12 inches from his face. Then hold 
a pencil at arms’ length. Tell the patient, 
“When you look at your finger, you are 
still aware of the pencil, right?” While 
looking at his finger but being aware of 
the pencil, he will now see 2 pencils. 

I explain, “Your brain naturally adapts 
to this phenomenon so you don’t go 
around seeing double when focused at a 
specific distance, but if you concentrate, 
you can see it. Night vision symptoms are 
a lot like that. The blurred image is there, 
but your brain will tune it out.” 

And of course, if the patient chooses 
a standard monofocal IOL, he needs to 
know to expect that he  will need glasses 
for some or all tasks, as discussed in the 
third point. 

The most important factor in maintain-
ing your patients’ trust after surgery—and 
having a smooth and trouble-free post-
operative course—is taking the time to 
educate patients preoperatively so they 
are not unpleasantly surprised by the 
results.

Dr. Devries co-founded Eye Care Associates of Nevada in 1992, 
and since then, has limited his practice to surgical comanagement 
and diseases of the eye, especially ocular surface disease. He is 
the director of the optometric residency program and optomet-
ric fourth-year intern program at Eye Care Associates and is an 
associate clinical professor of optometry. When he is not working, 
he enjoys traveling and scuba diving internationally and riding his 
motorcycles. He is also an avid skier, hiker, and marksman.  

 drdevries@eyecareassociatesnv.com

Blenders Eyewear presents 
new prescription lenses
Blenders Eyewear released its first line of 
prescription eyewear featuring the brand’s signature 
bright colors and mixed metal composition. Lenses 
come in various colors with options for polarization, 
blue-light blocking technology, and a high-index 
option. Frame prices start at $89 for clear lenses and 
$109 for sunglasses. 

Ice Palace is a crystal clear, unisex frame available in pink, 
blue, amber, smoke, or clear lens colors. Lenses can be 
upgraded by adding polarization, blue-light, or high-index 
protection.

Creative Romance 
is a gloss crystal, 
unisex frame 
available in pink 
mirrored, blue 
mirrored, amber, 
smoke, and clear 
lens colors. 
Lenses can 
be upgraded 
by adding 
polarization,  
blue-light, or  
high-index 
protection.

Harlan Punch is a matte, crystal gray, unisex frame available 
in pink-mirrored, blue-mirrored, amber, smoke, and clear lens 
colors. Lenses can be upgraded by adding polarization, blue-
light, or high-index protection.

InDispensable
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By Jade Coats, OD

T
o sum it up, 2020 has been an 
interesting year of practicing 
optometry. Optometrists across 
the nation have stepped up to 

do their part in helping to decrease 
unnecessary ocular emergencies from 
clogging emergency rooms, freeing up 
space for COVID-19 patients. 

In addition to the increase in certain 
ocular problems seen during the pan-
demic (such as computer- and mask-in-
duced dry eye, corneal abrasions, cen-
tral serous chorioretinopathy, and 
more), there also seems to have been a shift in 
trends regarding how contact lenses are prescribed 
and worn. As noted by several optometrists across 
the nation, there has been an increase in requests 

for first-time contact lens fits but also simultane-
ously an increase in contact lens dropout.

Increase in first-time fits
When asking first-time contact lens wearers in 
2020 their motivations for wanting to try contact 
lenses, their reasons often include wanting to min-
imize the bulkiness of glasses on the face with the 
mask, the inevitable fogging of lenses, and “want-
ing another option while on virtual meetings.”

The dreaded fogging of lenses is not enjoyable 
for anyone. First-time contact lens fit requests have 
ranged from medical professionals, to chief exec-
utive officers (CEO), and office workers on the 
computer all day to those who had not considered 
contact lenses before the pandemic. The common 
goal is to have the option to eliminate the depen-
dency on spectacle correction while performing 
important work-related tasks. 

Note: The COVID-19 pandemic has 
seen an increase in what some are calling 
the “Zoom effect.” With millions of peo-
ple utilizing virtual chat platforms across 
the world (such as Zoom), there has been 
an increase in the willingness to undergo 
cosmetic procedures and enhancements 
since the pandemic began.1 Although it 
has not been studied, it is interesting to 
note that a portion of patients who have 
requested first-time contact lens training 
may be doing so for cosmetic purposes 
to improve their selfie views.

In addition, after time in quarantine 
to reflect on the importance of good health, many 
patients have asked about daily disposable lens 
options after (re)considering the improved conve-
nience, comfort, and quality compared to other 

extended-wear lenses. Daily disposable lenses have 
been my preferred choice for new soft contact lens 
wearers well before 2020; however, an added prob-
lem during the pandemic was accessibility to con-
tact lens solutions. Rivaling toilet paper in some 
areas of the country during the pandemic, con-
tact lens solution supplies were reportedly low 
and demand high, forcing some optometrists and 
patients to switch to a daily disposable modality 
for a period of time in 2020. 

Also likely contributing to some of the increase 
in contact lens fits and sales, many patients have 
unused insurance benefits and/or excess health 
savings accounts (HSA) due to remaining at home 
most of 2020. In some cases, patients may have 
also been driven to purchase contact lenses from 
their hometown provider in an effort to support 
local businesses during this COVID-19 pandemic. 
Educating patients on their benefits and how to 

use them in conjunction with available rebates and 
discounts offered in-office have contributed to this 
trend of increased contact lens fits for new wearers. 

Increase in contact lens dropouts 
2020 also simultaneously saw an increase in con-
tact lens dropout of many established wearers. 
Some reasons that patients reportedly decreased 
or completely stopped contact lens wear include 
wanting to avoid touching the face, concern for 
increased risk of infections, worsened dry eye, and 
a decreased need for contact lenses since “work-
ing from home and none of my colleagues see me.” 

Note: Although many patients reportedly discon-
tinued contact lens use due to fear of receiving an 
infection, there has been no statistical evidence that 
wearing contact lenses increase risk of COVID-19 
infection.3 Interestingly, contact lens compliance 
and recommended hand-washing before application 
and removal was significantly improved during the 
COVID-19 pandemic because people were more cog-
nizant of their hand-washing habits.3,4

Further contributing to contact lens dropout 
among patients is the increased risk of mask-as-
sociated dry eye (MADE) as well as incomplete 
blinking and decreased blink rate due to excess 
computer use.5 Millions of people across the world, 
including many optometrists, have pivoted to vir-
tual events and increased daily digital use. Along 
with the millions of children now attending vir-
tual school and millions of adults now spending 
40 to 60 hours per week staring at multiple digi-
tal devices, many patients are at a higher risk for 
dry eye problems, increasing the likelihood of con-
tact lens dropout. 

Adding to the dropout rates, for some, the global 
pandemic may have meant loss of vision insur-
ance or means to afford an expense such as con-
tact lenses. Unfortunately, COVID-19 has caused 
widespread financial burdens, and it seems that 
for some patients, the luxury of wearing contact 
lenses is sometimes one of the first expenses cut 
from the budget. 

In other cases, established patients are not will-
ing to give up completely on contact lens wear; 
therefore, optometric practices may be seeing 

Contact lens trends during COVID-19 
From daily disposables to increased refractive surgeries, dropout and more

TAKE-HOME MESSAGE During COVID-19, ODs 
have seen an increase in first-time contact lens wear 
requests, dropout of established wearers, refractive 
surgery screenings, and specialty lens fits. Factors 
of working from home, extensive computer use, and 
mask-associated dry eye can make contact lens wear-
ing more complicated and intolerable. JADE COATS, OD,

is an associate 
at an OD/MD 
multidisciplinary 
practice in Rogers, 
AR

Rivaling toilet paper 
in some areas of 

the country during 
the pandemic, 
contact lens 

solution supplies 
were reportedly low 
and demand high
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patients switch from an extended-wear lens to 
a daily-wear lens. Especially in the midst of a 
global pandemic, it is important for ODs to edu-
cate patients that contact lens wear can be an 
affordable, safe and healthy option.

Increase in requests for refractive 
surgeries
Some patients have decided that they would rather 
take a different refractive route, and a global pan-
demic encouraged them to finally take the leap. 
In practice, patients have inquired about refrac-
tive surgery options more frequently, which has 
led to more screenings across refractive facilities. I 
am curious to see the retrospective studies on the 
general trends in refractive surgery over the next 
few years after the COVID-19 pandemic.

Incidentally, in my experience more requests for 
refractive surgery screenings have yielded more 
undiagnosed keratoconus and other corneal dys-
trophies that have excluded patients from being 
candidates for surgery. Instead, we have been able 
to steer them toward the specialty contact lens 
route, thus contributing to the rise in specialty con-
tact lens fittings during the COVID-19 pandemic.

Increase in specialty lens fits 
If the COVID-19 pandemic revealed anything in 
the practice of Micaela Crowley, OD, and other 

specialty lens practices across the nation, it is the 
impact that scleral contact lenses have on a patient’s 
quality of life. 

In the majority of cases, scleral lenses are med-
ically necessary therapeutic devices that provide 
comfortable and functional vision for a patient to 
perform activities of daily living. Per Dr. Crow-
ley, whether it was due to worry of a mishap with 
a lost, broken, or poorly fitting speciality lens or 
worry from a news source (falsely) suggesting con-
tact lenses unsafe to wear, she saw an increase in 
scleral lens fits throughout 2020. 

“Scleral lens patients were at the front of our 
minds early in the pandemic and our office made 
sure these patients knew that we were there for 
them,” Dr. Crowley says. “Many telehealth meet-
ings were scheduled with scleral lens patients to 
ensure best hygiene practices and switching to a 
hydrogen peroxide disinfection system6 if it wasn’t 
already part of their daily routine. Depending on 
the concern, in-person exams were considered 
urgent for some of these specialty lens patients.

“Despite their undeniably life-changing poten-
tial, scleral lenses have the reputation of being 
time consuming and a logistical nightmare in a 
busy office setting. Reduced schedule spots and 
increased demand forced us to evaluate proto-
cols and immediately adapt to remain successful 
during the COVID-19 pandemic. For scleral lenses 

in particular, it meant implementing a direct ship-
to-patient delivery system, adding members to our 
scleral lens team, and bringing on new technology 
such as profilometry to streamline the fit process.”
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L
ost to follow-up (LTFU) is a wide-
spread phenomenon encompass-
ing all aspects of health care. 
Though the term applies strictly 

to clinical trials, it is broadly used in 
reference to routine and specialty care 
delivered by healthcare professionals to 
patients in clinical practice who do not 
return for successive monitoring and/
or treatment after a new care or treat-
ment regimen has begun.1 

LTFU in clinical care is sometimes 
referred to as “follow-up non-atten-
dance” (FUNA). 

Factors in LTFU
In regards to systemic management of type 2 dia-
betes, 83 distinct patient, provider, and disease/
medication factors were found to be associated 
with FUNA by meta-analysis, including:2

– Younger age 
– Lower socioeconomic and education status
– Lower diabetes knowledge
– Male gender
– Both lower and higher HbA1c
– Longer disease duration
– Insulin use
– Multiple diabetes 

comorbidities
– Smoking
– Less frequent 

eye examina-
tion intervals

The same anal-
ysis cited multiple 
patient reasons for 
FUNA, particularly 
beliefs that specific 
patients’ diabetes 
was not that serious 
or had remitted, lack of 
access to transportation 
and affordability of care, 
and workplace commitments.3 

LTFU/FUNA is typically classi-
fied as complete (patient is never again 
seen by the original provider) or partial (follow-up 
occurs, but less often than is required by clini-
cal trial protocol or recommended by real-world 
healthcare providers).2

LTFU in eye care
Given this multiplicity of factors, it is not surpris-

ing that LTFU/FUNA is commonplace 
in eye care as well. From a surveillance 
standpoint, studies show that 21 percent 
to 53 percent of patients with diabetes 
fail to adhere to recommended inter-
vals for dilated eye examinations.4,5 Of 
course, the majority of patients do not 
have sight-threatening diabetic eye dis-
ease at any given time, so the impact 
of less-than-optimal examination fre-
quency for detection of diabetic retinop-
athy (DR) and diabetic macular edema 
(DME) is mitigated if and when patients 
ultimately do return for eye examina-
tion (partial LTFU/FUNA), though dis-

ease severity may be worse and the potential for 
consequential vision loss is substantially higher.

What is more surprising, perhaps, is the high 
number of patients who are diagnosed with 
sight-threatening diabetic eye disease yet do not 
follow through with a complete course of ther-
apy from treating ophthalmologists. 

Retrospective analysis of 2595 DME patients 
over 5 years found that about 25 percent of patients 
who received at least 1 anti-VEGF injection did not 

return for subsequent injections within the 
next 12 months, with higher rates of 

LTFU among Asian and Latino 
Americans, and those with 

annual income < $50,000.6 
For proliferative dia-

be t ic  re t i nopat hy 
(PDR), studies show 
that 25 to 52 percent 
are LTFU/FUNA at 
12 months.7,8 Odds 
of LTFU increased 
in Black, Hispanic, 
Native and Pacific 

Island Americans, 
those with income 

<$40,000, non-native 
English speakers, and 

those <55 years of age. 
In 1 study of outcomes in 

PDR patients LTFU for at least 6 
months, patients receiving anti-VEGF 

therapy in isolation versus pan-retinal photoco-
agulation in isolation were more than 10 times as 
likely to have developed traction retinal detach-
ment upon subsequent follow-up, though the num-
bers of eyes were small and final visual acuity 
was not significantly different.9 

Another questionnaire analysis of 76 patients 

LTFU with PDR showed a significant positive cor-
relation between best-corrected visual activity 
(BCVA) loss and patient’s lack of trust and satis-
faction with treatment.10

Optometrists must recognize that many patients 
with diabetes do not receive eye examinations 
at appropriate intervals, do not necessarily fol-
low through with referrals to retinal specialists 
(only 51 percent of patients with vision-threaten-
ing DR were seen by a retinal specialist within 12 
months of referral in one recent analysis of 407 
patients11), and do not complete treatment regi-
mens for sight-threatening eye disease. 

This underscores the need for ODs to stress the 
importance of not only receiving dilated retinal 
examinations but keeping referral appointments 
and ongoing treatment by retina specialists. 

Of note, poor follow-up among patients with DR, 
glaucoma, and/or AMD was also highly associated 
with poor patient knowledge of their diagnoses.12 
Subjects partially or totally LTFU identified the 
following strategies to improve follow-up: contact 
with others having the same eye condition (41.3 
percent), greater education regarding eye disease 
(40.8 percent), and improved transportation ser-
vices to the clinic (44.6 percent). 

Along with other epidemiological factors dis-
cussed above, ODs must be particularly cogni-
zant of those patients at higher risk and redou-
ble their efforts to preserve vision through dis-
ease-specific patient education, timely referral 
and follow-up, and collaborative communication 
among eyecare providers and other members of 
the diabetes care team, including patients and 
their advocates.

Case example
This is a 32-year-old male with type 1 diabetes 
for 21 years. His metabolic control had been poor 
(HbA1c ranging from 8 to 12 percent since diagno-
sis) and presented with fibrovascular proliferation, 
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How ODs can address 
patients lost to follow-up
Practitioners need to better educate patients and stress the importance of additional care

TAKE-HOME MESSAGE Losing patients to 
follow-up happens in all aspects of health care. In eye 
care, roughly a quarter to half of patients with diabetes 
faill to adhere to recommended intervals for dilated eye 
exams. ODs must stress the importance of dilated ex-
ams, referral visits, and ongoing treatment. Preventing 
loss to follow-up is key in treating retinal disease. A. PAUL CHOUS, 

MA, OD, FAAO,
has a practice 
emphasizing diabetes 
eye care and 
education in Tacoma, 
WA
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vitreous hemorrhage, and severe vision loss in 2013 due to 
PDR (Figure 1). He underwent vitrectomy with endolaser 
PRP and returned with much improved retinal status and 

 dr.chous@diabeticeyes.com
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Continued from page 22

FIGURE 1. A 32-year-old patient with type 
1 diabetes for 21 years presented with 
fibrovascular proliferation, vitreous hemorrhage, 
and severe vision loss.

FIGURE 2. Following vitrectomy with endolaser 
PRP, he returned with improved retinal status 
and 20/60 visual acuity.

FIGURE 3. After skipping additional anti-VEGF 
treatment, the patient returned 14 months later 
with traction retinal detachment and 20/800 
visual acuity.

(Images courtesy A. Paul Chous, OD, FAAO)
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20/60 visual acuity in 2014 (Figure 2). At that time, 
HbA1c had improved to 7.6 percent and glucose time-
in-range over 90 days was 72 percent by continuous 
glucose monitoring system (Medtronic Guardian RT). 

In 2015, he was found to have recurrent neovascu-
larization of the optic nerve by the treating retinal spe-
cialist. He received a single injection of bevacizumab 
(Avastin, Genentech) and was instructed to return in 
4 weeks for further anti-vascular endothelial growth 
factor (VEGF) treatment. He was LTFU and returned 
to my office 14 months later with a traction retinal 
detachment and 20/800 vision in that eye (Figure 3). 

This case underscores the importance of early, good 
metabolic control in mitigating the risk of sight-threat-
ening diabetic retinopathy (so-called “protective met-
abolic memory”) as well as the critical importance 
of preventing LTFU in patients with severe disease.
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Optic nerve head drusen are commonly seen 
during the dilated fundus exam, occurring in 2 per-
cent to 4 percent of the population,1,2 but given their 
perceived benign nature and lack of management 
options, drusen are most notable for the diagnostic 
dilemma they can create. According to a histologi-
cal study of 1713 eyes with disc drusen, 54 percent 
caused elevated optic discs.3 This not only highlights 

that many cases will lead 
doctors down a rabbit hole of 
expensive and invasive test-
ing to rule out a brain mass 
but also how many cases are 
out there that ODs are not 
noticing at all. 

Review natural 
history 
While there is some debate 
regarding their natural his-
tory, it is agreed that disc 
drusen, buried and physi-
cally invisible in early stages, 
are made up of acellular, cal-

cified deposits of nucleic acids and mucopolysacha-
rides. It is also well-established that disc drusen occur 
in genetically predisposed individuals—who might 
otherwise be at risk for damage to optic nerve head 
tissues—from conditions such as small scleral canals. 
These deposits are known to occur anterior to the 

lamina cribosa and can make their way to a more 
anterior position over the years, displacing and dam-
aging adjacent tissues, subsequently disrupting axo-
nal transport.2,4

During childhood, disc drusen are uncalcified 
and often missed or difficult to diagnose. When pro-
nounced, these optic nerves can paint the picture 
of papilledema. With a child in the chair and a con-

cerned parent as well, the optometrist’s confidence 
in the latest technology can be a game changer in 
this tedious situation. In later adulthood, the condi-
tion tends to stabilize with the most progression and 
possible loss of visual field occurring during ado-
lescence. Experts agree that the progressive clini-
cal visibility of disc drusen into adolescence is likely 
due to a combination of growing size and/or num-

ELIZABETH A. 
STEELE, OD, FAAO,
is associate professor 
and associate dean 
for clinical affairs 
at University of 
Alabama Birmingham 
School of Optometry

How to use imaging to differentiate disc drusen from papilledema
Continued from page 1

Figure 2.  A: The ultrasound is set to a gain of 55 dB. A bright white hyperreflection is noted consistent 
with the optic disc, along with an accompanying spike in the A-scan below. B: With the gain reduced to 15 
dB, the visibility of the hyperreflectivity is increased. If with the gain reduced, both the hyperreflectivty and 
A-scan spike remain, the results are consistent with optic disc drusen.

Figure 3.  A: Disc topography is non-uniform, like a jagged mountain range, consistent with optic disc 
drusen, whereas (B) the disc has smooth, uniform elevation, like a hill, consistent with disc edema.

Figure 4.  A: Disc topography is non-uniform, consistent with optic disc drusen. The globe itself is seen 
to be slightly concave, as is expected. B: The disc has smooth, uniform elevation, consistent with edema. 
The globe has a convex shape due to scleral flattening secondary to increased ICP. In addition, end of Bruch’s 
membrane at the temporal edge of the disc appears subtly upturned, as its position remains intact relative to 
the anterior bowing of the adjacent RPE. 
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FIGURE 1. NATURAL HISTORY OF DRUSEN
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ber of the deposits, anterior migration of the depos-
its, and normal age-related retinal nerve fiber layer 
(RNFL) thinning superficial to the deposits.2,4

Review of tools for differentiation
Because disc drusen are bilateral most of the time, 
and because many cases of drusen cause elevated 
discs,3 bilateral cases of suspiciously elevated optic 
discs should always be differentiated from disc 
drusen. 

While buried, or when the condition is mild, a 
firm diagnosis of disc drusen often requires the 
assistance of advanced imaging. However, once 
the condition becomes more clinically obvious 
with age, the diagnosis is more clear and tech-
nology may not be needed at all. 

Given the potential urgency of an elevated optic 
disc, the optometrist who suspects disc drusen 
should always ask and answer two questions:

– Can it be ruled out that papilledema (bilat-
eral disc edema with an etiology of increased 
intracranial pressure) is present? 

– Can disc drusen be confirmed? 

Utilization of each of the imaging modalities dis-
cussed below will be addressed with this approach. 

B-scan ultrasonography
Can it be ruled out that papilledema is present? 
The diameter of the scleral canal just posterior to 
the optic disc can be measured and approximated 
using an ultrasound, providing insight to the anat-
omy and potential vulnerability to the optic nerve. 

Clinical literature suggests taking this measure-
ment at 3 mm posterior to the optic disc. Scleral 
canals greater than 5 mm in diameter at this 
location should prompt further investigation for 
increased intracranial pressure (ICP).5,6 

A scleral canal narrower than 3 mm, on the 
other hand, may be suggestive of an anatomically 
crowded optic disc.

Can disc drusen be confirmed?
B-scan ultrasonography has long been considered 
the standard approach for confirming a diagno-
sis of disc drusen with its ability to detect sub-
tle hyperreflections at the disc,when the visual 
“noise” (gain measured in decibels) is reduced. 

Figure 2 demonstrate an eye with optic disc 
drusen. 

Optical coherence tomography
Spectral domain OCT (SD-OCT) can also be use-
ful in determining presence of drusen and also 
in monitoring related structural damage to the 
inner retinal layers. 

Can it be ruled out that papilledema is present? 
Advanced visualization of optic disc topography 
can be somewhat subjective; however, is neverthe-

less often useful in correlation of data. Carefully 
consider other etiologies to a non-uniform eleva-
tion, such as superficial disc vasculature, which 
can mimic drusen. 

High-definition raster scans using enhanced 
depth imaging (EDI) can produce images of both 
disc topography and also the deeper retinal lay-
ers, including Bruch’s membrane. Using a longer 
scan (9 mm), the peripapillary retinal pigment epi-
thelium (RPE) and therefore contour of the globe 
can be evaluated.7

SD-OCT with EDI allows for the highest sen-
sitivity near the inner sclera and can be utilized 
clinically for improved visibility in many other 
clinical conditions occurring in the deeper reti-
nal layers and choroid, including choroidal nevi, 
central serous retinopathy, and age-related mac-
ular degeneration (AMD). 

Can disc drusen be confirmed?
SD-OCT with EDI can detect disc drusen struc-
ture and location, allowing it to be a strong dif-
ferentiator for drusen versus papilledema. Some 
have reported a higher detection rate than with 
B-scan.2,8,9

High-definition raster scans using EDI can pro-
duce images of the deeper optic nerve head where 
the drusen occur. Drusen are visualized as sig-
nal-poor areas anterior to the lamina cribosa, 
whose borders (most easily appreciated anteri-
orly) are hyperreflective. Smaller, individual dru-
sen, or larger clusters may be present. 

Of note, disc drusen can appear similarly as 
blood vessels on the OCT; however, blood vessels 
are often perfectly oval shaped and tend to cre-
ate more shadowing beneath. Furthermore, the 
adjacent enface image of any B-scan on OCT can 
be referenced for anatomical consistency of sus-
pected findings.2,8,9

In addition, the RNFL thickness report can be 
useful in management of disease progression and 
structural loss. Based on histopathological stud-
ies, RNFL thickening is often present with large, 
deeply positioned drusen, while thinning is pres-
ent with drusen of the same size but a less deep 
position.3 Progressive RNFL thinning which stabi-
lizes later in adulthood, along with the disc dru-
sen position and size, is expected. 

Not as often clinically noted, on the other hand, 
acute change in the condition and disease activ-
ity may actually cause RNFL thickening. This of 
course can create further confusion in a cloudy 

Initial diagnosis/  
Differentiation from papilledema 

» HD scan (9 mm horizontal with reduced space between scans) with EDI 
centered over optic disc and macula (orientation of scan can be rotated to 
include both disc and macula)—subjective analysis of globe contour and disc 
topography

» HD scan (radial or horizontal with reduced space between scans) with EDI 
centered over optic disc—subjective analysis for presence and physical 
appearance of drusen

» RNFL and GCC analysis—correlate to visual function 

Monitoring for progression 

» HD scan EDI—subjective comparison of physical appearance over time
» RNFL and GCC thickness—comparison to baseline and correlation to visual 

function as often as indicated 
» OCT angiography—monitor for focal retinal peripapillary capillary dropout and 

reduced peripapillary vessel density10

 TABLE 1  Suggested OCT protocol8

See Drusen on page 28

Figure 5.  

A high-definition radial 
scan centered over the 
disc is taken using the 
EDI setting, allowing 
for higher resolution 
of deeper structures. 
The highlighted 
B-scan image shows 
evidence of buried 
optic disc drusen 
hyporeflective cores, 
and hyperreflective 
anterior margins.
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diagnostic picture.3,9

Fundus autofluorescence
Lastly, FAF can be utilized to detect the presence 
of drusen. In contrast to B-scan and OCT, FAF 
does not offer information specific to the pres-
ence or absence of papilledema. It does, however, 
have the potential to provide physical evidence of 
disc drusen. FAF uses an extremely bright light 

flash to capture evidence of fluorescence tissues. 
While lipofuscion is its common target, indicat-
ing RPE disruption, disc drusen themselves will 
hyperfluoresce when superficial enough. Unfor-
tunately, the deeply buried, and/or most subtle of 
cases are when the need for confirmation is great-
est and also when FAF is least likely to deliver a 
positive result.11

Table 2 summarizes the clinical tools that can be 
utilized in both the exam room and with specialty 
imaging equipment if differentiating disc drusen 
from other causes of a bilaterally elevated discs. 

Not always so benign
While ODs are relieved to determine that elevated 
discs are in fact disc drusen (versus the scary and 
often urgent alternative), it is important to bear 
in mind when discussing the condition with the 
patient and planning management that drusen are 
not entirely benign. 

As disc drusen expand and move anteriorly, 
unfortunately there comes a higher risk of subse-
quent overlying RNFL damage along with visual 
field loss. Frequency of visual field defects varies 
based on study; however, most recently defects 
were reported to occur in approximately half of 
patients with confirmed disc drusen. Defects range 
from enlarged blind spots to nasal, arcuate or par-
tial arcuate, consistent with RNFL defects, and 
can impeded visual function in advanced cases, 
as seen in Figure 7.12

Disc drusen may be associated with other clini-
cal findings, highlighting their impact of anatom-
ical structures. Vascular changes associated with 
the disc include disc and adjacent retinal hemor-
rhages, typically flame-shaped. Nonarteritic ante-
rior ischemic optic neuropathy (NAION), retinal 
artery occlusions, and deeper choroidal neovas-
cular membranes have also been reported. Disc 
drusen are thought to crowd the axonal fibers, 
leading to vascular compression.1,12,13 In patients 
who have optic nerve head tumors, disc drusen 
are more prevalent. In this case, tumor compres-
sion of optic nerve fibers may promote disc dru-
sen formation.15

It is suggested, given their predilection to occur 
together, that disc drusen and papilledema may 
in fact be associated, reminding the clinician that 
multiple diagnoses can be present. Even in the 
most clear pictures of drusen, papilledema may 
still need to be ruled out. 

While the relationship is unclear, it is suggested 
that in these patients who have suffered from an 

Drusen
Continued from page 27

Clinical tool Buried ONH drusen Papilledema Crowded disc

Exam of elevated disc and 
or indistinct disc margins

Absence of cup, anomalous 
vessel branching, SVP often 
present

Hyperemia, dilated capillaries 
and often hemorrhages, 
vessel obscuration, Patton’s 
folds,* SVP absent
*Vascular findings and tissues 
folds are often absent in 
early/subtle cases

Absence of cup, SVP often 
present

Visual field Nasal and arcuate defects Enlarged blind spot, central 
defect

Normal

OCT-disc topography Non-uniform elevation Smooth, uniform elevation Smooth, uniform elevation

OCT-RNFL thickness Thickening acutely with any 
disease activity; progressive 
thinning until adulthood; 
deeper drusen display less 
thinning

Thicker RNFL, especially 
nasal initially; thinning can 
occur over time with chronic 
edema

Normal

OCT/MRI-globe convexity Normal/concave Scleral flattening / globe 
convexity

Normal/increased 
concavity—hyperopes

B-scan ultrasonography Hyper-reflectivity with 
reduced gain, normal sheath 
diameter

Normal reflectivity; enlarged 
optic nerve sheath diameter; 
crescent shadow sign;

Normal reflectivity; small to 
normal optic nerve sheath 
diameter

FAF Increased FAF, more so with 
unburied drusen

Normal Normal

 TABLE 2  Clinical tools to differentiate disc drusen

Figure 6.  

Both images below are of optic nerves with disc drusen confirmed with both B-scan and OCT.  
A: Hyperfluorescence noted on FAF in large, advanced drusen. B: Negative FAF in a case of very 
subtle, small, and deep disc drusen. 
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increase in intracranial pressure (ICP), and there-
fore mechanical obstruction and ischemia leading 
to eventual axoplasmic stasis, there is impaired 
axoplasmic metabolism and therefore a risk for 
drusen development. Or, could it be the other way 
around in which case the disc drusen cause crowd-
ing at the optic nerve, creating a vulnerability to 
disc edema?16

Treatment options
Multiple treatment options for disc drusen have 
been explored; however, unfortunately we are left 
with little to none when it comes to preventing 
vision loss. 

The possible benefit of decreasing intraocular 
pressure (IOP) has long been debated, but is per-
haps the most commonly recommended attempt at 
preventing RNFL damage. Various studies demon-
strate conflicting evidence regarding the benefit 
of hypotensive measures, ranging from increas-
ing retinal ganglion cell function and stabilization 
of RNFL thickness with a possible delay in optic 
neuropathy to no association.2,17,18 Reports of treat-
ment with vasoactive therapy such as pentoxifyl-
line as well as neuroprotective measures are anec-
dotal but show some promise.2,19 Further investi-
gation is clearly needed.
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Figure 7.

Advanced 
visual field 
loss due to 
disc drusen. 
A: Superior 
arcuate defect. 
B: Concentric 
narrowing of 
field.
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By Richard Bailey

T
he popularity of Health Insur-
ance Portability and Account-
ability Act (HIPAA) cloud host-
ing has skyrocketed in 2020. 

More and more U.S. healthcare organi-
zations are choosing to outsource their 
IT systems to a HIPAA-compliant host-
ing provider. Searching for the right provider is a 
challenge, so knowing the key factors to look for 
will help to get the best service.

Signed business associate agreement
The first requirement of HIPAA compliance is to 
choose a hosting partner that will offer and sign 
a business associate agreement (BAA). Paperwork 
is never the most exciting part of your digital jour-
ney, but it is a fundamental piece of the puzzle. 
Look for a provider that will sign a contract to 
guarantee their HIPAA compliance status when 
processing, managing, or storing protected health 
information (PHI).

The BAA is essential when outsourcing to a 
HIPAA-compliant provider. You are essentially 
offloading many of the compliance and security 
challenges of HIPAA to a third party, so you need 
to know that they can do the job. The BAA give 
assurances of the service level agreements of the 
service and will explain how the business asso-
ciate handles PHI, or if the associate outsources 
any of these tasks to someone else.

Security defined hosting
Maintaining the data integrity of PHI is the over-
all objective of HIPAA compliance. The healthcare 
organization and all business associates have a 
duty of responsibility to protect and secure patient 
data and guarantee no unauthorized changes are 
made to PHI.

Choose a hosting provider with a security-first 
dynamic. The hosting provider must know exactly 
what is going on inside its network. This state is 
achieved by 24x7 monitoring and detailed ver-
bose logging of all network appliances, filesys-
tems, and in-house applications. A technical solu-
tion, such as security information and event man-
agemen (SIEM) software, can interpret and sort 
this abundance of data into usable information, 
data analytics, and even create a trend baseline 
of expected activity.

Each data center location provided must be a 
completely secure facility, not just structurally, but 
security-conscious practices must be guaranteed 
onsite. Physical controls including closed-circuit 
television (CCTV), restricted access control lists, 
key card entry systems, cabinet locks, 24/7 perim-
eter monitoring, and intrusion detection systems 
(IDS) should be standard features.

Zero Trust
Consider a hosting provider that archi-
tects a HIPAA compliant environment 
using the Zero Trust model. This theory 
considers every transaction, movement, 
or iteration of data as suspicious. Appli-
ances such as an intrusion prevention 
system (IPS) can track data flow and 

network behavior and automatically alert against 
suspicious network activity.

Each network layer must separate and isolate 
traffic, and be encrypted and isolated. Secure vir-
tual private network (VPN) access must be avail-
able to connect to the hosting platform, and it is 
highly recommended to encrypt all HIPAA host-
ing file storage, not just disks with PHI.

Complex firmware upgrades to the hyper-con-
verged infrastructure, hypervisor upgrades, or any 
storage and network stack are the hosting provid-
er’s responsibility. This is not an easy task, espe-
cially when the provider must maintain a guar-
anteed uptime service level agreement.

Compliance standards
Reputable cloud hosting providers will be subject to 
physical audits by external parties on their HIPAA 
compliant infrastructure. They must be HIPAA 
audited to guarantee management and business pro-
cesses are fully compliant with HIPAA standards.

Look for the Health Information Technology for 
Economic and Clinical Health Act (HITECH) cer-
tification. This guarantees the standards for pri-
vacy and security of confidential electronic health 
record (EHR) data. This ensures your provider is 
the best choice for healthcare hosting and data 
confidentiality requirements.

Additionally, look for compliance certifications 
from American Institute of Certfied Public Accoun-
tants (AICPA) system and organization controls 
(SOC). This standard ensures information manage-
ment and network technology assurance adheres 
to AICPA’s best practice and ethical standards.

PHI types
Safeguarding how users, patients, and healthcare 
professionals access PHI is an essential part of 
HIPAA compliance. It specifically relates to sev-
eral key administrative and technical safeguards 
of HIPAA legislation.

Every covered entity must first know what PHI 
it has and how it processes it. There is no getting 
around this—it’s mandatory.

Choose a hosting provider that will work with 
you, and assist with the initial risk assessment 
so that all invested parties know what PHI is in 
scope. Going forward, a risk assessment should 
be conducted at least once a year to ensure prog-
ress is being made.

Access to PHI
After the initial risk analysis, access controls can 
give only authorized users access to PHI. Each user 
is assigned a centrally-controlled unique username 
and password, as well as a PIN code for multi-fac-
tor authentication when logging on.

Multi-factor authentication is normally tied to a 
person’s mobile phone, and the hosting provider 
should help with encrypting endpoint devices 
such as laptops, mobile phones, and tablets. Enter-
prise-grade solutions can scan for vulnerabilities 
on these devices and track when the device was 
last attached to the network.

Managed services
Medical professionals are extremely busy people. 
One effective way to relieve some of the pressure 
is to leverage additional managed services from 
the hosting provider. The type of services available 
vary between vendors but the service controls are 
key to enhancing organization-wide cybersecurity.

Managing a secured network, network firewalls, 
web application firewalls, and everything in-be-
tween creates an intrinsically secure network infra-
structure that isolates and protects your service. 
Creating a secured network architecture is not easy 
to do. It can take years to complete and requires 
highly skilled teams to manage. The complexities 
are evidence of why outsourcing is so popular.

Backup and disaster recovery
How do you look after your backups? Does your 
cloud hosting provider include a managed backup 
service? Having encrypted backups of PHI is man-
datory, and offloading this to a hosting partner is 
usually an easy win.

Other services might be a disaster recovery capa-
bility. This is a technical solution that will protect 
critical business servers from unexpected down-
time. This can be achieved in numerous ways, such 
as high availability clustering, automated node 
failover, and even fully managed disaster recovery.

Ensuring business continuity and disaster 
recovery capabilities is an essential requirement 
of HIPAA compliance.

How to choose a HIPAA 
cloud hosting provider
Physicians shouold look out for these key factors in order to get the best service

TAKE-HOME MESSAGE Outsourcing to a  
HIPAA-compliant hosting provider is popular due to 
the complexities involved. Ensure the provider signs a 
business associate agreement and agrees to audits. 

RICHARD BAILEY
is the lead IT 
consultant at 
Atlantic.Net, a cloud 
hosting company that 
specializes in HIPAA 
compliance
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By Gretchyn M. Bailey, NCLC, FAAO
Editor in Chief, Content Channel 
Director

A
fter a non-year for optometry in 
2020, many ODs think there is 
nowhere to go but up in 2021.

The Optometry Times® team 
asked what ODs can look forward to in 
the coming year and how 2021 will look 
different for them.

Find out what they said.

JOSEPH P. SHOVLIN, OD, FAAO
Editorial Advisory Board member
Scranton, PA
Not sure what is in store for next year. I hope we 
get back to normal which includes in-person con-
tinuing education (CE) meetings, at least some less-
ening in the need for personal protective equip-
ment (PPE) and social distancing in and out of 
the office, and an economy that recovers from the 
consequences of this pandemic.

Our practice has always had a heavy emphasis 
on medical eye care because we are a multidis-
ciplinary practice, and I think this has served us 
well during the pandemic. So, I think this may not 
alter much of what we do in 2021. But, we shall 
see and will continue to remain flexible.

CHRIS WROTEN, OD
Editorial Advisory Board member
Hammond, LA
The first 6 months of 2021 may be very simi-
lar to the last 6 months of 2020, but by staying 
plugged in with the American Optometric Asso-

ciation (AOA), state optometry associa-
tions, professional friends (both inside 
and outside of optometry), and trusted 
resources like Optometry Times, I know 
we can overcome the remaining chal-
lenges that lie ahead. 

The patients in our practice have 
come to appreciate the care and the ser-
vices we provide more than ever before, 
and I am certain that on the other side 
of this pandemic we will see great pro-

fessional satisfaction and personal reward for those 
who remain resilient, so don’t give up! 

DORI CARLSON, OD
Editorial Advisory Board member
Park River, ND
For 2021 we will continue to re-evaluate all busi-
ness practices to become more efficient with patient 
flow as well as business expenses.

The pandemic isn’t going to be over any time 
soon. I think we need to take a collective breath, 
pause, be patient and be kind. People are men-
tally all over the board in their response to the 
pandemic. It is incumbent upon us, as providers, 
to keep a sense of calm for our patients.

We can look forward to the fact this won’t last 
forever.

SHERRY BASS, OD, FAAO
Editorial Advisory Board member
New York City
In 2021, ODs can look forward to:

– Development of a COVID vaccine
– Return to a more normal patient schedule

– Development of new technologies for the 
detection of ocular disease

– New therapies for ocular disease that ODs 
can administer

JEFF ANSHEL, OD, FAAO
Editorial Advisory Board member
Encinitas, CA
In 2021, I am expecting to expand my “retirement 
business” of selling authentic Hawaiian old-school 
shave ice from my converted school bus! 

It is more work than expected, but it is fun to see 
the kids light up when we drive to a party or work 
a street fair (which will hopefully return in 2021).

LEO SEMES, OD, FAAO
Editorial Advisory Board member
Ponte Verde Beach, FL
Observing my optometrist’s office, efficiencies that 
have been put in place have been adapted to and 
are working. 

MICHAEL BROWN, OD, FAAO
Editorial Advisory Board member
Huntsville, AL
In 2021, we will obviously still be dealing with 
COVID-19. Indeed, we may have not seen the worst 
of it. Whatever happens, I don’t think eye care will 
be completely shut down again like it was before. 
Good vision and eye health cannot wait on the 
advance of a virus to be halted. 

Besides, we now have gained our COVID “legs.” 
We know how to walk the slippery deck of a toss-
ing ship and still get the job done.

ODs look to what 2021 will bring
Cautious optimism for the coming year, according to practitioners

GRETCHYN M. 
BAILEY, NCLC, 
FAAO

See 2021 on page 32

“The pandemic isn’t 
going to be over any 

time soon. I think 
we need to take a 
collective breath, 
pause, be patient, 

and be kind
—Dori Carlson, OD
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JAMES F. HILL, III, OD, FAAO
Editorial Advisory Board member
Charleston, SC
In 2021 and beyond, the optometric profession will 
see an increase in telehealth and technology in 
general. We will embrace it and use it to continue 
to foster better relationships with our patients. 

There will be changes to our traditional continu-
ing education model, but change will be good and 
more opportunities to learn that didn’t exist before. 

Luckily, every OD I know is as busy now as they 
were before the pandemic, and it proves we truly 
are essential to those we care for, and that will 
continue into the future and beyond.

STUART RICHER, OD, FAAO
Editorial Advisory Board member
Chicago
More dedication, to primary care—we are continu-
ing to test all high-risk category patients (nurs-
ing home patients and people of color), for vita-
min D deficiency.

MARTA FABRYKOWSKI, OD, FAAO
Editorial Advisory Board member
New York City
I hope that the inevitable slowdown we have all 
been experiencing in 2020 will garner thought-
ful returns in 2021: 
• More time for empathetic patient care? 
• More access to remote patients via telemedicine? 
• More time to have dinner with our families?

DIANA CANTO-SIMS, OD
Editorial Advisory Board member
Chicago
I am optimistic that we can look back in 2021 and 
know that it can’t get any worse. 

The year 2021 is the beginning of my empty 
nesting. I look forward to starting many new hob-
bies once my younger of two sons heads to college.

MILTON HOM, OD, FAAO
Editorial Advisory Board member
Azusa, CA
As an OD, I am excited about the future, 2021 and 

beyond. In development are new drug classes for 
the chronic diseases that have plagued us: Presby-
opia, myopia, meibomian gland dysfunction (MGD), 
and demodex. We will soon have an answer.

DAVID GEFFEN, OD, FAAO
Editorial Advisory Board member
San Diego
Although I am typically not the pessimist, I believe 
the first half of 2021 is going to be more of the same. 
Restrictions on volume and increased sterilization 
procedures. But we are leaning how to become 
more efficient and work in this environment. 

My concern is the number of businesses on the 
brink of collapse and increased unemployment is 
going to cut more patients from our care as they 
lose their vision care benefits. 

Providing exceptional patient experiences will 
be more important than ever. Keeping up with 
technology will be critical in this environment. 

Hopefully the latter part of the year will allow 
us to loosen some of these standards and get back 
to a more normal routine. 

I advise to be mindful of possible decreases and 
budget appropriately.

JIM OWEN, OD, FAAO
Editorial Advisory Board member
Encinitas, CA
Going forward into 2021 there is a place for tele-
medicine in optometry. It may not be for everyone, 
and it certainly does not apply for many conditions, 
but the skill necessary for success is inherent in 
most optometrists, the ability to listen.

BEN GADDIE, OD, FAAO
Editorial Advisory Board member
Lexington, KY
Looking ahead to 2021 and beyond, I see a new 
landscape for us all. 

Some of the protective measures could survive 
the COVID virus itself, such as personal space 
distancing (I am all for this one, especially when 
traveling or in a line, I like my personal space!), 
carryout/curbside dining will continue to be a 
thing, and I will never stop hoarding paper tow-
els and toilet paper. 

In addition, I can see the protocols in our office 
being sustained post COVID. For example, altered 

patient schedules for social distancing have actu-
ally improved my clinical flow, allowing me to 
spend more quality time with patients. It shows 
in our revenue per encounter and our patient sat-
isfaction surveys. 

Is this sustainable? We need to find a way to 
keep the impact of quality care and the personal 
touch as we return to a pandemic-free U.S. 

MARC TAUB, OD, FAAO
Editorial Advisory Board member
Memphis, TN
I am very much looking forward to seeing my 
extended family in the year ahead. 

I will be doing more of the same professionally 
with writing and editing and am happy to share 
that a new book or two are on the way!

MOHAMMAD RAFIEETARY, OD, 
FAAO
Editorial Advisory Board member
Memphis
My outlook for 2021 is to remain human, and as 
humans for million years have survived all kinds 
of calamities, to do my part in that struggle. Pro-
fessionally, I am proud to belong to a group that 
has and continues to grow, make progress, and 
remain prosperous.

We shall survive this pandemic and likely must 
deal with something else as life comes at us. We 
can’t ever lose hope that there will be better days.

For 2021, we will look at future delivery of phar-
maceuticals such as anti-vascular epithelial growth 
factor (VEGF), diabetic macular edema (portal 
delivery system, viral vectors/genetic therapy), 
and  possible treatment for dry age-related macu-
lar degeneration (AMD)/geographic atrophy (GA).

PAUL CHOUS, OD, FAAO
Editorial Advisory Board member
Tacoma, WA
Looking toward 2021, I plan on delivering the best 
care, writing the best articles, and giving the best 
CE presentation of my career. 

I would also like to go to Disneyland.

JENNY COYLE, OD, FAAO
Fullerton, CA
The enormous success of the Academy At-Home 

2021
Continued from page 31

“There will be changes 
to our traditional 

continuing education 
model, but change 

will be good and more 
opportunities to learn 
that didn’t exist before
—James F. Hill, III, OD, FAAO
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Reflection

meeting will no doubt change the way ODs 
approach professional meetings and conferences. 

I believe opportunities for virtual participation 
in all aspects of our meetings are here to stay in 
some capacity, and that will expand the ability for 
people to get involved or participate. 

A shining example of a successful virtual event 
was the Summit on Diversity, Equity, and Inclusion 
hosted by the American Academy of Optometry 
(AAO), National Optometric Association (NOA), 
and Association of Schools and Colleges of Optom-
etry (ASCO) on October 6, 2020, that drew 2700 
attendees. 

It was an epic call to action that started as a low 
in 2020 by shining a light on the profound lack of 
diversity in our profession. 

That session, along with many others such as 
the series hosted by the State University of New 
York (SUNY) College of Optometry this summer, 
provided forums for the dissemination of knowl-
edge and brutal facts that will serve as a stimu-
lus to do better in 2021 and beyond.

I hope that we will be able to highlight growth 
and positive work in the realm of diversity, equity, 
and inclusion as a high of 2021.

JEFFRY GERSON, OD, FAAO
Editorial Advisory Board member
Leawood, KS
I hope that 2021 will look much different, but I 
know that it likely won’t. I think we will be practic-
ing similarly a year from now to how we are today. 

I look forward to optometry continuing to show 
its value by providing safe, effective care to peo-

ple needing it both through medical eye care and 
vision correction. 

I think that people will want to stay away from 
emergency rooms (ER) and urgent cares with eye 
problems, and they may be more likely to call on 
us to help take care of them—this is a good thing 
for patients.

I am hoping that in-person meetings are able to 
start to return as I miss the commraderie of see-
ing colleagues. I am optimistic that they will in 
some fashion, but they will not be the same as 
they were before COVID.

BARBARA FLUDER, OD
Editorial Advisory Board member
Valdosta, GA
In 2021, I hope we can get a vaccine that is effec-
tive and we can overcome and move on. 

I don’t think life will ever be the same in regard 
to handshaking and embracing one another, which 
is unfortunate. I guess the non-huggers are happy. 

I hope the world economy can recover, and I feel 
optometry will continue to grow and be a pros-
perous profession.

KELLY K. NICHOLS, OD, PHD, FAAO
Birmingham, AL
Spring semester is looking to be a repeat of fall, 
with the hope of a vaccine and reductions in cases. 
Until then, “we got this” in academia, and some 
of these “silver linings” are here to stay. 

Importantly, even those in education who are 
a bit slower to embrace change have seen in real 
time that it can be done, and we are stronger for it.

JOHN RUMPAKIS, OD, MBA
Editorial Advisory Board member
Lake Oswego, OR
I view 2021 as a year of optimism. I believe that 
our country, and specifically our industry, will 
emerge from this stronger and with a renewed 
focus on securing our place within the greater 
health care community. 

I, for one, am excited to be part of a great pro-
fession with a great group of people, both col-
leagues and our good friends in the industry that 
supports us as well.

ART EPSTEIN, OD, FAAO
Phoenix
For 2021, more publications, more research, an 
externship, and likely an ocular disease residency. 
Practice wise, I am especially excited about a vir-
tual explosion in new dry eye products coming to 
market. Presbyopia drugs will provide a massive 
opportunity for optometry. 

Finally, in 2021 the need for optometry to 
embrace medical eye care will become painfully 
apparent. Helping my colleagues embrace and suc-
ceed in medical eye care is at the very top of my 
agenda for 2021.

JUSTIN BAZAN, OD
Editorial Advisory Board member
Brooklyn, NY
Until things change, we are continuing on the 
same course. I am doubtful we will see anything 
really change in 2021. Maybe later in the year, but 

See 2021 on page 34

“I can see the 
protocols in our 
office being 
sustained post 
COVID
—Ben Gaddie, OD, FAAO
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I have learned not to plan too far ahead as it all 
can change in an instant. 

I am grateful to have been able to adjust as 
needed and make things work despite the obstacles. 
Doing more with less is our COVID world reality.

MARC BLOOMENSTEIN, OD, FAAO
Editorial Advisory Board member
Scottsdale, AZ
As ODs look toward 2021 and put this Snellen year 
in the rearview mirror, we have to maintain the 
same hygienic diligence we have all added to our 
offices. I don’t see my not wearing a mask in a 
lane ever again, singing happy birthday as I wash 
my hands (a lot), and providing more options for 
patients to have examinations without being in 
the office, like digital phoropters or augmented 
reality (AR) visual field testing. 

I look forward to the time when we can all con-
gregate at a meeting, wait in a line to get our free 
cookie in the exhibition hall; however, I don’t see 

that happening for a while. 
So, I think we should change the Snellen chart 

to a 20/22 line—yes, that looks like it will be much 
clearer!

JADE COATS, OD
Editorial Advisory Board member
Rogers, AR
Looking forward to the coming year, 2021 has a 
chance to be a much better year for optometrists. 
It is a great time to discuss the importance of 
backup glasses, purchasing an annual supply of 
contact lenses, and being prepared. 

It is also a great time to start treating and man-
aging things in your practice, like dry eye disease 
and computer vision syndrome as they become 
more of a concern across all age groups.

ANDREW MORGENSTERN, OD, 
FAAO
Editorial Advisory Board member
Bethesda, MD
2020 is a measurement used to describe “clear 
vision.” We now have a “2020 vision” for the next 

phase of our world. We need to be ready for the 
unexpected. 

ODs can look to integrate more artificial intel-
ligence (AI) into their practices, but in a way that 
complements their practice, increased patient inter-
action, and ultimately the health of the practice. 

People are engaging their doctors in a new way 
since the pandemic began. They should not have 
a “go back to the old way, pre-COVID” mentality. 
Many new methods and technologies have enabled 
patient interaction that are here to stay. ODs need 
to embrace that to their benefit.

KARLA ZADNIK, OD, PHD, FAAO
Columbus, OH
Optometric educators will need to look at what 
virtual teaching worked and what didn’t to craft 
a new pedagogy going forward—for implementa-
tion in autumn 2021.

Ms. Bailey has been editor in chief and content channel director of Optome-
try Times® since 2012. She has 20+ years of industry experience and is a former 
contact lens and optometric technician. 

 gbailey@mjhlifesciences.com
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