
By Tracy Doll, OD, FAAO

THE EYES ARE ONE OF THE BIGGEST MARKERS for facial attractiveness and 
overall beauty.1,2 The quest for longer, thicker, and darker eyelashes propelled both 
the pharmaceutical and beauty industries into action. The United States share of the 
market, which is currently the largest, is expected to reach $234.59 million by 2023.1 

Growing eyelashes is big business. 
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How How toto Manage orbital Fractures Manage orbital Fractures
Know orbit anatomy and how and when to image ocular trauma

Know the ocular effects of eyelash growth serums

See Orbital fractures on page 22

Creating longer lashes may lead to clinical concerns

See Eyelash serums on page 11

TECHNOLOGY

By Alison Bozung, OD, FAAO

O
rbital fractures are a common result following trauma, often due to motor 
vehicle accidents, sports-related injuries, falls, or assault. While ophthal-
mologists are often consulted to evaluate trauma patients, optometrists are 
less likely to have experience with these cases. 

This article will familiarize readers with orbital fractures by reviewing clinical 
examination techniques, demonstrating common imaging findings, and provid-
ing guidance on imaging and referral patterns.

SPECIAL THANKS  
to Andrew Rong, MD,  

an oculoplastic surgeon  
at Bascom Palmer Eye Institute, 

for his review of this article.
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2020 (or 20/20 acuity) was supposed to be the Year of Vision. It didn’t quite turn out that way with office shutdowns, 
cancelled then virtual-only industry meetings, lockdowns, masks…and on and on. In fact, one OD says that 
2015 (20/15) or even 2010 (20/20) are better than 2020!

Optometry Times® Editor in Chief and Content Channel Director Gretchyn Bailey asked Editorial Advisory 
Board members and other ODs what they learned from 2020 and what were their highs and their lows.

Turning to ocular surface disease, Dr. Tracy Doll outlines the ocular effects of popular over-the-counter eye-
lash growth serums, and Dr. Tracy Schroeder Swartz explains how she manages follow-up visits with dry eye 
patients in her practice.

Dr. Alison Bozung posits that understanding ocular anatomy helps ODs better manage ocular trauma with 
imaging.

Dr. Justin Schweitzer provides an update on cataract surgery technologies, techniques and treatments.
Dr. Crystal Brimer examines how patients with dry eye are able to comfortably wear contact lenses, and Dr. 

Leo Semes presents the case of a patient with angiod streaks and how he followed the case over time.
Finally, Dr. Marta Fabrykowski suggests ODs keep watch for high IOP following cataract surgery and 

explains how wound burping may help to preserve vision.
Thank you for joining us on the journey this year, and we look forward to bringing you excellent information 

in 2021. Onward and upward! 

By Mike Hennessy, Sr.
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I recently participated in a yet another Zoom con-
ference call to discuss various aspects of prac-
tice management during the current state of 

affairs. My friends Gretchyn Bailey, NCLC, FAAO 
(our esteemed editor-in-chief), and John Rumpakis, 
OD, MBA, (practice management guru) were the 
other participants, and we had a great conversation! 

Upon reflection of the conversation, my mind 
was drawn to what 2021 will have in store for my 
practice, my profession, and my country. 

Of course, I have my hopes for the coming year. 
I hope to get rid of these masks. We all hope to 
get rid of these masks. Rationally, I assume that is 
predicated upon the approval, production, avail-
ability, and widespread delivery of a safe and effec-
tive vaccine. 

What else can I aspire to in 2021?

Looking ahead
 I need to be more on board with myopia control. 
As a moderately high myope myself, I have a greater 
chance of having a retinal condition than, say, a 
1.00 D myope. Less myopia is a good thing, and 
we have to get into the mindset of viewing myo-
pia as a medical condition, not the way insurance 
tells us it is: a refractive condition separate from 
eye health. Shame on me for not always keeping 
that in mind, and I will do better moving forward. 

I need to keep more money in my operating 
account allocated for savings. I previously wrote 
that, prior to 2020, I was considering cutting down 
a bit on my office savings account because I was 
being a too conservative. 

I am currently working toward a long-term goal 
of doubling the amount of savings I had back then. 
We may never see another “shutdown” like the 
one we experienced in early 2020, but we 
know it’s not impossible. I want to be as 
prepared as I can be.

I need to find a way to continue a huge 
positive for my practice: spending more 
time with patients. With my schedule still 
relatively tamped down, I have more time 
to discuss things with my patients and more 

time to listen to their concerns. Sometimes, the 
discussion just involves an extra minute to chew 
the fat with someone, but a little extra time always 
gives opportunity to discuss things which could 
have an effect on one’s care. 

Additionally, I think patients have 
received the extra time spent with 

them as a positive thing. This is good 
for my practice, and word of mouth 
means a great deal. 

How are you “eyeing” 2021? Let 
us know. 

As with 2020, we’re all in it 
together.

Looking ahead to 2021

Read 
cataract 
surgery 

update from Dr. 
Justin Schweitzer on 

page 27.

We have to get into a 
mindset of viewing 
myopia as a medical 
condition, not a 
refractive condition

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



Written by top doctors and experts in the optometric field, Optometry Times® blogs offer trustworthy and 
knowledgeable insights into cutting-edge and timely eyecare topics. Filled with practical, hands-
on advice and tried-and-true tips, they are the ultimate guide into glaucoma, retina, dry eye, 
refractive surgery, contact lenses, practice management, technology, and more. Check us out at 
OptometryTimes.com/blog. New blogs appear weekly.
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Blink rate and completeness matter most for comfort

optometrytimes.com/ThinkAboutBlink1

THINK ABOUT THE BLINK: 
PART 1

How to succeed when pricing contact lenses 
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MISSION STATEMENT  Optometry Times delivers easily digested, 
practical information by ODs for ODs. This information can be 
immediately applied to improve the clinical experience of the 
next patient in your chair as well as your practice performance. 
In partnering with our readers, Optometry Times provides data, 
analysis, tools, and resources which are available whenever 
and wherever our readers want them.
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6 News Update

IDOC, a privately-held alliance of independent optometrists, has launched 
a new professional partnership with Illinois-based United Eye Care Provid-
ers—or UECP—an alliance of private-practice optometrists. Established in 
1995, UECP provides support for over 50 independent practices in Illinois, 
including continuing education coursework throughout the year. Based 
on the new partnership, Illinois-based IDOC members are now eligible to 
receive UECP-hosted, COPE-approved CE free of charge.

UECP and IDOC will offer continuing education classes each quarter to 
help doctors fulfill their Illinois license requirements.

CooperVision is expanding its Brilliant Futures Myopia Man-
agement Program featuring its MiSight 1 day contact lens to multiple 
countries less than a year after debuting it in the United States. Cooper-
Vision is taking its program to the United Kingdom, Russia, Spain, Portu-
gal, Canada, South Korea, and Taiwan. The company says it seeks to cre-
ate a new standard of care by creating the optimal environment for com-
pliance, satisfaction, clinical outcomes, and long-term loyalty.

Brilliant Futures is coming to countries where MiSight 1 day has been 
previously available, such as the United Kingdom in October. The program 
will also be introduced this month in Spain and Portugal, which are cur-
rent MiSight 1 day markets.

Likewise, the program is launching in countries concurrent with the first 
availability of MiSight 1 day. In Russia, this coincides with MiSight 1 day’s 
new approval as a therapeutic contact lens. The lens is newly approved 
in South Korea for slowing myopia progression, with the program launch 
commencing this month.

Brilliant Futures was unveiled in Taiwan in late September.

Norlase has received 510(k) clearance from the U.S. Food & Drug Admin-
istration for Norlase LION, a green laser photocoagulator integrated into 
a Keeler indirect ophthalmoscope. Unlike other laser indirect ophthalmo-
scopes that require a fiber optic connection to a laser source, LION has 
no fiber tether, is powered by a battery, and utilizes a wireless interface 
with voice control of parameters. 

Product features include: 
– Green laser and laser indirect ophthalmoscope in one integrated device, 

eliminating the need for an external laser console
– Untethered design with no fiber optic cables, reducing risk of fiber 

breakage and costly repair
– Compact and portable design provides easy transport between treat-

ment rooms or offices
– Rechargeable battery provides more than a full day of continuous use
– Parameter settings operable through an intuitive user interface on a 

wireless tablet
– Optional voice recognition, providing touchless parameter control 

during treatment
LION is available and currently being sold in the United States. The com-

pany looks forward to expanding adoption of LION and its suite of smart 
laser solutions in the global retina market.

The Centre for Ocular Research & Education (CORE) has pub-
lished issue number 56 of its free online education magazine, Contact 
Lens Update. The latest edition reviews topics on current and future uses 
of scleral contact lenses.

The issue is curated by Dr. Melissa Barnett, principal optometrist at the 
University of California, Davis Eye Center and past president of the Scleral 

Lens Education Society. 
Published 6 times per year, Contact Lens Update provides a global plat-

form for unbiased clinical insights based in current research. 
The publication receives support from the educational arms of Alcon, 

CooperVision, and Johnson & Johnson Vision.

Essilor of America shares that in the first 2 months of its Win Together 
With Essilor rewards program, the company has distributed $1.1 million 
worth of bonus points, allowing independent practices to choose their 
lens technologies. The program was activated on October 1, 2020, and sup-
ports independent eyecare professionals in prescribing Essilor’s progres-
sive lenses, photochromics, and no-glare coatings that may be financially 
affected by managed vision care formulary changes.  

With additional VSP formulary changes to take effect on January 1, 2021, 
according to the company, Essilor encourages practitioners who are not 
yet signed up to enroll in Win Together with Essilor to continue to choose 
what is best for their patients.

To participate in Win Together with Essilor Bonus Rewards, practices 
must be enrolled in Essilor Experts, Essilor’s flagship partnership program, 
or the new Essilor Partners program, and be enrolled in Essilor Preferred 
Rewards. Participants can cash in points for rebates, office equipment, 
Visa gift cards, and more.

A University of Houston biomedical researcher is developing 
new technology that will measure the stiffness of the lens in the eye, which 
is likely associated with presbyopia.  

Currently, several investigational approaches are in process for presby-
opia treatment that rely on lens softening or lens replacement with softer 
materials. Drug-associated lens softening approaches are expected to have 
a transformative impact on the field because they are non-invasive and 
they preserve the anatomical relationship between the lens and other tis-
sues involved in focusing, but there is a significant roadblock to develop-
ing these procedures. 

The National Eye Institute has awarded professor of biomedical engi-
neering Kirill Larin 3 million dollars to create a new technology capable 
of precise noninvasive and depth-resolved quantitative measurements of 
the lens mechanical properties in a clinical setting. 

The technology will combine Brillouin microscopy, optical coherence 
tomography, and optical coherence elastography—a new combination to be 
called BOE. The instrument will be used to generate the first age-dependent 
data on lens mechanical properties quantified in vivo as well as quantita-
tively assess therapeutic procedures aimed to restore the ability to focus. 

New England College of Optometry (NECO) says that eyewear brand 
Warby Parker has established a first-of-its-kind scholarship fund at NECO 
with the goal of increasing Black representation in the field of optometry.

One of the largest single donations from a vision care business in recent 
history, this generous $440,000 gift establishes the Warby Parker Schol-
arship to be awarded to two Black scholars and covers tuition for the Col-
lege’s 4-year doctor of optometry program. Recipients must exhibit leader-
ship potential and have the desire to impact the field of optometry. 

The Warby Parker Scholarship fund is part of a larger joint diversity and 
inclusion initiative  between the brand and the institution.

NECO recently signed on to the 13% Promise, a pledge led by Black Eye-
care Perspective, which asks for greater equity and Black representation in 
eyecare companies, colleges of optometry, and optometry boards of trust-

RECENT INDUSTRY NEWS
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7News Update

ees. Warby Parker has committed to 10 specific goals, one of which is to 
increase Black representation in the field of optometry and in the tech-
nology sector.

CooperVision reports the latest findings from its MiSight 1 day clini-
cal study. One key takeaway that nearly 1 in 4 children’s eyes originally fit 
with the company’s MiSight 1 day remain stable for myopia after 6 years.

The findings also suggest that while intervention at an early age is opti-
mal with MiSight 1 day, beginning treatment at an older age could simi-
larly slow the rate of myopia progression, according to the company. The 
original control group was refit into the dual-focus lens in Year 4. Compar-
ing this population to the children fit with MiSight 1 day at initiation, there 
have been similar rates of myopia progression and axial length growth in 
the subsequent 3 years of assessment.

Six-year results continue to demonstrate excellent safety profile, wear-
ing time, and visual acuity for children in daily disposable contact lenses 
over 653 wearing years. 

Tarsus Pharmaceuticals announced data from its Phase 2 tri-
als, Io (a Phase 2a, single-arm open-label trial) and Europa (a Phase 2b, 
randomized vehicle-controlled trial), evaluating the safety and efficacy of 
TP-03, a novel ophthalmic therapeutic for the treatment of demodex bleph-
aritis. Both studies produced data on the safety, efficacy, and tolerability 
of TP-03, consistent with findings from the company’s previous Mars and 
Jupiter Phase 2 trials. 

According to the company, in the Phase 2a Io trial, treatment with TP-03 
was effective at achieving the primary and secondary endpoints, respec-
tively, of collarette cure in 72 percent of participants and mite eradication 
in 78 percent of participants at Day 42. 

In the Phase 2b Europa trial, statistically significant results were achieved 
for the primary endpoint of collarette cure by 80 percent of participants on 
TP-03 compared to 16 percent on vehicle at Day 42. The secondary end-
point of mite eradication by 73 percent of participants on TP-03 compared 
to 21 percent on vehicle at Day 42. 

TP-03 was well tolerated, and there were no reports of serious adverse 
events or treatment discontinuations due to adverse events in either study. 

The Io and Europa trials included adults aged 18 years or older with 
more than 10 collarettes present on the upper lid and mild-to-severe lid 
margin erythema. Participants had at least 1.5 mites per lash on the upper 
and lower eyelids combined. One drop of the TP-03 treatment was dosed 
twice per day in each eye for 42 days. Enrolled participants received no 
treatment for blepharitis symptoms, such as lid hygiene, during the study, 
as well as 14 days prior.

Additionally, Tarsus has begun patient enrollment and treatment in its 
Saturn-1 Phase 2b/3 pivotal trial. Saturn-1 is a larger, multi-center trial 
with the same endpoints as the Europa Phase 2b trial. Enrollment in the 
Saturn-1 trial began in September 2020 and a second pivotal trial, Saturn-2, 
is expected to begin in 2021. 

Johns Hopkins Medicine biomedical engineering student Chris-
topher Shallal developed an initiative to keep healthcare teams safe by 
galvanizing community members to use 3D printers to make face shields. 

Shallal led the 3D Printing Hopkins Volunteer Network, which included 
students and staff members at Hopkins campuses in Baltimore and mem-
bers of the community. The team provided instructions and materials to 
volunteers who used their 3D printers to make reusable face shields that 

can be sterilized and provided to Hopkins healthcare professionals work-
ing on the front lines of the pandemic.

Thus far, their efforts have produced and circulated more than 8,000 
face shields for healthcare workers. They also created and distributed more 
than 8,000 ear saver clips that wrap around the head to protect the back 
of the ear from the elastic bands on masks.

New consumer research from CooperVision reveals that the 
COVID-19 pandemic has led to increased digital device use among Amer-
icans, and many are experiencing its effects on their eyes. The survey—
conducted among nearly 2,500 adults in the United States—also shows sig-
nificant opportunity for eyecare professionals to discuss digital eye strain 
with their patients.

The data supports CooperVision’s campaign aimed at educating con-
sumers about the prevalence of digital device use and digital eye strain. 
The campaign kicked off with social media and display ads in August, and 
includes a partnership with digital lifestyle and technology influencer Jes-
sica Naziri.

Extended screen time, already a trend heading into 2020, has become 
a way of life. About 70 percent of respondents ages 18 to 54 reported they 
spend more than half of their day looking at screens, while 1 in 3 people 
said more than 75 percent of their day is spent on digital devices.

Of those surveyed, 77 percent experience digital eye strain at some point 
during the day. The evening and late-night hours are the most common 
times of day to experience feelings of eye discomfort, tiredness and dry-
ness from looking at screens.

John Weiss & Son launches its Merilas 810 shortpulse laser in the 
United Kingdom.

The Merilas 810 shortpulse laser provides glaucoma and retina treat-
ments and offers new laser therapy for advanced and end-stage glaucoma. 
The system offers transscleral cyclophotocoagulation, which may safely 
reduce intraocular pressure in patients where previous medications and 
treatments were not effective, according to the company.

The laser has a rapid start-up time, and the detachable touch-screen dis-
play features an easy-to-use, intuitive design for full flexibility for the user.

The Merilas 810’s thermal-electrical cooling system ensures quiet oper-
ation. It requires no ventilation slots, which ensures that no dust can pen-
etrate the interior of the laser.

All Merilas lasers are small and compact, allowing easy transportation. 

The Contact Lens Institute (CLI) has launched The EASY Way—
which is Eyes, Awareness, Safety and You—to generate greater consumer 
familiarity with contact lens health and safety year-round in the U.S. and 
Canada. The program includes simplified wear and care tips, attention-grab-
bing infographics, and companion digital resources for eyecare profession-
als and staff to use in their practices. These resources are available from 
EASYWayProgram.org.

At the center of the program are three easy steps to healthy, comfort-
able contact lens wear:

– Think clean
– Remember fresher is better
– Trust your eye doctor
New research conducted by CLI among U.S. adults ages 18 to 54 found The 

EASY Way method to be well understood, memorable, and easy to follow.
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Ocular Surface Disease

By Tracy Schroeder Swartz, OD, 
FAAO

I
f you are just starting a dry eye 
clinic in a primary-care practice, 
you may be wondering how to han-
dle follow-up visits. For me, this 

depends on the severity of symptoms 
and what treatment you initiate at the 
current visit. 

Let us focus on the initial visit.
Although my current practice accepts 

only medical insurance, I recently left 
a practice which accepted both vision 
and medical insurance. The majority 
of patients were seen using their vision 
insurance. In the primary-care setting, I find the 
following to be more common:

 Patients report dry eye symptoms only 
when asked about them rather than 
spontaneously or as a chief complaint

 Patients are not currently treating their 
symptoms

 Symptoms are more likely related to 
contact lens discomfort

PATIENT A
Assume a patient planning to use her vision insur-
ance is in your chair. She presents reporting a need 
for new bifocals. Upon examination, you note mei-
bomian gland inspissation, neovascularization, 
and inferior superficial punctate keratitis. 

When questioned, the patient reports some dis-
comfort upon awakening and fluctuating vision. 
She has not been doing anything to relieve these 
symptoms. 

I would express concern about her eyelids and 
the level of inflammation that I see and explain 
why we need to remedy this now rather than years 
from now when it is much worse. 

I would start her on omega-3 supplements and 
instruct her to use an oil-containing artificial tear 
regularly for 1 month. I would explain that when 
I see her again in a month, it would be a medi-
cal visit and we would bill her medical insurance 
rather then her vision plan. Many dry eye medi-
cations require artificial tears be used as a first-
line treatment, and this meets that requirement. 

When she returns, my immediate question is, 
“How are you doing with the omega-3s and the 
tears? How is your vision? Are your eyes feeling 
more comfortable?” 

If the patient reports she is more comfortable 
and happy with her eyes and vision using this 

treatment, I would consider this during 
the exam to ensure the clinical picture 
also improved. If both subjective and 
objective findings are improved, I hold 
this course if the patient is comfortable 
with this treatment regime long term. 

If object ive f indings have not 
improved, no subjective improvement 
is noted, or the patient says she can-
not maintain this treatment long term, 
I change the treatment. 

Some patients are not content with 
using an over-the-counter tear prepa-
ration 4 times daily, and I consider an 
immunomodulator. I typically have 

these patients return in monthly intervals until 
improvement is noted with a treatment regime the 
patient is comfortable continuing long term. Then 
I increase the interval to 3 to 4 months.

PATIENT B
Consider this second patient. This is another patient 
using vision insurance who needs more contact 
lenses. He replaces his lenses more often than the 
planned 30-day replacement because they become 
“dirty and uncomfortable” around 3 weeks of wear. 
He wants to change to “a better lens.” 

Upon examination, I find mild inflammation, 
mild superficial punctate keratitis, and mild con-
junctival injection. I inquire about artificial tear 
usage, and he reports no use of lubricants. I sug-
gest we try using tears 4 times per day regularly 
for a short time to see if this resolves the problem. 

I have the patient return in 3 to 4 weeks and 
reassess. If patient says there is no improvement, 
or I see persisting keratitis, I will initiate an immu-
nomodulator. I will have the patient return in 6 
weeks for reassessment.

PATIENT C
When do I see a patient more quickly? Consider a 
third patient presenting with complaints of red-
ness, burning, and best-corrected visual acuity 
(BCVA) of 20/25. Biomicroscopy reveals signifi-
cant lid epitheliopathy and lissamine green stain-
ing of the lid margin, conjunctivae, and cornea, 
with mild conjunctival injection. 

I initiate treatment using loteprednol, oral dox-
ycycline, and hypochlorous acid lid cleanser. Due 
to the increased symptoms, I will have this patient 
return in 3 weeks to ensure my treatment is get-
ting traction. 

Whenever I initiate a steroid treatment, I instruct 
patients to return should their symptoms get worse 
in any way. When vision is reduced, I perform a 
refraction to assess BCVA and often find it improves 
with treatment. 

Follow-up interval
I like to see patients monthly until I think the treat-
ment is controlling the subjective symptoms and 
objective signs. Once I have accomplished control, 
I ask patients to return in 3 months. If the patients 
remain controlled, I may extend to 6 months. 

Interval exceptions include allergy season for 
those who report more symptoms during this sea-
son, and winter when ocular surface patients typ-
ically suffer an increase in symptoms and signs. 

I also prefer to see my Medicare patients in 
December to avoid a deductible payment in Jan-
uary. They appreciate my motivation to reduce 
out-of-pocket costs, and I have fewer scheduling 
challenges in January. 

Testing
I tend to do a lot of testing to demonstrate effects 
of ocular surface disease to patients. Initial med-
ical visits include topography and aberrometry, 
InflammaDry (Quidel), photos of staining or lid 
disease, meibography, and tear film assessment. 

How to handle dry eye 
follow-up visits
Managing ocular surface disease patients depends on symptom severity and treatment choice

Many dry eye 
medications require 
artificial tears be 
used as a first-line 
treatment; a oil-
based tear meets the 
requirement

TRACY 
SCHROEDER 
SWARTZ, OD, MS, 
FAAO, DIPL ABO,
is in group 
optometric practice 
in Madison, AL

TAKE-HOME MESSAGE When it comes to 
follow-up visits with ocular surface disease patients, 
severity of symptoms should dictact next steps. Touch 
base on medications and treatment plans by asking 
patients how they are going and keep visual outcomes 
at the forefront of conversation. Understand that treat-
ments may require more frequent follow-up.
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See Follow-up visits on page 10
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Treatments
Some treatments dictate return 
intervals. I prefer to see all patients 
using topical steroids every three 
months to measure their IOP, 
even those on loteprednol. Alrex 
(loteprednol etabonate, Baush + 
Lomb) is the exception, as I often 
let them go 6 months. 

I like to see patients using dox-
ycycline orally every 3 months to 
assess both efficacy and gastro-
intestinal concerns, and I prefer 
to pulse this medication rather 
than leave them on for prolonged 
lengths of time. If using azithro-
mycin, I have them use one Z-Pak 
(Pfizer) at the beginning of each 
month for 3 months and return. 

Glaucoma patients with ocular 
surface disease are seen every 3 
months even when intraocular 
pressure (IOP) is well controlled 
to address any progression of ocu-
lar surface disease. 

When using intense pulsed light 
(IPL), I typically conduct 4 treat-
ments 1 month apart, then have 
patients return 1 month after the 
last treatment to check meibomian 
secretions and symptomatology 
before letting them go for 4 to 6 
months. 

Even patients successfully con-
trolled on immunomodulators are 
seen twice a year to maintain a 
strong relationship.

Every so often, I have patients 
who are anxious about their ocular 
surface disease request to return 
more quickly. I typically allow it, 
which makes them more comfort-
able. Once they are stable and feel 
more comfortable, I increase the 
interval.

 DECEMBER 2020 |  

When they return, I often repeat cer-
tain tests to demonstrate improvement 
or lack of progress to encourage com-
pliance with my treatment plan. If a 

patient requests I repeat a test, I try 
to accommodate them because I feel 
this builds the relationship. 

Living in Huntsville, AL, I fre-
quently have patients request topog-
raphy and aberrometry. I wil l 
repeat topography and aberrome-

try if the vision falls at a follow-up 
visit, and Inflammadry if the symp-
toms increase. I will repeat pho-
tos to demonstrate clinical signs, 
and tear film assessments to ensure 
compliance.

Dr. Swartz serves as president for the Optometric 
Council for Refractive Technology (OCCRT) and con-
sults for industry. She specializes in anterior segment 
disorders and being a mom to her three children.  

 tracysswartz@hotmail.com

Follow-up visits
Continued from page 8

Glaucoma 
patients with 
ocular surface 
disease are 
seen every 
3 months 
even when 
IOP is well 
controlled

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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From IOP to lashes
Bimatoprost (Lumigan 0.03%, Allergan) was 
first approved by the U.S. Food & Drug Admin-
istration (FDA) for the treatment of glaucoma 
or ocular hypertension in 2001 as an intraoc-
ular pressure (IOP)-lowering agent.3 As was 
noted in the clinical trials, glaucoma/ocu-
lar hypertension patients using this topical 
eyedrop could experience the side effect of 
darker and thicker eyelash growth. 

Bimatoprost (and other prostaglandin ana-
logs) target the anagen phase of the eyelash 
growth cycle, resulting in longer, thicker eye-
lashes with more melanin deposition. Prosta-
glandin analogs may also increase the num-
ber of eyelashes in the lash follicle itself. 

In 2008, bimatoprost was re-launched as 
Latisse (Allegan), an FDA-approved therapy 
for the treatment of hypotrichiasis.3 It is commonly 
used to treat trichotillomania, chemotherapy-in-
duced eyelash loss, and alopecia areata lash loss. 
Nightly application of Latisse, applied in a thin line 
along the eyelash margins, showed maximal effec-
tivity of lash enhancement at 16 weeks of usage.3 

In its first year on the market, Latisse was able 
to pull in $47.7 million, making it one of the most 
successful pharmaceutical launches to date.5

OTC growth serums
The beauty industry responded to 
the success of Latisse by rolling 
out its own versions of over-the-
counter eyelash growth serums 
(OTC-ELGS). Patients might not 
know that OTC-ELGS can contain 
synthetic prostaglandins with the 
same side effects as the prescrip-
tion version. 

Unlike pharmaceutical com-
panies, cosmetic companies are 
not required to list potential side 
effects of a prostaglandin ana-
log (or any ingredient) on their 
packaging.6 

Known side effects of prosta-
glandin analogs (organic or syn-

thetic) include:4 
– Conjunctival hyperemia
– Skin or iris pigmentation 
– Pruritus (itching)
– Lash loss/fall 
– Lowered IOP
Topical prostaglandin analog eyedrops have also 

been identified as a potential causative factor for 
meibomian gland dysfunction and varying degrees 

of ophthalmopathy, including thinning of eyelid 
margins and acquired blepharophimosis (decrease 
in palpebral aperture).7,8 It should be noted that 
there is no known percentage of prostaglandin 
analog that is “side-effect free.”  

A recent survey of 154 current and past OTC-
ELGS users showed that 40 percent of individu-
als who tried this type of cosmetic dropped-out 
of OTC-ELGS use. The top reason for discontin-
uation/dropout was “side effects” (noted by 43 
percent of dropouts), followed by cost (27 pecent 
of dropouts).9 

Serum ingredients
A synthetic prostaglandin can be difficult to spot 
as an active ingredient in an OTC-ELGS because 
cosmetic packaging does not always list that one 
is included. The key is to look for “prost” as an 
indicator of a potential synthetic prostaglandin 
ingredient. Isopropyl Cloprostenate is one of the 
most common OTC-ELGS active ingredients, with 
other prostaglandin analog agents in OTC-ELGS 
listed in Table 1.10

Some cosmetic companies have chosen to re-for-
mulate their serums following the release of a 
report in 2013 by the Swedish Medical Products 
Agency, exposing cosmetic companies using syn-
thetic prostaglandin analogs in their OTC-ELGS 
and banning their use.10 

There are lash serums that do not contain syn-
thetic prostaglandins. These alternative formula-
tions include polypeptide and lipopeptide prepara-
tions of amino acids that support growth in the fol-
licle, acting in more of a “conditioning” manner.11,12 

Common lipopeptide ingredients are listed in 
Table 1.13,14 Even the lipopeptide and polypeptide 
versions do not necessarily come without risk and 
may contain other irritating ingredients, so it is 
important to review the ingredient list.

The cosmetic industry is largely unregulated in 
the United States, with only 11 ingredients pro-
hibited for use, due to danger to health. This is a 
tiny fraction of the amount of chemicals that are 
banned for use in cosmetics in Europe, which lists 
1328 banned ingredients.15,16 

Ocular irritation test
Ocular irritation potential in cosmetics is rated 
using the Draize eye irritancy test, created in 
1944, in-vivo on albino rabbits. Cosmetics would 
be deemed “irritating” if redness, swelling, or 
cloudiness in the rabbit eye is noted.17 

A newer test, the EpiOcular eye irritation test, 
has been created in pursuit of an alternative to 
animal testing. The EpiOculareye irritation test 
is able to detect mild to moderate irritation using 
a three-dimensional, in-vitro tissue model of the 
human corneal epithelium.18-20 

What is interesting about this model is that a 
chemical is classified a “non-irritant (GHS unclas-
sified),” if the viability of the tested tissue is >60 
pecent.20 The other 40 percent of the cells do not 
have to survive. Neither the Draize or EpiOcular 
eye irritation tests are required for cosmetics to 
hit the market in the United States. 

The best alternative is for eyecare providers and 
patients alike to use ingredient-checking websites 
and phone apps to review cosmetic ingredients 
(see Table 2).

Prescription bimatoprost can be prescribed via 
telehealth through a variety of websites, including 
Rory.com, Apostrophe.com, and SkinSolutionsMD.
com. The video telehealth consultation consists of 

TAKE-HOME MESSAGE Eye lash elongation is a 
trending beauty practice that includes both prescription 
and over- the-counter eyelash growth serums. While 
these serums have been proven to achieve the goal of 
long lashes, there are hidden dangers to consumers who 
purchase and use this cosmetic category. This article 
provides the eyecare practitioner with the tools to 
recognize these risks and make healthier recommenda-
tions for patients. 

TRACY DOLL,  
OD, FAAO,
established and 
coordinates Pacific 
Dry Eye Solutions, 
an ocular surface 
dryness center of 
excellence at Pacific 
University College  
of Optometry

Know the ocular effects of eyelash growth serums 
Continued from page 1

Prostaglandin ELGS Active Ingredients Polypeptide Eyelash Serum Active Ingredient

– Isopropyl cloprostenate

– Ethylcloprostenolomide

– Methylamido dihydro noralaprostal

– d 17-Pheyl Trinor Prostaglandin E 
Serinol Amide

– Myristoyl pentapeptide2/-16/-17

– Myristoyl octapeptide-1

– Copper tripeptide-1

 TABLE 1  Active ingredients in OTC prostaglandin analog vs 
polypeptide formulations of eyelash serums

See Eyelash serums on page 12

Websites

SKIN DEEP:  https://www.ewg.org/
skindeep/
COSDNA: http://www.cosdna.com/
PAULA’S CHOICE SKINCARE DICTIONARY: 
https://www.paulaschoice.com/
ingredient-dictionary
SKIN CHARISMA: https://www.
skincarisma.com/ingredient-analyzer
CREDO BEAUTY: https://credobeauty.
com/collections/eye
PETITE VOUR: https://www.petitvour.
com/collections/eyes

Apps

Think Dirty 
Ingredio Beta Ingredients Scanner 
INCI Beauty- Analysis of Cosmetic Products 
CodeCheck 

 TABLE 2  Cosmetic ingredient checking 
websites and apps
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case history questions with an MD, but no exter-
nal examination with biomicroscopy is required. 
Patients will receive prescription medications with 
package inserts and education regarding poten-
tial side effects.

In that recent survey of 154 OTC-ELGS current 
and past users, respondents indicated that the most 
common methods of obtaining and OTC-ELGS were 
online (37 respondents) and via a consultant (31 
respondents). Only 7 survey-takers indicated they 
purchased OTC-ELGS from a doctor’s office.9 

The eyecare provider may not know about 
patient use of ELGS. This cosmetic is clear, unlike 
other eye cosmetics including mascara, eyeshadow, 
or eyeliner. Methods of detection are case history 
questions (do you use an eyelash growth serum), 
and physical examination of eyelash length. 

The healthiest eyelash length is one-third the 
horizontal eye width, canthus to canthus. Lengths 
that exceed this ratio can result in the funneling 
of air and debris to the ocular surface.20  Eyelashes 
that seem “too long” could signal that a patient is 
using an ELGS (Figure 1).

Conclusion
With the potential for side effects and the 

“wind-tunnel” effect, patients with chronic ocu-
lar inflammatory conditions, including ocular sur-
face dryness, should avoid prostaglandin ELGS. 
With 44 percent of women experiencing negative 
emotions without wearing makeup,21 even these 

patients may be unwilling to give up prostaglan-
din ELGS use. 

Eyecare providers may need to go the “extra 
length” with a healthy recommendation for a rea-
sonable switch. The healthier alternative is a poly-
peptide formulated lash serum conditioner with 
safer ingredients, as vetted by a cleaner makeup 
app (Table 2). Should a patient opt to continue 
using a prostaglandin ELGS, this individual should 
be followed regularly to monitor ocular health and 
educated and re-educated on common side effects. 
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Bimatoprost (and 
other prostaglandin 
analogs) target the 
anagen phase of the 
eyelash growth cycle, 
resulting in longer, 
thicker eyelashes 
with more melanin 
deposition

Eyelash serums
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Q U I C K
Q U I Z

Which of the following ingredients 
is recognizable as a synthetic 
prostaglandin analog in over the 
counter eye-lash growth serum 
(OTC-ELGS)? 

a. Copper tripeptide-10 
b. Isopropyl cloprostenate
c. Myristoyl octapeptide-1
d. Timolol

Which country mentioned in 
the article has banned the use 
of synthetic prostaglandins in 
OTC-ELGS?

a. United States 
b. Sweden
c. United Kingdom
d. Canada

The ideal eyelash length for optimal 
eye-health is:

a. One-third horizontal iris diameter
b. One-third interpupillary distance
c. One-third eye width, canthus to 
canthus
d. One-third eye fissure opening vertically

Bimatoprost use results in longer, 
thicker eyelashes with more 
melanin deposition due to the 
pharmaceutical’s effect on which 
growth phase of the eyelash?

a. Anagen
b. Tetragen
c. Catagen
d. Telogen 

Which of the following is 
NOT a potential side effect of 
prostaglandin analogs? 

a. Eyelid skin hyperpigmentation
b. Increased intraocular pressure
c. Eye pruritis (itching)
d. Conjunctival hyperemia

1

2

3

4

5

«
QUIZ ANSWER KEY:

 1: B,  2: B,  3: C,  4: A,  5: B

Figure 1.  Lash elongation exceeding one-third horizontal 
eye width.  (Image courtesy of Tracy Doll, OD, FAAO)



OCULUS Keratograph® 5M: More than Meibography
Streamline your dry eye analysis with the baseline data of the tear film quality, quantity, or gland structure.
This comprehensive assessment enhances patient care and outcomes.

Contact us today to learn more!

Searching for  
Dry Eye?
Find out in  
60 seconds

Meibography

Non-invasive break-up time

Patient education and compliance

Toll free 888 - 519 - 5375 
ads@oculususa.com

Scan here or visit  
www.oculususa.com/dryeye

Optometry Times USA K5M Dry Eye 60 secs 266.7x349.25 e 08.20.indd   1Optometry Times USA K5M Dry Eye 60 secs 266.7x349.25 e 08.20.indd   1 13.08.2020   16:35:5213.08.2020   16:35:52



14

Glaucoma
 DECEMBER 2020 |  

By Marta C. Fabrykowski, OD, FAAO

O
ne of the main objectives 
of the 1-day postoperative 
visit after cataract surgery 
is to assess the intraocular 

pressure (IOP). Fortunately, many if not 
all, postop cataract IOP spikes are tran-
sient and resolve well. However, they 
can sometimes be serious and threaten 
vision, which demands treatment. 

Ideally, patients with a history of 
glaucomatous damage can take pre-
ventative measures including topical 
hypotensives prior or extra intraoper-
ative diligence, but if prevention can-
not take place, intervention after sur-
gery may be required.

Retained viscoelastsic
The most common reason for elevated IOP after 

uncomplicated cataract surgery is 
retained viscoelastic material, partic-
ularly when it occludes the trabecular 
meshwork.1 Viscoelastic is used intra-
operatively to protect the structures of 
the anterior segment, namely the cor-
neal endothelium. When surgery is con-
cluded, prior to exiting the eye, the visco 
is usually washed out. Certain types of 
viscoelastic (cohesives) are more eas-
ily aspirated out. 

When visco remains in the eye, it can 
lodge itself in the angle, block aqueous 
outflow, and cause a dramatic spike in 
pressure. Elevated eye pressure from 
this cause can easily exceed 30 mm 
Hg and typically peaks at 4 to 7 hours, 

though usually resolves by 24 hours.2,3 
Such a pressure, especially in the face of a his-

tory of glaucomatous cupping, can be of great 

concern. In the event that meticulous removal of 
the visco agent is not possible, or the eye has sus-
tained previous glaucomatous damage, extra dil-
igent postoperative follow-up may be required. 

Anterior chamber decompression
There are multiple options for restoring IOP after 

Manage postop IOP control 
with wound burping 
 Most pressure spikes after cataract surgery are transient; however, they can threaten vision

MARTA C. 
FABRYKOWSKI, 
OD, FAAO,
is on staff at the 
Manhattan Eye, 
Ear, & Throat 
Hospital faculty 
ophthalmology 
practice

TAKE-HOME MESSAGE The majority of patients 
undergoing cataract surgery will experience transient 
and non-visually significant increases in intraocular 
pressure. Many normal eyes will not require treatment, 
although patients with compromised optic discs or very 
high pressures may require topical, oral, or procedureal 
IOP-lowering. Wound burping can help to relieve high 
pressure in a rapid manner and is a useful in-office tool.

Figure 1.  
See main wound 
temporally at 9 o’clock 
on left eye with para-
centesis superiorly at 
12 o’clock. Note main 
wound is about 2 mm in 
length and paracentesis 
about 1 mm in length, 
which furthers the 
differentiation.
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cataract surgery, and every doctor has their own 
threshold for method of choice. If the pressure, 24 
hours postop measures <30 mm Hg, often topi-
cal hypotensives are the only treatment required. 
If the pressure is much higher, usually between 
30 mm Hg and 40 mm Hg, many would consider 
an oral diuretic and carbonic anhydrase inhibi-
tor like acetazolamide or methazolamide. If IOP is 
refractive to those treatments, the eye has previous 
glaucomatous damage, or IOP is >40 mm Hg, the 
approach may necessitate physical intervention. 

In this case, the release of viscoelastic and aque-
ous from the paracentesis site, otherwise known 
as anterior chamber decompression, or “wound 
burping,” is an option.

This procedure is performed outside of the oper-
ating room, in the examination room with the 
patient seated at the slit lamp. The patient’s eye 
is anesthetized with topical proparacaine or lido-
caine, and the IOP is checked. The paracentesis 
site is then identified, which is typically superior 
or inferior, 60 to 90˚ away from the main wound 
and is usaully 1 mm wide.4 It may be easier to 
identify the exact paracentesis location with flu-
orescein dye, especially as there is often mild epi-
thelial staining overlying the site for at least the 

first 24 hours. 
Some advocate for a drop of antibiotic or topi-

cal antiseptic (like Betadine) prior to procedure. 
The posterior lip of the paracentesis site is gently 
depressed using a 50 g needle or a cotton-tipped 
applicator, allowing a few drops of fluid to escape. 
Fluorescein allows for better visualization of the 
aqueous exiting the wound as a positive Seidel test. 

A topical antibiotic is then instilled and the IOP 
re-checked 10 to 15 minutes after the procedure. 

Typically, the IOP is reduced immediately and 
significantly after wound burping. If the optic 
nerve had previously sustained significant dam-
age, or the IOP was very high (>50 mm Hg) the 
patient can be made to wait for another IOP mea-
surement 25 to 30 minutes later. Often, patients 
are sent home with adjunctive therapy of topical 
hypotensives as an additional support measure. 

Pros and cons
An abrupt release of fluid from the eye, as any pro-
cedure, has pros and cons. Research has demon-
strated that burping a wound decreases the IOP 
only transiently, and so adjunctive treatment either 
topically or orally is almost always necessary.3 

Aqueous suppressants such as alpha agonists 
(brimonidine), beta-blockers (timolol), or carbonic 
anhydrase inhibitors (acetazolamide or methazol-
amide if orals, or dorzolamide or brinzolamide if 
topicals) are preferred classes.1 Prostaglandin ana-
logues (latanoprost, bimatoprost) that increase 
uveoscleral outflow are less effective.3 If the IOP 
is quite refractory, or the eye has been previously 
compromised, a combination of agents may be 
required after the wound burping. 

Regardless of agent used, the eye should be 
examined within 24 hours after the release of 
aqueous and the management options re-assessed. 
Patients should be cautioned on increased redness, 
pain, or loss of vision in the intervening time. 

Luckily, the majority of patients undergoing cat-
aract surgery will experience transient and non-vi-
sually significant increase in IOP.1,3 Many normal 
eyes will not require treatment, though those with 
compromised optic discs or extraordinarily high 
pressures may require topical, oral or procedural 
IOP lowering. Wound burping can help to relieve 
high pressure in a rapid manner and is a useful 
in-office option.
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Typically, the IOP is 
reduced immediately 
after the wound 
burping
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Figure 2.  
Appreciate the 
improved contrast 
and visibility of the 
superior paracentesis 
with fluorescein dye 
instillation. (Photos 
courtesy Jenny Roman. 
Special thanks to Isha 
Mehta, DO; Daniel Polla, 
MD.)

2



16

Retina
 DECEMBER 2020 |  

By Leo Semes, OD, FAAO

N
early 2 and-half decades 
ago, we reported a case of 
angioid streaks which were 
determined to be secondary 

to iron deposition at the level of Bruch 
membrane. The underlying systemic 
condition responsible for this was AC 
hemoglobinopathy, a rare blood dyscra-
sia related to thallasemia and sickle-cell 
disease.1

In that publication, the clinical pic-
ture of angioid streaks was not that of 
the classical branching pattern, nor was 
the cause related to an elastic-tissue disorder, most 
prevalently pseudoxanthoma elasticum as clas-
sically described (think the PEPSI-trauma mne-
monic: Pseudoxanthoma Elasticum, Paget’s disease 
of bone, Sickle cell anemia or other hemoglobinop-
athy [Thalassemias], Idiopathic).2-5 The patient was 
followed closely over many years during which 
the clinical picture evolved to the complication 
of choroidal neovascularization (CNV). 

Following the case
Figure 1 is the presentation when the patient 
reported distorted vision and attended for an 
unscheduled visit. Visual acuity in the right eye 
was 20/80, and fluorescein angiography demon-
strated occult CNV involving the macula (Figure 2). 
The patient was treated with photodynamic ther-
apy, which was the standard for CNV due to age-re-

lated macular degeneration (AMD) at 
the time. On follow-up at 1 year, visual 
acuity stabilized at 20/80, and the right 
fundus is depicted in Figure 3. Eventu-
ally, the natural course of CNV evolved, 
and the right eye is shown in Figure 4.

The patient was monitored for 
changes in the fellow eye which did 
not show evidence of macular compli-
cations until 3 years later. The patient 
again reported disturbed vision involv-
ing the left eye (Figure 5). Visual acu-
ity was 20/40. The prominent treatment 
for CNV at this point was intravitreal 

injection of anti-vascular endothelial growth fac-
tor (VEGF) agents. The patient was treated at this 
point. At 1 year post-op, visual acuity was 20/40 
(Figure 6). He maintained 20/40 visual acuity for 
the next 5 years at which time he was scheduled 
for cataract surgery (Figure 7). 

This case illustrates the long-term follow-up of 
a patient who developed CNV secondary to an 
unusual presentation of angioid streaks. The mech-
anism for angioid streaks here is due to Bruch 
membrane becoming brittle, as opposed to elas-
tic deterioration as is more common with other 
etiologies of angioid streaks. 

The other point that can be gleaned from this 
case is the improvement of treatment for CNV. 
Photodynamic therapy was a revolution over laser 
treatment. The aim of this treatment was to main-
tain the baseline visual acuity. With the advent 

of anti-VEGF treatments, patient outcomes were 
improved to the point of improving visual acuity 
due to CNV. This has now become useful treat-
ment methodologies for CNV due to a variety of 
etiologies.5
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Long-term follow-up of angiod streaks
Angioid streaks are due to Bruch membrane disintegration, not elastic deterioration
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TAKE-HOME MESSAGE A case illustrates the 
long-term follow-up of a patient who developed CNV 
secondary to an unusual presentation of angioid streaks. 
The mechanism for angioid streaks here is due to Bruch 
membrane becoming brittle, as opposed to elastic 
deterioration as is more common with other etiologies of 
angioid streaks.LEO SEMES, 

OD,FAAO
Professor of 
Optometry at 
the University of 
Alabama-Birmingham

1 Right color fundus photograph. 
Note that the area nasal to the 
macula is discolored and appears 
elevated stereoscopically. The 
angioid streaks are represented 
by the pigmentary disturbance 
surrounding the optic disc.

2 Fluorescein angiogram in later 
stages showing occult choroidal 
neovascularization. The left panel 
is the later than the right one. 

3 Color photography of the right 
fundus. This is follow-up at 1 
year from initial treatment with 
photodynamic therapy. Visual 
acuity is 20/80.

4 Color fundus photograph of 
the left eye at 2 years following 
initial CNV treatment with 
photodynamic therapy.

5 Color fundus photograph of the left eye. The angioid presentation appears more dramatic than in the right eye. Note that the macula is showing pigmentary disturbances.  6 Color fundus photograph of the left eye 
at 4 years after initial anti-VEGF treatment.  Note that the macular pigmentary involvement is greater than earlier (Figure 4), but the patient has maintained 20/40.  7 Color fundus photograph of the left eye at 5 years 
after anti-VEGF treatment. The visual acuity was stable at 20/40 despite macular pigmentary changes.  (Photos courtesy Leo Semes, OD, FAAO)

1 2 3

4 5 6 7



*JJV Data on File 2020. Survey of 1564 Contact Lens patients in the US.
†The following ACUVUE® brand contact lenses have substantiated unbeaten in comfort claims: ACUVUE® OASYS Brand Family (including daily disposable), 1-DAY ACUVUE® MOIST Brand Family (within the 
category of hydrogel daily disposable), and ACUVUE® VITA® Brand spherical only.1,2,3

RReferences: 1. JJV data on file - Claim for the family of ACUVUE® OASYS Brand Contact Lenses (2-week reusable) and ACUVUE® OASYS with HydraLuxe® Technology using clinical trials cited on 
www.clinicaltrials.gov website. (March 24th 2020). 2. JJV data on file - Claim for ACUVUE® VITA® with HydraMax® Technology. Unbeaten in Comfort in Monthly Lens Category—using clinical trials cited on 
www.clinicaltrials.gov website. (March 27th 2020). 3. JJV data on file - Unbeaten Comfort of 1-DAY ACUVUE® MOIST Brand Family of Contact Lenses. (June 24th 2020).
IImportant Safety Information: ACUVUE® Brand Contact Lenses are indicated for vision correction. As with any contact lens, eye problems, including corneal ulcers, can develop. Some wearers may 
experience mild irritation, itching or discomfort. Lenses should not be prescribed if patients have any eye infection, or experience eye discomfort, excessive tearing, vision changes, redness or other eye 
problems. Consult the package insert for complete information. Complete information is also available from Johnson & Johnson Vision Care, Inc. by calling 1-800-843-2020, or by visiting 
www.jnjvisionpro.com.
© Johnson & Johnson Vision Care, Inc. 2020 PP2020MLT7885

Find out how unbeaten comfort† can help enable patient hygiene at jnjvisionpro.com/comfort

ModulusWettabilityEdge DesignCoefficient
of Friction

Lower modulus allows the 
lens to wrap the eye with 
less mechanical resistance 
to the lid and cornea

Consistent spreading of all 
layers of the tear film can 
minimize dryness

Thin on-eye edge profiles 
can minimize lid irritation 
when blinking

Lower coefficient of 
friction is correlated with 
improved comfort

ACUVUE® MAKES CONTACT LENSES 
UNBEATEN IN COMFORT ACROSS
44 CLINICAL STUDIES†

89% of contact lens patients say they rub their eyes, use eye drops, or 
manually adjust or move their lenses when they are uncomfortable.*

Did you know uncomfortable contacts can lead to
compromised hygiene?

http://www.jnjvisionpro.com/comfort


18

Contact Lenses

By Crystal M Brimer, OD, FAAO

A
s a dry eye specialist, one of my 
biggest challenges is keeping my 
patients in contact lenses. My 
practice’s contact lens orders 

have been over 90 percent daily dispos-
ables for years now. But for extreme dry 
eye patients, daily disposables alone, 
aren’t enough to keep them comfort-
able or compliant. 

The problems at hand
Contact lenses pose several innate chal-
lenges to the ocular surface. Upon application, con-
tact lenses split the tear film in half. Lens wear, 
over time, causes destabilization of the tear film 
and quickens the rate of tear film evaporation.1-3 

Evaporation causes poor wettability of the lens 
which leads to discomfort, but also deposition, fur-
ther dehydration, and sensitivities. I have person-
ally compared the blink rate, partial blink occur-
rence, and lipid layer thickness with and without 
contact lenses in many of my patients using Lipi-
View (Johnson & Johnson Vision). 

I find patients blink less frequently, have a 
higher incidence of partial blinks, and a slightly 
lower lipid layer thickness when wearing contact 
lenses versus when the test was repeated with-
out contact lenses. Though my sample size was 
small, findings do make sense when considering 
the effect of corneal desensitization and should 
get ODs thinking. 

Both tear film break-up time (TBUT) and tear 
volume have been found to be significantly reduced 
in contact lens wearers.4

Evaporative stress creates inflammation. In 

fact, a variety of inflammatory medi-
ators (including interleukin IL-6, IL-8, 
and tumor necrosis factor (TNF-α) have 
been found to be upregulated in the 
tears of contact lens wearers.4 

As ODs know, inflammation is often 
the root cause of dry eye and is also the 
culprit in escalating the severity of any 
ocular surface disease. Furthermore, 
while silicone gives us the highest oxy-
gen permeability, it is an innately hydro-
phobic material. 

The leading silicone hydrogel daily 
disposable lenses are Dailies Total 1 (Alcon) and 
Acuvue Oasys 1-Day (Johnson & Johnson Vision). 
My personal go-to lens for dry eye patients is Dai-
lies Total 1. Many patients are unable to tolerate 
any other lens. However, as anything else, sili-
cone hydrogel daily disposable lenses don’t work 
for every patient. Some patients are sentenced to 
spectacle correction only. 

New moisture technology 
Recently, I was introduced to Bausch & Lomb’s new 
daily disposable, premium, silicone hydrogel lens, 
Infuse. All I can say is, “Halleluiah!” 

While Infuse is B+L’s latest entry into the mar-
ketplace, as of writing this, it is not yet available 
in offices. While I don’t usually write about lenses 
or new technology until I have trialed with at least 
dozens of patients, I am compelled to proceed due 
to the overwhelming patient need and amazing 
potential at hand. 

I tried this first on myself, because, as a pre-
vious high myope and post laser-assisted in-situ 
keratomileusis (LASIK) patient, I had problems 

with dryness, clarity, and stability of vision when 
wearing contact lenses over my extra-flat corneas. 
I was able to wear this lens comfortably for the 
entire day. At removal, my vision was better with 
the contact lenses in versus out. This is an enor-
mous accomplishment for me! 

The goal of the ocular surface is to maintain 
homeostasis. This is threatened with the presence 
of a contact lens. The motto for this lens might as 
well be, “Do no harm.” 

Infuse has osmoprotectants, electrolytes, and 
moisturizers that are released during wear to help 
maintain homeostasis. This is profound. We have 
long been hearing about the potential to use con-
tact lenses as a drug delivery system, so using this 
method to increase contact lens comfort seems 
intuitive and long overdue. 

Some of the proprietary ingredients are retained 
in the lens throughout the 16-hour day to ensure 
wettability and compatibility, according to the com-
pany. Not only has the lens been shown to retain 
moisture, but the lens modulus is quite low at 0.5, 
making it easy to handle and less obstructive on 
the ocular surface. In addition, it boasts a high 
oxygen permeability (Dk/t) of 134.5 

Infuse has aspheric optics, which is also key, 
considering how frequently ODs mask astigma-
tism in dry eye patients, in order to get them into 
a better material, or fit post-LASIK dry eye patients 
that have inherent aberrations (like me). This is a 
distinguishable difference from Dailies Total 1 or 
Oasys 1-Day. Infuse is available in powers +6.00 
D to -12.00 D, with a 8.6 mm base curve, 14.2 mm 
diameter, 55 percent water content, visitint, and 
ultraviolet (UV) blocking.5

So far, I have received tremendous feedback from 
patients who have tried Infuse, and I am anxious 
to offer it to more dry eye sufferers desperate for 
freedom from spectacles. 

Will new technology be enough?
Some contact lens patients know they are dry, 

New ways to keep dry eye patients 
comfortable in contact lenses
New contact lens releases moisturizers during wear to maintain homeostasis

I don’t usually write 
about new technology 

until I have trialed it with 
dozens of patients, but I 

am compelled to proceed 
due to the overwhelming 

patient need and amazing 
potential at hand

“

CRYSTAL M. 
BRIMER, OD, FAAO
In private practice in 
Wilmington, NC

TAKE-HOME MESSAGE Dry eye and ocular 
surface disease are the biggest drawbacks of contact 
lens wear. However, a new contact lens that releases 
moisturizers during wear time can aid ocular surface 
homeostasis. Infuse by Bauch + Lomb reduces 
symptoms of contact lens dryness with silicone hydrogel 
technology. 
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while others have the ocular signs of dryness with-
out symptoms. This is initially perpetuated by the 
ability of contact lenses to desensitize the cornea. 
For the purpose of discussion, let’s consider both 
groups to be dry eye contact lens patients. 

Of course, fit these patients in daily disposable 
lenses, preferably a premium lens designed with 
enhanced moisture retention properties. 

But please—don’t stop there. Whether they have 
symptoms or not, show patients the changes you 
see on their ocular surfaces and educate them on 
the need to initiate underlying treatments as soon 
as possible to prevent progression. 

This is not always an easy discussion, but one 
that patients deserves. Consider recommending 
omega supplements to all contact lens wearers. 
But for those with concerns, consider early initia-
tion of anti-inflammatory pharmaceuticals to fur-
ther reduce the inflammatory response. 

This is typically a reasonable recommendation 
considering many contact lens patients are under 

age 65 and still on commercial health insurance 
with better drug coverage. Another simple route 
for dry eye contact lens patients is to offer intense 
pulsed light (IPL) therapy or in-office thermal 
expression which, in mild cases, limits or elim-
inates the need for home maintenance and may 
fit better with an active lifestyle. 

Contact lenses seem counterintuitive in a dry 
eye practice, and even in direct opposition at 
times. That is why I am so excited to have a new 
option for my dry eye contact lens patients that 
may offer them the same privileges and freedoms 
other patients enjoy. 

Don’t assume patients will not pay for a premium 
lens. Show them their ocular surfaces and what 
makes premium technology specifically advanta-
geous and even protective in preventing quicker 
progression compared to value lenses. 

Use resources to answer questions for patients 
about why something so freeing for their lifestyle 
doesn’t have to be an antagonist to their ocular 

surfaces. If you don’t offer a solution, they may 
find another doctor who will.
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InDispensable
Eye Candy Creations and Solstice  
partnership releases new frame collection  
A new collection of sunglasses and optical frames are available in select U.S. locations and online

Eye Candy Creations has expanded its 
FUBU frames into Solstice Sunglasses 
boutiques. The partnership brings a curated 
selection of premium sunglasses and optical 
frames to select U.S. locations, including 

New York, Chicago, Atlanta, Philadelphia, 
Miami, Las Vegas, New Jersey, and online. 

Prices range from $149 to $195 for the 
sunglass collection and $225 to 295 for  
the optical collection.



Expand diagnosis and discussion. In addition 
to more severe cases, take the time to examine 
and diagnose milder cases of ptosis, and treat 
or monitor as appropriate. Engage in discussion 
to understand how ptosis might be affecting the 
patient’s daily life. Conduct differential diagnosis 
to identify any potentially serious underlying 
cause for a patient’s ptosis.

Raise patient awareness. Patients need to 
know what ptosis is, what causes it, and that it 
is a treatable condition. Present surgical and non-
surgical options, and discuss the benefits and 
potential drawbacks of each option.

Treat based on the patient’s needs. Consider 
the severity, underlying cause, and nature of the 
patient’s ptosis, as well as the patient's preferences. 
Recommend treatment, either surgical or 
pharmacological, that will optimize outcomes and 
satisfaction. Many patients are already familiar 
with eye drop use, making oxymetazoline 0.1% an 
easily adoptable option.

Treating Ptosis:
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Blepharoptosis (‘ptosis’) is a condition of the 
upper eyelid with wide-ranging effects on patients. 
Deficits in the superior visual field are common in 
patients with ptosis, even when drooping of the 
eyelid is relatively mild.1–3 This visual field deficit 
due to ptosis can impact activities of daily living 
and therefore quality of life (QoL).4–7 Further, the 
characteristic appearance — an asymmetric or 
‘sleepy’ look — caused by ptosis can impact well-
being and self-image, increasing appearance-
related distress and anxiety.6,8 Ptosis affects 
a large number of patients, with studies from 
various regions revealing an incidence in adults 
ranging from 4.7% to 13.5% (and even greater 
incidences among elderly adults).9–11 In addition 
to aging, there are several known factors that can 
cause ptosis, including contact lens wear12–14 and 
previous ocular surgery.15,16 While its prevalence 
and impacts are well established, therapeutic 
options for patients with ptosis have been 
relatively limited. Collectively, these factors make 
ptosis treatment — and finding ways to expand 
treatment to a wider range of affected patients — 
an important aspect of ophthalmic and optometric 
practice.

The current standard of care for ptosis is surgical 
correction, with surgeons employing a variety 
of well-established techniques. Procedure choice 
and approach (anterior or posterior) is determined 
based on the underlying pathology and severity of 
the ptosis. Interventions targeting Müller’s muscle, 
such as Müller’s muscle resection or the Fasanella-
Servat procedure, are typically used when levator 
function remains good, while reduction of 
levator function can require levator resection or 
aponeurosis repair procedures. Further, frontalis 
muscle suspension is often required in cases of 
severe ptosis with little or no levator function.17,18

Outcomes following ptosis surgery are generally 
favorable, improving both elevation of the upper 
eyelid and superior visual field function, and 
as a result, improving patient ability to carry 
out daily tasks and health-related QoL.4,5,7 Still, 
surgical correction of ptosis is not without its 
challenges. There are well-known risks associated 
with surgery — including asymmetry or over- or 

under-correction, scarring, infection, bleeding, 
and lagophthalmos17 — that can negatively impact 
outcomes or necessitate revision. In the case 
of unilateral surgery, there is particular risk of 
postsurgical asymmetry as a result of secondary 
drooping of the contralateral eyelid due to Hering’s 
Law.19,20 A retrospective study of >1,500 patients 
who underwent unilateral or bilateral ptosis 
surgery revealed a revision rate of approximately 
9%. Revision rate was found to vary depending 
on the surgical approach used (surgeries using a 
posterior or anterior approach required revision 
in 6.8% and 9.5% of cases, respectively), with 
over- or under-correction identified as the most 
common causes for revision.20 

It is also not uncommon for practitioners and 
patients to encounter significant logistical hurdles 
to surgery. The surgical option tends to be limited 
to patients with ptosis that is severe enough to 
qualify for payor reimbursement or to those who 
are willing to pay out of pocket. In some cases, 
the patient journey from diagnosis to surgical 
correction can involve multiple steps, including 
referrals and the need to demonstrate a superior 
visual field deficit to secure payor reimbursement. 
While some patients may be sufficiently motivated, 
others may not and end up being lost to follow-
up. Even in a streamlined co-management setting, 
in which ODs and MDs work together closely, the 
simple question of surgeon availability may mean 
prolonged wait times for surgical candidates.

Beyond surgery, there has been a lack of 
approved medical treatment options for affected 
patients. For the majority of patients with mild or 
moderate ptosis (or even those with severe ptosis 
for whom surgery is not a viable or desired option), 
non-surgical options have been limited to a ‘watch 
and wait’ approach or to conservative measures 
like the use of eyelid crutches, eyelid tape, or 
scleral contact lenses,17,21–23 which offer little in the 
way of effect. Given the known adrenergic receptor 
expression in the upper eyelid muscles,24–26 studies 
have described the ability of various adrenergic 
agents, such as apraclonidine and phenylephrine, 
to elevate the upper eyelid in some ptotic 
patients;25,27–30 however, these studies have been 
limited in scope, drugs like apraclonidine can 
have unwanted side effects,31,32 and these agents 
are not approved for the treatment of ptosis. 

Continued on next page

A D V E R T O R I A L

In July 2020, an oxymetazoline hydrochloride 
ophthalmic solution, 0.1% (trade name UpneeqTM, 
RVL Pharmaceuticals, Inc., Bridgewater, NJ) was 
approved for use by the FDA, making it the first 
pharmacologic agent approved for the treatment 
of acquired ptosis in adults, and an intriguing 
non-surgical treatment option. Oxymetazoline 
is a potent α-adrenergic receptor agonist that, 
when administered to the eye, acts via receptors 
on Müller’s muscle to cause contraction and 
elevation of the upper eyelid. In phase 3 clinical 
studies, once-daily self-administration of a single 
drop of oxymetazoline 0.1% to both eyes resulted 
in significant improvements in patients’ ptosis 
(Figure 1).33 From a functional perspective, 
oxymetazoline 0.1% improved superior visual 
field deficits, as demonstrated by a significant 
increase in the number of points seen on 
the Leicester Peripheral Field Test (LPFT),33 
a modified Humphrey Visual Field Test specialized 
to detect superior visual field loss due to ptosis.2 

Ptosis surgery:  
benefits and challenges

A new direction, a new opportunity

 Current Approaches and New 
 Directions for Clinical Practice

Table 1. 
Treating ptosis in clinical practice.



Oxymetazoline 0.1% also significantly improved 
elevation of the upper eyelid, measured using the 
marginal reflex distance 1 (MRD-1; the distance 
from the central pupillary light reflex to the 
central margin of the upper eyelid). These trials 
also revealed a positive safety profile, with few 
treatment-related ocular adverse events.33

The efficacy of oxymetazoline 0.1% in 
improving both upper eyelid lift and visual 
field deficits makes it a promising option for 
the treatment of ptosis, especially given that 
surgery, while effective,4,5,7 remains an option 
for a relatively limited proportion of patients. 
Further, while practitioners may have historically 
been reluctant to discuss ptosis with patients for 
whom no suitable treatment was available (such 
as patients with only mild or moderate ptosis), 
the availability of a novel non-surgical option 
with demonstrated efficacy and safety may help 
facilitate that discussion and improve awareness 
among patients.

Of course, initiation of any ptosis treatment 
should always be preceded by a thorough clinical 
evaluation, including assessment of MRD-1, 
levator function, and eyelid crease height, and 
when appropriate, the superior visual field.2,17,18,34

This evaluation helps confirm the presence 
of true ptosis (versus cases of ‘pseudoptosis’ 
caused, for example, by dermatochalasis), provide 
information on underlying pathology, and select 
the desired treatment approach, whether surgical 
or pharmacological. Differential diagnosis is also 
essential to identifying whether or not ptosis 
is being caused by a more serious underlying 
neurological condition requiring more immediate 
intervention. These underlying causes — such 
as  Horner’s syndrome, palsy of the 3rd cranial 
(oculomotor) nerve, or chronic progressive 
external ophthalmoplegia (CPEO) — have 
hallmark presentations that can be differentiated 
from ptosis due to pathology of the upper eyelid 
retractor muscles or aponeurosis via a relatively 
brief examination.17,34–36

Effect of oxymetazoline hydrochloride ophthalmic solution, 0.1% (UpneeqTM, RVL Pharmaceuticals, Inc., 
Bridgewater, NJ) on elevation of the upper eyelid (one drop per eye, once daily). Images at baseline 
(A) and 2 hours post-instillation on treatment day 14 (B) for a 43-year-old male study participant with 
unilateral ptosis. Prior to oxymetazoline 0.1% instillation, the subject had a marginal reflex distance 1 
(MRD-1) of 3.0 mm in OD and 2.0 mm in OS, and detected 11 of 35 points on the Leicester Peripheral 
Field Test (LPFT). Two hours post-instillation on day 14, MRD-1 was 5.5 mm in OD and 5.0 mm in OS 
and superior visual field assessment showed a 22-point improvement (33 points detected on the LPFT). 
Images at baseline (C) and 6 hours post-instillation on treatment day 1 (D) for a 74-year-old female study 
participant with ptosis in both eyes. Prior to oxymetazoline 0.1% instillation, the subject had an MRD-1 
of 0.0 mm in OD and 0.5 mm in OS, and detected 9 of 35 points on the LPFT. Six hours post-instillation 
on day 1, MRD-1 was 3.0 mm in OD and 3.5 mm in OS and superior visual field assessment showed a  
17-point improvement (26 of 35 points detected on the LPFT).
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A step forward in ptosis treatment

Figure 1.

No matter the condition, patients want options. In the case of ptosis, these have been few and far 
between, but with the recent approval of a novel pharmacologic agent in the form of a once-daily eye 
drop, practitioners now have access to an effective non-surgical therapeutic that may prove beneficial in 
a variety of clinical settings. Most obviously, oxymetazoline 0.1% may be suitable for patients for whom 
surgery is not a viable option or serve as an option to delay surgery or provide a ‘bridge’ until surgery 
can be performed. Further, it may prove to be a good option for patients with more transient forms of 
ptosis due, for example, to periocular neurotoxin (e.g., Botox®) use or following ocular surgery. Naturally, 
surgery remains an effective and essential therapeutic tool, but practitioners and patients can only 
benefit from the flexibility provided by new options. By dedicating a little bit of extra time to diagnosis, 
raising patient awareness, and discussing treatment (Table 1), practitioners have a growing opportunity 
to take a big step forward in how we treat ptosis.
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Anatomy of the orbit 
Four walls form the boundaries of the 
orbit. The floor of the orbit is formed by 
the maxillary bone, palatine bone, and 
orbital process of the zygomatic bone. 
The infraorbital canal passes within the 
floor, and the bone medial to it is thin 
and susceptible to fracturing. 

The largest paranasal sinus, the max-
illary sinus, lies directly below the 
orbital floor. The medial wall is formed 
by the maxillary bone, ethmoid bone, 
lacrimal bone, and lesser wing of the 
sphenoid. The lamina papyracea, trans-
lated from Latin as “thin wall,” is part 
of the ethmoid bone and is the thinnest bone of 
the orbit. 

The medial wall possesses small anterior and 
posterior ethmoidal foramina that pierce through 
the wall and communicate with the adjacent eth-
moid sinus. It is through this tract that infections 
may spread from the sinus into the orbit. 

The orbital roof divides the orbit from the ante-
rior cranial fossa and is composed of the frontal 
bone and the lesser wing of the sphenoid. Finally, 
the lateral wall of the orbit is comprised of the 
zygomatic bone and greater wing of the sphenoid. 

Patient presentation
When a patient presents with a history of periorbital 
trauma, the globe must first be thoroughly evalu-
ated for evidence of injury. Trauma severe enough 
to fracture an orbital wall may present with find-
ings such as iritis, iridodialysis, hyphema, vitre-
ous hemorrhage, commotio retinae, retinal breaks, 
or in some cases, a ruptured globe. 

Timely management of these ophthalmic find-
ings is important for preservation of vision. Once 
the globe is evaluated in full, attention is directed 
to the orbital exam.  

Clinical signs of orbital fractures 
Patients who present with orbital fractures may 
complain of a multitude of symptoms including 
eyelid swelling, ecchymosis, pain, or double vision. 
While edema and bruising may be fairly com-
mon in ocular trauma, they are far from pathog-
nomonic for orbital fractures. 

Below are findings more commonly seen in 
orbital fractures.

Hypoesthesia
The infraorbital nerve arises from the maxillary 
division of the trigeminal nerve (cranial nerve 
V2). This nerve branch serves to provide tactile, 
temperature, and pain information from the mid-
face (lower eyelid to upper lip), nasal cavity, teeth 
of the upper jaw, and palate. It passes through 
the infraorbital canal along the orbital floor and 
may be damaged in blow-out fractures, leading 
to hypoesthesia. 

This can be evaluated by testing sen-
sation on both sides of the face in the 
V2 dermatome and asking the patient 
to rate sensation (0 to 10) on each side.1 
Unfortunately, the use of this technique 
may be limited in cases of bilateral or 
antecedent sensation loss. In those 
cases, consider inquiring about new 
onset numbness or loss of sensation 
in the upper teeth or lip. In cases of 
post-traumatic V2 hypoesthesia, imag-
ing is warranted.

Diplopia
Double vision is a common symptom 

of orbital trauma and has been reported in 16 to 
56 percent of cases of orbital fractures.2-5 Diplo-
pia may be the result of direct muscle or perior-
bital tissue incarceration, traumatic hemorrhage 
and swelling of the orbital tissue, or direct dam-
age to muscles, nerves, or vasculature.3-6 

Comprehensive evaluation of extraocular motil-
ities can be completed in office with an alternate 
cover test in primary, lateral, and vertical gazes. 
It is useful to gather quantitative measurements 
with prism bars to better describe and monitor 
ocular motility. Of note, patients may not complain 
of diplopia if they have significant eyelid edema 
obstructing the visual axis, so gently holding eye-
lids open during motility testing can be helpful.

Enophthalmos or exophthalmos
The position of the globe within the orbit is a valu-
able measure to obtain. When an orbital fracture 
is present, orbital tissue may herniate into the 
adjacent maxillary or ethmoid sinuses. This often 
leads to a relative enophthalmos of the affected eye. 
Notably, trauma can also lead to exophthalmos in 
cases of significant orbital swelling or hemorrhage. 

In a report by Schönegg et al, ≥1 mm of enoph-
thalmos was seen in 45.5 percent and exophthal-
mos in 9.1 percent of patients presenting acutely 
with an orbital fracture.5 Worth noting, a clini-
cally significant exophthalmometry value is a dif-
ference of ≥2 mm between the right and left sides. 
This measure should be taken on any patient in 
whom you suspect an orbital fracture. 

Enophthalmos may initially be concealed by 
inflammation but often becomes more apparent as 
swelling resolves. Patients presenting with exoph-
thalmos, vision loss, and elevated intraocular pres-
sure should be emergently evaluated for a retrob-
ulbar hemorrhage, which can cause compartment 
syndrome of the orbit. 

Imaging
When and what do I order?

Imaging should be obtained in cases of orbital 
trauma with findings of diplopia, reduced ocular 
motility, abnormal globe position, or V2 hypoes-
thesia. Patients presenting with nausea or vomit-

ing, dizziness, and/or reduced heart rate should 
be referred and imaged emergently due to concern 
for entrapped tissue or a trapdoor fracture which 
may stimulate a potentially life-threatening ocu-
locardiac reflex. Otherwise, contingent on a nor-
mal ophthalmic exam, patients should be referred 
for urgent, outpatient imaging. 

In cases of suspected facial bone fractures, com-
puted tomography (CT) is the preferred method of 
imaging over magnetic resonance imaging (MRI). 
A CT scan provides better resolution of the orbital 
and facial bones and is superior in visualizing 
small fractures or orbital emphysema.7 Addition-
ally, MRI is typically less cost-effective, requires 
longer accession time, and is contraindicated in 
patient who have pacemakers, vascular clips, or 
suspected metallic foreign bodies. 

For patients requiring imaging, a CT maxillo-
facial without contrast or CT orbit without con-
trast can provide excellent resolution of the orbit 
and paranasal sinuses. These study sequences are 
ideal when compared to a CT head because they 
provide smaller sections. 

What do I look for?
When viewing CT images, it is beneficial to eval-
uate coronal, sagittal, and axial views individu-
ally. On an axial cut through the equator of the 
globe, one can often note the presence or absence 
of gross enophthalmos. 

Next, assess the bone structure. Fractures 
may be described as displaced or non-displaced, 
depending on the fractured bone’s alignment with 
the adjacent bone. 

Next, examine the extraocular muscles. The 
recti muscles are more likely to be impacted given 
their proximity to the orbital walls when compared 
to the oblique muscles. Compare the shape of the 
recti muscles on the affected side to the unaffected, 
with an asymmetric or an elongated contour sug-
gestive of external forces on the muscle (due to a 
fracture or secondary process). 

Intraorbital air, also known as orbital emphy-
sema, is visible by a hypodense signal that appears 
as a black, rounded space. Another common fea-
ture visible on CT scans of orbital fractures is the 
presence of herniated tissue or blood into adja-
cent sinuses. 

CASE EXAMPLES
Case 1
This male presented to clinic with a history of 
being punched in the right eye during a boxing 
match 4 days prior to presentation (Figure 1). He 
initially was asymptomatic, but the day prior to 
presentation, he sneezed and immediately devel-
oped significant right eyelid swelling. 

A CT orbit study was ordered to evaluate for an 
orbital fracture given the acute onset of suspected 
orbital emphysema after a Valsalva-like maneu-
ver. The sagittal (left) and coronal (right) views 
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revealed preseptal and post septal air spaces (yel-
low arrows). There was a displaced medial wall 
fracture (red arrow), but the medial rectus mus-
cle (blue arrow) demonstrated a normal course 
confirming there was no entrapment. 

This patient did not require surgery, and the 
emphysema resolved spontaneously by the 1-week 
follow-up visit.

Case 2
This male sustained trauma to the right side of 
his face after a fall (Figure 2). He was symptom-
atic for diplopia and pain with eye movement. 

A CT maxillofacial was completed and revealed 

a right-sided blow-out floor fracture (blue arrow). 
The inferior rectus was significantly displaced and 
rounded, extending into the maxillary sinus (yel-
low arrow). Orbital emphysema was also seen (red 
arrow). 

This patient underwent urgent repair with the 
placement of an orbital floor implant. 

Case 3
This female was involved in an altercation in which 
she was struck in the left eye (Figure 3). She com-
plained of diplopia and pain on eye movement.

The CT revealed a displaced medial wall frac-
ture with an entrapped medial rectus muscle (blue 

arrow). She was referred the same day to an ocu-
loplastic specialist for evaluation and underwent 
surgical repair.

Case 4
This male was involved in a motor vehicle accident 
and sustained facial trauma (Figure 4). There was 
a fracture of the orbital floor with a very small 
pocket of adjacent air in the orbit (yellow arrow). 
Notably, debris is visualized in the left maxillary 
sinus but not in the right. On the lateral border 
of the maxilla, a displaced fracture is also seen 
(blue arrow). 

See Orbital fractures on page 24

Case 1.

Case 2.

Case 3.

Case 4.

Case 1. Male patient presented with a history 
of being punched in the right eye 4 days prior 
to presentation.

Case 2. Male patient exhibited trauma to the 
right side of his face.ation.

Case 3. Female patient was struck was in the 
left eye.

Case 4. Male patient sustained facial trauma.
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This patient underwent urgent repair with an 
oral and maxillofacial surgery team due to the sig-
nificant mid-face involvement.

Follow-up and referrals
When a patient is diagnosed with an acute orbital 
fracture, the management strategy consists of ini-
tial treatment, follow-up care, and possibly surgi-
cal intervention. In addition to advising cold com-
presses to reduce periorbital edema, patients who 
suffer a fracture should be warned not to blow 
their noses and should avoid situations which may 
increase their chances of sneezing. Any forceful 
Valsalva-like maneuver can increase the intrana-
sal air pressure and allow for rapid gas entry into 
the orbit, leading to orbital emphysema. Orbital 
emphysema is largely self-limited, but severe com-
plications like orbital compartment syndrome lead-
ing to vision loss have been described.8

Because orbital walls are shared with sinuses 
which can harbor bacteria, prophylactic oral anti-
biotics are commonly prescribed. Overall, there is 
a paucity of literature offering guidance on the effi-
cacy of antibiotic prophylaxis.9 Despite the fact that 
orbital cellulitis after orbital fractures is uncom-
mon, the use of prophylactic antibiotics is rela-
tively high (42 to 70 percent) and varies signifi-
cantly among treating specialties.10-12 

Antibiotic use is likely of greatest benefit in 
the setting of trauma with residual foreign mat-
ter, active sinusitis, or an immunocompromised 
state. When prescribed, consider a short course of 
amoxicillin-clavulanate or cephalexin; they are the 
most commonly used antibiotics in these cases.10-12

It is important to recognize that not all orbital 
fractures will require repair. A growing body of 
literature suggests observation in certain circum-
stances, but these decisions are best determined on 

a case-by-case basis by the evaluating oculoplas-
tic surgeon. Small fractures without diplopia or 
globe displacement, for example, are often moni-
tored with return precautions advised. Non-emer-
gent repairs should be performed within 2 weeks 
of the injury to prevent complications from scar-
ring and tissue contracture.13,14 

Common indications for repair include the 
following:

– Persistent diplopia after edema subsides at 
1 to 2 weeks

– Positive forced-duction testing that indicates 
a tightly trapped muscle

– Enophthalmos >2 mm not cosmetically 
acceptable to the patient

– Significant early enophthalmos with a large 
floor fracture

– Large (>50 percent of the wall) or complex, 
multi-bone fracture

Summary
Ocular trauma is common, and ODs should be 
familiar enough with orbital fractures to assess 
the need for imaging and referral. Understanding 
the relationships of the orbit, periorbita, and para-
nasal sinuses is critical when evaluating patients 
with suspected orbital fractures. This knowledge, 
along with a thorough and focused examination, 
should guide our prescribing, imaging, and refer-
ral patterns.
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The Hong Kong-based eyewear company Okia released a new eyewear collection 
called Reshape, made entirely of 100 percent recycled material from plastic bottles. 
Each new eyewear model is made from 5 recycled water bottles.

The 2020 launch includes thinner and lighter styles, 
which add comfort and flexibility to the lenses. 
Additionally, the color range has been updated 
with new vibrant, shiny, milky, and crystal tones.

The company’s goal is to pursue 
sustainable eyewear that relieves the global 
plastic crisis to build a better world for 
future generations.

Okia Optical releases new Reshape eyewear  
collection made from recycled bottles
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Our patients deserve eye allergy itch relief that we know and trust. Although 
not a chronic allergy sufferer, I tend to experience intermittent symptoms of 
severe itchy eyes due to allergies. When that occurs, I always reach for my bottle 
of Pataday® Once Daily Relief, knowing that my allergy-related itchy eyes will be 
relieved within minutes,1 and that relief will last all day.2,3 Ocular allergies can not 
only cause itchy discomfort, but can also impact work performance or distract 
during a social situation; fast, effective relief is what I expect, and I want to offer 
the same for my patients.

One drop, once a day with Pataday® provides effective relief for ocular itch 
associated with allergic conjunctivitis.1 All Pataday® products feature the number 
one prescribed eye allergy itch relief ingredient, olopatadine, and Pataday® Once 
Daily Relief is the first and only once-daily eye allergy itch relief that your patients 
can obtain over-the-counter (OTC). 

Olopatadine has a dual mechanism of action that directly addresses the 
pathology underlying ocular itch associated with allergic conjunctivitis.4 
This inflammatory ocular reaction is caused by the binding of allergens to 
immunoglobulin E (IgE) antibodies on sensitized mast cells on the surface of 
the eye,4 which then release histamine and other pro-inflammatory mediators.4 
The released histamine binds to H1 histamine receptors on neurons and blood 
vessels, causing the itching associated with allergic conjunctivitis. Olopatadine is a 
highly effective mast cell stabilizer and it also blocks the actions of histamine.3  

Both of these effects work to significantly decrease the ocular itch associated 
with allergic conjunctivitis.2 (Figure 1) Pataday® Once Daily Relief significantly 
decreases the severity of ocular itch all day long with a single administration.3

Ocular allergy itch is a common problem. A combination of survey 
results with United States population data suggests that about 66 million 
Americans suffer from ocular allergies7,8; and more than one-third of allergy 
sufferers consider their ocular symptoms to be extremely bothersome.9 Itchy 
eyes is reported in almost 3 out of 4 allergy sufferers.10 The over-the-counter 
availability of Pataday® provides an opportunity for more of our patients to obtain 
targeted ocular allergy itch relief.  

We now have an opportunity to fill a clearly unmet need for many of our patients: 
easily obtained, effective,3 and trusted therapy for ocular itch due to allergies. 
Over-the-counter Pataday® Once Daily Relief and Pataday® Twice Daily Relief 
both contain the most commonly prescribed ocular allergy itch relief ingredient, 
olopatadine, with dosing regimens (once daily or twice daily) to meet patients’ 
individual needs. Pataday® Once Daily Relief is a 0.2% olopatadine ophthalmic 
solution, and Pataday® Twice Daily Relief is a 0.1% olopatadine ophthalmic 
solution, both shown to rapidly reduce ocular itch due to allergy.3 Importantly, 
Pataday® Once Daily Relief and Pataday® Twice Daily Relief utilize the same 
formulations as the previous prescription versions that have been trusted to 
provide ocular allergy relief to your patients: Pataday® and Patanol®, respectively.
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Figure 1.  Dual mechanism of action of Pataday® in the treatment of the itch associated with 
allergic conjunctivitis4–6
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By Graham Hughes, MD

M
ost of us who work in health care are 
intimately familiar with 
the unintended conse-
quences electronic health 

record (EHR) systems have had on our 
nation’s physicians, with many feeling 
they have been turned into administra-
tive clerks who now spend more time 
entering data to a computer than see-
ing patients. This is perhaps one of the 
most distressing case studies of technol-
ogy being a double-edged sword, help-
ing serve the interests of some—in this 
instance, mostly insurers and govern-
ment agencies—while creating a tremen-
dous burden for others, specifically the physicians 
required to use these systems.

The question is, can artificial intelligence, itself 
a technology, play defense to the offense of EHRs?

Do we fear artificial intelligence or do 
we just not understand it?
Artificial intelligence, or AI, conjures up notions 
of robots made to look like humans who are pro-
grammed to do our work better and faster than 
we can do it ourselves. AI is often associated with 
terms like “futuristic” and “unproven,” but the fact 
is, AI is all around us. 

It’s used widely by Internet search engines to 
provide the most relevant results. Its lives inside 
voice assistants like Siri and Alexa, which are pro-
grammed to learn our habits and deliver an increas-
ingly improved and more personalized experience, 
much like friends who get to know us better with 
the passage of time.

In health care, AI is already being used with 
great success in clinical areas like radiology for 
detecting abnormalities, oncology for predicting 
the best treatment protocols, and pharmacy for 
medication management. It’s also being used in 
administrative areas like hospital operations for 
capacity planning and the finance office for reve-
nue cycle optimization, and the list goes on.

One of the newer applications of AI is for clini-
cal documentation to help overcome the time-in-
tensive nature of charting and to free physicians 
from computers, EHR, and the associated data entry.

It’s been too long, and it’s just getting 
worse.
Most physicians lament that it has now been 10 to 
15 years since they adopted their first EHR (even 
longer for some), and their frustrations with these 
systems have only been compounded as the pres-
sure mounts to do more with less. Burnout is ram-
pant, and it’s just getting worse. How many surveys 
on physician burnout have been published in the 
last 2 to 3 months alone? I’ve read at least 6, all of 
which point to this topic as a primary contributor.

Even the stresses of COVID-19 have not surpassed 
the documentation burden and click-heavy nature 

of EHR systems as the foremost reason physicians 
are miserable. I found it eye opening to read that a 

recent survey by The Physicians Foun-
dation found that 37 percent of physi-
cians would like to retire in the next 
year.1 Of course, this would break the 
entire U.S. healthcare system. This sim-
ply cannot happen.

We cannot ignore this issue 
or wish it away.
Sure, it may be easy to look at physi-
cians as a whole and latch onto stereo-
typical responses like, “They’re trained 
to tough it out, they can easily rise to 
the occasion and cope with the difficul-

ties,” or even more crudely, “Oh, but they make so 
much money, this is a small price to pay.” 

Wrong! What’s happening impedes the very fab-
ric of how health care is delivered and received. 
The physician/patient relationship is eroding, and 
there are numerous other downstream impacts.

Have you received health care lately? 
It’s not the same as it used to be.
The healthcare visit of today is not the healthcare 
visit of yesteryear. Patients are sharing physicians’ 
time and attention with administrative busy work 
and computer data entry. Physicians often appear 
disengaged and hurried. And the unfortunate real-
ity is, they often are. But they don’t want to be or 
mean to be. There are only so many hours in the 
day, and they have to keep up with overwhelming 
demands. Most spend 1 to 3 hours a night com-
pleting their documentation, robbing them of time 
with loved ones and depleting them of needed rest 
and the opportunity to recharge. It’s unsustainable.

How can physicians offload the 
documentation burden?
Many physicians have turned to scribes to offload 
some of the documentation burden, and this indeed 
provides a reprieve from the EHR. However, hir-
ing additional labor is a costly proposition with its 
own set of challenges. It’s well known that scribes 
have very high turnover rates, typically because 
they’re students who leave for medical school or are 
otherwise unable or unwilling to stay long-term. 
This translates to a constant cycle of recruitment, 
onboarding, and training. And because it takes 
time for scribes to adapt to individual physicians’ 
preferences and methods, they can become dis-
ruptive to workflows and productivity.

Speech recognition software can be a helpful aid 
to physicians, but it is not capable of solving this 
bigger problem. Speech recognition software has 
certainly evolved over the past 20 years in terms 
of its ability to capture physicians’ verbatim dic-
tation regardless of their communication style or 
any type of accent they may have. Speech recog-
nition software that is specifically designed for 
the medical field has become especially adept at 

understanding the terminology and shorthand of 
most every area of specialty. However, it is not a 
panacea. Physicians who use speech recognition 
software must still spend a considerable amount 
of time on documentation—they remain tethered 
to a computer, mouse, and keyboard, navigating 
through EHR screens, tabs, form fields, pick lists, 
radio buttons, and the like.

Is artificial intelligence a viable 
solution to the EHR dilemma?
Some might think it’s a fool’s errand to cure the 
downfalls of one technology with another technol-
ogy, but in the case of EHRs, AI is proving to be a 
very reliable and successful companion, especially 
when addressing physician charting. In fact, “con-
versational AI” is already able to listen to the dia-
logue that occurs between a physician and a patient, 
extract and interpret salient content, and turn that 
into a comprehensive, high-quality clinical note.

You can think of it as an advanced form of Siri 
or Alexa. Whereas these types of voice assistants 
are helpful in our everyday lives and can handle 
tasks ranging from playing music to finding recipes, 
they are predicated on responding to one very brief 
and simply-stated question or command at a time. 
Their underlying algorithms aren’t designed to lis-
ten to conversational dialogue and extract mean-
ing. However, voice assistants rooted in “conversa-
tional AI” and designed specifically for the health-
care market are already helping automate much 
of the complex clinical documentation physicians 
face in their day-to-day work routines.

The benefits are immediate. The time physicians 
spend charting is dramatically reduced and no lon-
ger does it carry over into the night. They can leave 
the office after their last appointment with every-
thing complete. Work/life balance is restored along 
with a renewed spirit for the practice of medicine.

It’s a win-win for physicians and 
patients alike.
Of course, the real winners here aren’t just phy-
sicians. Patients experience care very differently 
when they are not competing with EHRs for phy-
sicians’ attention. Patients form connected, trust-
ing relationships with physicians based on inter-
actions free of computer data entry and adminis-
trative busy work. Gone is the anxiety both parties 
feel from having no control over their circumstance. 
What’s old becomes new again.

REFERENCE
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By Justin Schweitzer, OD, FAAO

C
ataract surgery is evolving at a 
rapid pace. Given that optome-
trists are the primary eyecare 
providers for most patients, 

it is essential that they understand the 
advances in cataract surgery techniques 
and treatments. Being well informed 
enables ODs to counsel patients and 
serve as a trusted source of informa-
tion as patients prepare for cataract sur-
gery. It can also lead to better outcomes 
because ODs can share with surgeons 
their knowledge of patients’ history, 
visual needs, and expectations. 

The optometrist’s role in surgical comanage-
ment will only continue to grow. Current projec-
tions show that by 2025 in the United States there 
will be a deficit of ophthalmologists.1 However, an 
aging population will lead to increased demand 
for vision care and specifically preoperative and 
postoperative care of surgical procedures. Optom-
etrists will be called upon to close that supply and 
demand gap. 

In recent years, there have been improvements 
in dry eye care, cataract surgical technology, intra-
ocular lenses (IOL), and the prevention of post-sur-
gical pain and inflammation, all ultimately aimed 
at improving outcomes and the patient experience. 

Addressing ocular surface disease
One of the most important steps that optometrists 
can take to prepare their patients for cataract sur-
gery is to screen for and treat ocular surface dis-
ease, dry eye, and meibomian gland dysfunction 
(MGD). 

In our practice, patients complete a symptom 
questionnaire and, if warranted, point-of-care test-
ing and further dry eye workup, including ocular 
surface staining and meibography.

In a recent study of 120 cataract surgery patients, 
80 percent had at least one abnormal tear test sug-
gestive of ocular surface dysfunction, and 40 per-
cent had two abnormal results.2 Treating the signs 
and symptoms of ocular surface disease prior to 
surgery is essential to ensuring accurate IOL power 
calculations, successful refractive outcomes, and 
high patient satisfaction.

Surgical technologies 
New intraoperative tools may make surgery faster, 
easier, and/or reduce the chance of complications. 
Use of these technologies can serve as an indica-
tor that the surgeons ODs partner with are invest-
ing in cutting-edge technology for their patients. 
For example, a major innovation with femtosec-
ond laser-assisted cataract surgery (FLACS), which 
was first approved 10 years ago, was the auto-

mation of the capsulotomy, providing 
greater consistency in IOL centration, 
which can impact the final lens posi-
tion and tilt.  

Since then, other approaches to ante-
rior capsulotomy creation have been 
developed. The Zepto (Mynosys) preci-
sion pulse capsulotomy device consists 
of a nanoengineered circular nitinol 
ring with a superelastic shape memory 
alloy that enables it to enter through a 
small clear corneal incision and resume 
its circular shape once in the anterior 
chamber; a brief (4 ms) series of elec-

trical pulses is emitted from the ring, creating a 
perfectly round capsulotomy.3  

The CAPSULaser (Excel-Lens), or selective laser 
capsulotomy, utilizes a non-contact laser to deliver 
a continuous pulse of thermal energy, creating a 
circular capsulotomy in one second. Still in devel-
opment, its benefits may include efficiency and a 
more stable, stronger anterior capsule compared to 
manual capsulorrhexis and FLACS. The Aperture 
CTC (International Biomedical Devices), or contin-
uous thermal capsulotomy (CTC), is in pre-clinical 
testing and delivers thermal energy that melts the 
collagen of the anterior capsule and is capable of 
creating a 4.5 to 6.5 mm capsulotomy.4 

New intraoperative measurement and visual-
ization tools have also helped to refine cataract 
surgery. For example, intraoperative aberrometry 
(Optiwave Refractive Analysis, Alcon) gives sur-
geons more accurate information on lens power 
and placement, aids in aligning toric IOLs, and 

helps surgeons compensate for surgically induced 
astigmatism and posterior corneal curvature. In 
a U.S. study of 130 patients (260 eyes), 89 percent 
of astigmatic eyes in the intraoperative aberrom-
etry group measured 0.50 D or less from their tar-
get refraction at 1 month as compared to 77 per-
cent in the control group.5  

Making its way from retinal procedures into 
cataract surgery is 3D visualization, a technology 
that provides a “heads up” view of the eye during 
cataract surgery, without the necessity for individ-
ual microscopic viewing. This technology (NGE-
NUITY 3D, Alcon) allows the ability to observe 
the anterior chamber with an extended depth of 
field, maintains the surgeon’s posture and has the 
potential to be utilized for cataract surgery and 
minimally invasive glaucoma surgeries.6

Intraocular lenses
Significant advances are occurring in the IOL space, 
giving patients new options to reduce their depen-
dence on spectacles or contact lenses after cataract 
surgery. Setting proper expectations, proactively 
treating the ocular surface, picking the right IOL 
for the patient, and properly screening patients for 
other ocular diseases are essential for the success 
of presbyopia-correcting IOLs.

While traditional presbyopia-correcting IOLs are 
designed primarily for better distance and close 
vision, more recent lenses are designed for better 
close, distance, and intermediate vision. For exam-
ple, the recent U.S. Food & Drug Administration 
approved, AcrySof IQ PanOptix IOL (Alcon) offers 3 
focal points: near at 40 cm, intermediate at 60 cm, 
and infinity.7 PanOptix was designed with a 4.5-
mm diffractive zone, making it less dependent on 
pupil size than other presbyopia-correcting IOLs.7 

In contrast to a monovision approach with a 
monofocal IOL, or a mix-and-match approach with 
multifocal IOLs, binocular summation is not com-
promised in patients who receive PanOptix bilat-
erally. The lens comes in a toric design as well, 
allowing it to correct corneal astigmatism.  

Following the procedure, it is important to 
inform patients that they may notice glare in the 
presence of bright lights and halos, especially at 
night.7 I always tell my patients this lens is intended 
to reduce dependence on glasses, not to completely 
eliminate them, and allows good distance, inter-
mediate, and near vision. A patient survey com-
ponent of the U.S. Food & Drug Administration 
(FDA) clinical study revealed that 99 percent of 
patients who received PanOptix said they would 
choose this lens again.8 

Another innovation is provided by the extended 
range of vision IOLs, which includes the Tecnis 
Symfony (Johnson & Johnson Vision; Figure 1). 

Cataract surgery 2020 update
Find out the latest on technologies, techniques, and treatments

JUSTIN 
SCHWEITZER, OD, 
FAAO, is in group 
practice in Sioux 
Falls, SD

Figure 1.  
Tecnis Symfony IOL at the slit lamp.

See Surgery update on page 28
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This technology uses a proprietary design of 9 
echelettes that are taller than those on the mul-
tifocal IOL and are slightly angled. This pattern 
of light diffraction elongates the focus resulting 
in an increased depth of focus, thereby enhanc-
ing near and intermediate vision without compro-
mising distance vision. Using diffractive optics, it 
reduces chromatic aberration, extends the range of 
vision to approximately 1.50 D, and retains contrast 
sensitivity similar to the level of monofocal IOLs.9  

Next-generation modified monfocal IOLs is 
another category that will attempt to fill a niche 
to provide patients concerned about positive dys-
photopsias or other eye-related concerns that may 
prevent the use of a multifocal/trifocal IOL. Two 
implants, AcrySof IQ Vivity and Tecnis Eyhance, 
proved an extended range of vision, less than a 
multifocal IOL, but with the hope of less positive 
dysphotopsias and high contrast sensitivity under 
a variety of lighting conditions.  

The Light Adjustable Lens (LAL) system is a 
novel IOL technology used to correct residual 
refractive error and improve uncorrected visual 
acuity after cataract surgery. About 17 days 
post-implantation, a Light Delivery Device is used 
to adjust the implant to correct  residual refrac-
tive error, including residual astigmatism (Fig-
ure 2). Up to 3 adjustments may be made before 
1 or 2 lock-in procedures occurs to reach the ulti-
mate lens power. 

In the FDA clinical trial, 92 percent of patients 
who received the LAL achieved 20/25 or better, 
while 90 percent of those in the control group 
achieved only 20/40 or better. Additionally, 92 
percent of those who received the LAL achieved 
a result within 0.50 D of target. It is important to 
inform patients that they will need to wear UV-pro-
tecting glasses both inside and outside until the 
LAL is locked in.10  

Many IOL technologies on the horizon will con-
tinue to help improve and evolve the space. Modu-
lar IOL systems that allow placement of a base in 
the capsular bag and a removable optic will allow 
predictable outcomes from the start, along with 
the flexibility to exchange the optic at any time. 
Multiple accommodating IOL technologies and new 
extended depth-of-focus IOLs aim to decrease the 
glare and halo challenges that plague some patients 
with other IOL technologies. Finally, a new “pin-
hole” or small-aperture design placed in the non-
dominant eye allows for increased depth of focus 
to provide some near visual acuity with contin-
ued adequate distance visual acuity.  

New drug formulations
ODs know that patients face a number of challenges 
with post-cataract surgery eye drop regimens. For 
example, drop administration triggers immediate 
increases in tear volume and rapid reflex blink-
ing, substantially limiting residence time on the 
ocular surface and the ability for active drug to 
penetrate into intraocular tissues.11,12

Additionally, many drops do not even make it 
to the ocular surface because patients may apply 
them incorrectly or forget to apply them at all. The 
consequences of poor adherence to drop regimens 

range from discomfort and delayed visual recov-
ery to an increased risk of serious complications 
like infection and central macular edema. A num-
ber of newer entrants to the field of post-cataract 
anti-inflammatories have been developed to cir-

cumvent some of these obstacles.  
Compared with prior formulations of lotepred-

nol etabonate, the drug particle size in Lotemax 
SM (loteprednol etabonate ophthalmic gel 0.38%; 
Bausch + Lomb) has been reduced to 0.4 to 0.6 

Surgery update
Continued from page 27

Figure 2. The Light Delivery Device used to adjust and lock-in the Light Adjustable Lens.  Figure 3. Postoperative eye in which 
Dexycu is visible in the anterior chamber. No intervention is needed, and the patient can be monitored.  (Figures 1 and 2 courtesy Justin 
Schweitzer, OD, FAAO; Figure 3 courtesy EyePoint)
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µm, enabling faster dissolution and ocular pene-
tration.13,14 The polycarbophil gel matrix, coupled 
with the smaller particle size, allows Lotemax 
SM to cover a larger surface area and exposes it 
to more tear film. As the drug dissolves, there is 
a higher concentration in the tears, allowing more 
medication to penetrate the ocular tissues.  

New drug delivery technologies reduce the need 
for patient administration postoperatively, making 
them more convenient for patients. For example, 
Dexycu (dexamethasone intraocular suspension 
9%; EyePoint) is a sustained-release drug-delivery 
suspension indicated for the treatment of postop-
erative inflammation and administered into the 
posterior chamber behind the iris at the conclusion 
of ocular surgery.15 ODs should know that Dexycu 
can migrate and be visible as a white sphere in the 
anterior chamber (Figure 3). As the active ingre-
dient is released, the sphere becomes less notice-
able as it biodegrades and eventually disappears. 

In a Phase 3 trial among patients undergoing cat-
aract surgery, significantly more eyes treated with 
Dexycu had clearance of anterior chamber cells 
at postoperative Day 8 (66 percent vs 25 percent 
for placebo/vehicle, P<0.001).16 Dexycu was also 
compared in an open-label safety study to prednis-
olone acetate 1% (qid for 3 weeks) and was found 
to have equivalent safety, including IOP response 
and corneal endothelial cell count, and efficacy, 
to the topical comparator.17 

Dextenza (dexamethasone insert 0.4 mg; Ocular 
Therapeutix) is an intracanalicular insert consist-
ing of a polyethylene glycol (PEG)-based hydrogel 
depot that allows for sustained and tapered release 
of dexamethasone to the ocular surface for up to 
30 days.18 The insert is FDA approved for the treat-
ment of inflammation and pain following oph-
thalmic surgery. The punctum is dilated for quick 
insertion of the device, which expands rapidly as 
it interacts with the tear fluid. The insert resorbs 
over time and eventually exits through the naso-
lacrimal duct without the need for removal; it is 
impregnated with fluorescein to enable visualiza-
tion at the slit lamp, using a cobalt blue light.19 

In addition to these FDA-approved medications, 
compounded topical and intraocular formulations 
are used by some surgeons to help address the chal-
lenge of patient adherence to postoperative drops. 
Some topical compounded formulations combine a 
steroid, antibiotic, and non-steroidal anti-inflam-
matory drug (NSAID) in one bottle, which sub-
stantially increases convenience for the patient, 
and may reduce the cost significantly. The admin-
istration of intracameral antibiotic during cataract 

surgery is increasingly common, despite the lack 
of a commercially available formulation. Multiple 
studies have shown that this approach reduces the 
risk for endophthalmitis.20,21 

Conclusion
This is an exciting time in the evolution of cata-
ract surgery, with many new options that increase 
patients’ comfort and convenience and provide the 
visual quality and range of vision that patients 
desire after cataract surgery. ODs provide patients 
with a great service by preparing them adequately 
for surgery, choosing surgical referral partners 
who have adopted new technologies, and helping 
to educate patients about what to expect.
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By Gretchyn M. Bailey, NCLC, FAAO 
Editor in chief, Content channel director

L
et’s look back at 2020. Optome-
trists thought 2020 would be the 
Year of Vision, and…it wasn’t.

The Optometry Times® team 
wondered what ODs learned from 2020, 
what were their highs, and what were 
their lows.

Find out what they said.

JOSEPH P. SHOVLIN, OD, FAAO
Editorial Advisory Board member
Scranton, PA
Definitely 2020 is a year like no other. But in spite 
of the devastation in the numbers lost and financial 
hardship, we are pretty much back to full sched-
ules and doing well. Patients seem to be willing to 
come in for even routine care, not just for urgent 
or emergent visits. 

The resiliency of our staff members is a high 
point. It’s simply remarkable how willing they are 
to accommodate my needs, and most important, 
the needs of our patients. 

One of the low points is not being productive 
during the shutdown, but I probably logged more 
CE hours in 6 weeks than in the past decade.

I am somewhat amazed how patients seem to 
still be able to purchase spectacles and contact 
lenses in our area, which is often considered a 
depressed region.

MELISSA BARNETT, OD, FAAO
Editorial Advisory Board member
Sacramento, CA
This past year has been a time of reflection and 
priority setting, both personally and profession-
ally. Slowing down and savoring quality time with 
my family has been a highlight. 

I do miss the travel, conferences, lecturing, 
and seeing all of my amazing colleagues, fam-
ily, and friends. 

Hopefully 2021 will bring some sort of normalcy.

KATHY MASTROTA, OD, FAAO
Editorial Advisory Board member
New York City
2020 was not 20/20.
Views were blurred by fog.
Patient care... backlog.
IVA was late. DME did fulminate.
Vision lost.
NCT, no. PPE yes.
Disinfect, stand 6 feet, no shake to greet.

Cubbies of quarantine, disinfection, 
depression.
Naso-pharyngeal violation, patient 
isolation.
2021, more to come.
Cope. Adapt to remote.
Eyes smile above the mask.
Lessons learned. 
Bond. Flex. Vote.

CHRIS WROTEN, OD
Editorial Advisory Board member
Hammond, LA
Two words come to mind to describe 2020: loss 
and perseverance. 

Loss as in: 
– The tragic loss of life experienced by many 

of us as family, friends, and patients suc-
cumbed to COVID-19

– Loss of time with extended family and friends
– Loss of freedom to go places I’d normally go
– Loss of “normal” patient interaction
– Loss of clinical efficiency
– Loss of practice revenue
On the flip side, some distractions were lost, too, 

allowing me to focus on things that really matter, 
like spending more quality time with my wife and 
kids, whom I have come to cherish more than ever. 

Perseverance has been a front and center les-
son from 2020. Many great people throughout his-
tory have said that at any given moment things are 
never as bad as they may seem. Keeping a level 
head, focusing on what we can control (and not 
on what we can’t), seeking advice from those we 
respect, and approaching the challenge in front 
of us as the next problem to overcome eventually 
make us stronger and lead to better times. 

So many of our colleagues persevered through 
the peak of the pandemic, providing urgent and 
emergent care in the face of a threat we still don’t 
fully understand, dealing with the uncertainties of 
the risk to their own health (and subsequently that 
of their family, friends, and staff), making daily 
decisions about patient safety and practice health 
for which there was no precedent, and enduring 
interruptions to personal and practice income. 

Yet here we are, nearly 9 months later, having 
persevered thus far.

Cases are rising again in many states, but I think 
we are closer to the end of the pandemic (at least 
to the worst of it) than we are to the beginning. 

DORI CARLSON, OD
Editorial Advisory Board member
Park River, ND
I feel like 2020 has given me whiplash. We started 
out being excited about the year all optometrists 
have waited to celebrate. In our office, we put 
together a marketing plan for celebrating the year, 
and suddenly, like everyone, we were closed to all 
but urgent care. 

April 2020 was perhaps one of the most stress-
ful months of my entire career. During that time, 
however, I took the opportunity to look at each 
office expenditure. What expenses could we cut? 
What could we do more efficiently? 

We used the time to remodel our exam rooms 
in one of our offices and arranged the drawers so 
that each room was identical, making our exams 
more efficient. We tried to make something neg-
ative into something genuinely positive. 

Going forward, we have taken a hard look at all 
of our business practices. Just because we have 
always done it one way doesn’t mean it’s the cor-
rect way going forward. As a result of cutting 
expenses, we are on track to pay off some loans 
earlier than expected—our goal for 2021 is to be 
leaner and more efficient. 

I keep saying that 2020 will be an interesting 
sociology lecture 10 years from now. I wonder 
what long-term changes will occur as a result of 
the pandemic. 

What will happen to trade shows? How will 
professional education be affected? Will we con-
tinue to embrace telehealth? Will telecommuting 
continue? If so, will that help our rural commu-
nities attract those who are tired of the big city? 

I am thankful that health care is relatively resil-
ient to economic cycles. Optometry will survive. 
ODs seldom change until they are forced to do so. 
As much as people inherently hate change, it is 
sometimes exactly what we need.

On a personal note, after I finished my Masters 
this summer, including an independent research 
project, 2020 has made me learn how to relax. I 
think that has been the hardest lesson for me. This 
is the longest I haven’t traveled on a plane since 
1996. Instead, I have come to appreciate our lake 
cabin in Minnesota, particularly in the off season. 
I have read more books. I have tried new recipes. I 
have learned how to use my Crock Pot, and I even 
tried my hand at canning. 

Sometimes change is exactly what we need.

SHERRY BASS, OD, FAAO
Editorial Advisory Board member
New York City
I learned about respecting science and changing 
my behavior during this pandemic. I learned to be 
more sensitive to racial and cultural diversity and 
to improve my cultural competency with patients 
and with people I work with and know personally.

My highs include:
– Successfully adapting to virtual learning so 

that our fourth-years could graduate on time 
– Successfully delivering continuing educa-

tion lectures virtually
– Having my articles published in Optome-

try Times®

Lows include:
– The rise in COVID cases

ODs look back on 2020
ODs comment on lessons learned and highs and lows of the year

GRETCHYN M. 
BAILEY, NCLC, 
FAAO

See Reflection on page 32

“The resiliency of our staff 
members is a high point.”

– Joseph P. Shovlin, OD, FAAO



32 Reflection
 DECEMBER 2020 |  

– The violence in this country resulting from 
cases of racial discrimination and police 
brutality

– The loss of jobs and businesses as the 
result of the ongoing pandemic

JEFF ANSHEL, OD, FAAO
Editorial Advisory Board member
Encinitas, CA
I was so excited to be an optometrist working in 
2020, the year of optometry, even had my ads for 
ortho-K read, “See 20/20 in 2020.” 

Well, that didn’t last long as we had to close for a 
few months, and the patient load has yet to recover. 
I am nearing retirement age, so it is looking more 
likely every week, but I do still enjoy taking care 
of those long-term patients who return regularly.

2020—good riddance!

LEO SEMES, OD, FAAO
Editorial Advisory Board member
Ponte Verde Beach, FL
What a debacle. While we were all optimistic, 2020 
turned into a trainwreck! The pandemic became a 
wedge within our country—what a shame. 

What we should have learned is that there are 
experts whose advice should be heeded. It is a leap 
to be able to say that someone is smarter about 
this than I am. This is one of the lessons that I 
learned early in my career at University of Ala-
bama at Birmingham (UAB) from my former col-
league, Larry Alexander. 

He would say, “I’m not afraid to say that I don’t 
know something.” And Larry is one of the smart-
est people I have ever known within our profes-
sion or outside it.

MICHAEL BROWN, OD, FAAO
Editorial Advisory Board member
Huntsville, AL
I always felt we might get burned by all the hype 
and build up to 2020 being “our year.” I reminded 
people that 2015 and 2010 are, technically, better.

I’m glad that so few of us are gifted with clair-
voyance. Had we seen what was coming, we would 
have all likely curled up in the fetal position and 
looked for the nearest hole to crawl into.

Instead, optometry, and the health professions in 
general, caught a vicious left hook, square in the 
face. We hit the mat and were down for a count 
of 9. But we struggled back to our feet, lurched 
forward, bloodied and bruised, and met the chal-
lenge of the COVID-19 pandemic head on.

Watching our resilience, creativity, and ability 
to absorb a new reality and actually change some 
of our notoriously stubborn ways was encourag-
ing. That probably would have never happened 

had we not been tested so severely.
My biggest disappointment was watching basic 

public health advice and tools, such as a simple 
and effective face mask, become hyperpartisan 
pawns in a deadly game of political chess.

JAMES F. HILL, III, OD, FAAO
Editorial Advisory Board member
Charleston, SC
I guess my biggest take away so far from 2020 is how 
fragile things in our small world really are. Health, 
relationships, the economy, and perceptions were 
turned upside-down literally overnight. This has 
brought an amazing amount of stress and anxiety 
that affect everyone, yet no one equally or the same. 

Some of the biggest lows of my life in 2020 are 
the isolation of my parents from me, my sister, 
and her family. We missed Easter, Mother’s Day, 
Father’s Day and summer vacation together for 
the first time in recent memory. 

Professionally, my low vision occupational ther-
apist was first furloughed and ultimately termi-
nated due to budget concerns after being the per-
fect teammates for our visually impaired patients 
the past decade. 

Yet, I have so much to be thankful for, too. My 
parents have stayed healthy thus far, my personal 
relationships have become stronger, and my work 
family has bonded and become a better team—
albeit stress levels are still high. 

When we come out of the other side of this pan-
demic (hopefully sooner than later), we will know 
the hardships and sacrifice make us stronger and 
more connected as human beings. 

STUART RICHER, OD, FAAO
Editorial Advisory Board member
Chicago
It became apparent that many of our veterans were 
protected from COVID-19 because the same nutri-
ents we were using to prevent age- and diet-related 
degeneration in older patients (zinc, vitamin D3, 
selenium, and vitamin C) were exactly the same 
nutrients needed to boost immunity.

MARTA FABRYKOWSKI, OD, FAAO
Editorial Advisory Board member
New York City
I learned in 2020 that more regimented scheduling 
of patients (spaced apart further to prevent waiting) 
has resulted positively in more time to spend with 
patients, more conversation, and more humanity.

My high was publishing my first white paper!
My low was the hiring freeze across the hos-

pital systems.

DIANA CANTO-SIMS, OD
Editorial Advisory Board member
Chicago
COVID-19 brought a silver lining to my practice. In 
2020 I learned to streamline my processes and pro-
cedures in the office. These changes made my prac-
tice more efficient and effective. I was able to have 
more revenue with fewer patients by making tweaks. 

In addition, because people spend more time 
on the computer due to remote learning, work-
ing from home, and doing Zoom, there is more 
exposure to blue light. Our patients are now buy-
ing multiple pairs of blue blockers and computer 

glasses in addition to their everyday pair, creating 
a 20 percent increase in revenue this year.

MILTON HOM, OD, FAAO
Editorial Advisory Board member
Azusa, CA
2020 has been quite a year. Office flood, COVID-
19, riots, demonstrations, multiple wildfires, seems 
like one thing after another. 

But it has also brought out a lot of good in peo-
ple: the realization that we are all in this together. 
I am sometimes amazed at the character shown 
by my patients, family, friends, staff, and indus-
try people throughout it all.

DAVID GEFFEN, OD, FAAO
Editorial Advisory Board member
San Diego
2020 was called the Year of Vision and it turned 
out to be quite a vision, more like a nightmare! 

We started the year off with strong patient vis-
its and purchases. Then suddenly in March we 
were ordered to close down except for emergency 
care. For 2 months we had the opportunity to fix 
our houses and lament we were not in the office 
and worried about furloughed staff. 

We learned how to manage telemedicine appoint-
ments and provide some service to needy patients. 
When we were ready to reopen, the office was 
changed. We know had to limit visits, not allow 
patients to just walk in to get adjustments or pick 
up things. We ran about 70 percent of normal flow 
with less staff, and everyone is a little overworked 
to keep up with new protocols. 

However, patients remarkably have come back 
strong to our practices, and many of us are doing 
better than we could have imagined. We have 
learned that it is not necessarily the volume of 
people coming to see us but the quality of the per-
son. Patients coming in are our most loyal popu-
lation, and we are providing an exceptional expe-
rience for them to make them comfortable in this 
environment. We have had many tell us this is 
their first venture out of their homes besides the 
grocery store, and we have made them feel “OK.”

JIM OWEN, OD, FAAO
Editorial Advisory Board member
Encinitas, CA
The superlatives, cliches, and 20/20 references are 
endless and warranted. What I will remember from 
2020 is the over 500 post-LASIK patients I spoke 
with over a 9-week period during the start of quar-
antine. All were concerned, most of the concerns 
were simple, but most were increasingly anxious. 
Given time to reflect, when they were anxious is 
when I needed to be calm. I failed at that many 
times, but as the weeks dragged on I slowly learned 
how to be most effective: listen. 

BEN GADDIE, OD, FAAO
Editorial Advisory Board member
Lexington, KY
2020: Well, this was supposed to be my year in 
so many ways: 50th birthday, 20th wedding anni-
versary, 20-year cancer-free anniversary, and the 
year of 2020 for the eyecare industry. It’s been a 
tough road, to be sure.

Instead, we got COVID-19 life, no industry meet-
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“2020 has made me learn how 
to relax. I think that has been 
the hardest lesson for me.”

– Dori Carlson, OD
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ings, no celebration of the year of the eyes, and to 
top it off, I fell and broke my femur to kick off the 
shutdown of the U.S. With that, I am reassured 
with the resilience of the humans and in partic-
ular Americans, to be able to adapt and continue 
to live our lives. 

There is a some sunlight in our front door, it 
is just within grasp, and I am ever confident we 
will return to life with more vigor and grace in 
the near future. With improved access to testing 
and all the new interventions for those who do 
get sick, it is encouraging to see an exponential 
reduction in mortality from this disease. 

MARC TAUB, OD, FAAO
Editorial Advisory Board member
Memphis, TN
My personal low without a doubt was losing my 
father to cancer in April. To make it worse, I could 
not travel to say goodbye or to the funeral. 

The high occurred a few weeks prior with the 
Bar Mitzvah of my youngest son. We had to turn 
on a dime and change all of the plans we had set 
in motion and ended up streaming the service from 
our living room. My son was awesome and made 
the moment his own. I learned who supports me 
and has my back in these trying moments.

The college at which I work, Southern College of 
Optometry, met the challenge of this pandemic in 
2020. The teamwork shown every day was and con-
tinues to be outstanding. I have also been assist-
ing the Optometric Extension Program Founda-
tion in setting up lectures to continue the mission 
of education about vision therapy. It has been so 
rewarding. These organizations are both amaz-
ing and are the definitions of teamwork.

MO RAFIEETARY, OD, FAAO
Editorial Advisory Board member
Memphis
2020 was supposed to the year of “vision,” but 
destiny had other plans.

Thomas (Tom) Frieden, the past director of the 
Centers for Disease Control and Prevention and 
an internationally respected infectious disease 
expert in his testimony to the U.S. Senate in 2016 
regarding health threats and the Zika virus said, 
“Vaccines and antibiotics have made many infec-
tious diseases a thing of the past; we’ve come 
to expect that public health and modern science 
can conquer all microbes. But nature is a formi-
dable adversary…”

Once again, nature showed us that in the great 
scheme of things how little control we have to 
events that shape our lives. What still holds true is 
that our actions and reactions to disastrous events 
are controlled by us. We often forget that in dealing 
with adversities like the corona pandemic, we are 
all sailing or sinking in the same boat. We need 
to put our political philosophies and personal ide-
ologies aside for a unified solution.

Also, as justifiably the pandemic has taken most 
of our attention and preoccupations, we still need 
to be on our guard to protect ourselves our loved 
ones, our communities, our nation, and the world. 
We need not forget all other adversities sufferings 
that go on. The affliction of addiction, the dis-
tress of other natural disasters like hurricanes and 
floods inflict on people, and more come to mind.

I believe nature gives us enough to occupy us 
that as people sharing this earth, we should come 
to live in peace with one another.

PAUL CHOUS, OD, FAAO
Editorial Advisory Board member
Tacoma, WA
Professional lessons from 2020:

– Patients really value our care and miss us 
when we are less available

– Good care can be delivered to most patients 
by using sophisticated imaging modalities 
as a partial substitute for clinical examina-
tion at close quarters

– Many patients have little idea how to prop-
erly wear masks

– Even some physicians mock public health 
recommendations and advocate improba-
ble and inherently undisprovable conspir-
acy theories when receiving eye care

Personal lessons from 2020:
– I miss traveling to my favorite places and 

will never take them for granted again—if I 
ever can safely leave my home

– Even the Walt Disney Company can make me 
very sad, as it did when it permanently dis-
missed YeeHa Bob Jackson from Port Orle-
ans Riverside Resort after 23 years of pure 
joy singing and playing his piano to thou-
sands of adoring fans. Nobody had more 
fun than we did

– We live in a country that largely thinks it is 
immune from authoritarian and profoundly 
undemocratic tendencies, but it is not

– I really love my family and miss my friends

MELANIE DENTON, OD, FAAO
Editorial Advisory Board member
Salisbury, NC
2020 reignited my passion. When you are backed 
into a corner, you have to fight. This forced me to 
rise above and create new opportunities for myself 
and my practice. 

I think we will still be dealing with a lot of 
restrictions due to the public health crisis we are 
in, and rightfully so. However, I see my practice 
thriving and continuing to build upon our 2020 
pivot. Our new dry eye center is poised to explode, 
we have all the potential in the world to thrive 
with our new online presence, and I have noticed 
our patients are more appreciative of us than ever. 
They recognize our efforts to keep them safe and 
it seems they are placing a higher value on sup-
porting local. I’m pumped. Onward! 

Also, I’ll plan on calling perfect vision 20/21 
instead of 20/20…20/20 is so over. LOL

JENNY COYLE, OD, FAAO
Fullerton, CA
My highs: It was inspiring to see how quickly fac-
ulty across the country rolled with the challenges 
and almost instantly converted as much of their 

curriculum content to a virtual platform overnight. 
They have approached continuing to educate our 
students under the constraints of our new normal 
with creativity, and energy. 

Optometric educators are unsung heros in 2020! 
Their workload increased exponentially with the 
pandemic: Suddenly they had to learn technol-
ogy to record lectures, develop virtual lab exper-
iments, write up engaging case reports for clinical 
discussions, navigate clinical education in the area 
of COVID-19 safety protocols, and they are teach-
ing double the number of lab sections to allow for 
social distancing. 

My lows: We all remember that magical moment 
when we crossed the stage to be hooded and 
receive our diplomas after surviving the inten-
sity of optometry school. I am proud of how we 
provided a unique virtual graduation experience 
for our students, but I know many in the Class of 
2020 missed having that face-to-face celebration. 

Likewise, although we are all doing our best to 
facilitate student engagement and bonding in the new 
Class of 2024, first-year students across the country 
are struggling to connect as a cohort in the same 
way we all were able to as new optometry students. 

JEFFRY GERSON, OD, FAAO
Editorial Advisory Board member
Leawood, KS
For 2020, my biggest learning was the importance 
of patience and being flexible. As quickly as plans 
were made, they had to be changed and adapted 
to the current situation/climate. This was true for 
work, home, school, and everything else.

A high for 2020 has been being able to really 
help people in need of care who felt comfortable 
enough to come to the office.

A low was the day after we shut our office to 
anything but emergency care and wondering when 
work would come back to normal.

Something that I often say is “We don’t have 
a new normal, but what we are experiencing is 
today’s normal. We don’t know what will be nor-
mal tomorrow or the next day.”

BARBARA FLUDER, OD
Editorial Advisory Board member
Valdosta, GA
Highs: I am thoroughly enjoying my new job and 
was happy to be able to meet my 2020 goal of being 
able to cut back on my workload. The people I work 
with are amazing. I am happy to say my family 
and friends are safe so far. I love no longer living 
in a cold weather area! I have more time to myself.

Lows: I am devastated by the loss of people from 
this virus. My heart aches for the parents and chil-
dren of lost loved ones from COVID. I feel like an 
entire year has been lost to worry and anxiety 
instead of the wonderful blessings life has to offer. 
I am angry at a country that has failed its people 
during a time when we should have done better. 
The world should have done better.

KELLY K. NICHOLS, OD,  
PHD, FAAO
Birmingham, AL
Pardon the vision pun, but this year was also not 
the year for the phrase “hindsight is 20/20” for 2 

See Reflection on page 34

“We hit the mat and were 
down for a count of 9.”

– Michael Brown, OD, FAAO
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reasons (at least): 1) we all never saw this coming, 
and 2) who wants to look back? Warp speed ahead!

From the standpoint of academia, we learned 
together that all things are possible when you have 
a great team. The collective concern of administra-
tors, faculty, and staff alike to ensure the optome-
try students learn, see patients, and maintain con-
fidence and well-being amidst the changing land-
scape in adherence to our high educational and 
patient care standards was humbling and (I dare 
say) rewarding. Having the common goals excel-
lence in education and patient care kept everyone 
pushing forward even through the lows. That is 
what our optometry family at UABSO does—and 
we are so proud, together.

As much as we all have “Zoom fatigue,” technol-
ogy allowed us to teach and see patients in ways 
that would not have been possible just a few years 
ago. Virtual lectures and continuing education and 
access to lecturers who live “far away” in addition 
to expanding telehealth have been silver linings.

JOHN RUMPAKIS, OD, FAAO
Editorial Advisory Board member
Lake Oswego, OR
I think 2020 actually was the year of vision, just 
not the kind of (eyesight) vision we had originally 
contemplated. For me, any type of crisis or dis-
ruption is an opportunity to reset your vision for 
your future. As the saying goes, we can’t change 
the past, but we can affect the future. 

For my business in helping colleagues and indus-
try partners, the disruptions this year allowed 
me to assist others in helping them not get dis-
tracted by the day-to-day issues but to focus on 
short-, mid-, and long-term changes they needed to 
make to their businesses. For many OD colleagues 
that I worked with, the pandemic allowed them to 
re-evaluate current business practices, prioritize 
specific areas of change, and put plans in place 
to make formative changes to not only the clini-
cal aspects of their practice, but to foundational 
elements of their business itself.

ART EPSTEIN, OD, FAAO
Phoenix
2020 was easily the biggest disappointment I never 
expected. We lost family. We lost our beloved dog 
Talulah. My life was turned literally upside down, 
my routine blown to smithereens. My trust in U.S. 
medicine was upended, but I’d rather look at the 
positives, the highs, and the things I have learned. 

First, I was reminded that relationships are the 
most important things that we have. I reconnected 
with friends and family and rediscovered what 
was really important. We expanded our practice 
in the middle of the year, and when things were 
at their worst, we continued to provide emergency 
care for our community. Today, we are actually 
busier than ever. We are seeing more interesting 
and more challenging patients, and our staff has 
nearly doubled in size. Being in the office more 
has had its benefits. 

I have spent a good part of my life on the 
podium, and I love connecting with colleagues 
all over the U.S. and the world. This year I real-

ized that virtual connections can be as strong and 
even more effective educationally than in-person 
CE. I will be pushing for equivalence between 
in-person and virtual CE in 2021. 

Our new associate is just brilliant, and he fit 
right in to our family. 

Our understanding of dry eye and the ocular 
surface has grown exponentially, exploding over 
the past few months. We have several papers in 
the works, and we are actively engaged in clini-
cal research. 

JUSTIN BAZAN, OD
Editorial Advisory Board member
Brooklyn, NY
2020 felt like somebody hit the reset button. I am 
back doing full-time patient care with a very small 
but mighty team. Life is much much much sim-
pler now. Slowing down isn’t all that bad, but I 
also realized how very much I miss travelling to 
see colleagues. 

Affirming my love and passion for optometry 
was a high for sure. 

Taking a hit on income is an easy choice for low.

MARC BLOOMENSTEIN, OD, FAAO
Editorial Advisory Board member
Scottsdale, AZ
Ah, the 2020, the optometric equivalanet of per-
fect, excellent, good, ahhhhmazing, or so we have 
been led to believe! How many of us started this 
year with hopes of marketing the intersection of 
the year and Snellen acuity? I for one wrote in my 
article that I did not relish the idea of balancing 
this perception and reality, especially since 2015 is 
better (just saying). And yet, if someone said that 
2020 would actually turn out to be the Möbius strip 
of sadness and despair, you would have laughed. 

The last 11 months have been the longest decade 
of my life, both professionally and personally. 
Although I don’t know anyone personally who 
has suffered during this pandemic, I grieve for 
those who have lost loved ones. 

I have realized that as physicians it is import-
ant that we model best behaviors and be diligent 
to ensure the safety of our staff and patients. 

2020 for me is now synonymous with “resilience 
in the face of adversity, adaption, and doing what 
is right for the greater good.”

JADE COATS, OD
Editorial Advisory Board member
Rogers, AR
Although 2020 was flipped upside down, I learned 
that a lot can still be accomplished, even during 
a pandemic. 

Professionally, I have found 2020 to be my busi-
est year—I was able to continue writing articles for 
several publications and participate in numerous 
virtual advisory board meetings. Zoom meetings 
and virtual CE events have evolved to become the 
“norm” this year, and I hope they will continue to 

be an option in the future. These new platforms 
have totally transformed the way I have interacted 
with colleagues and industry in 2020. 

As a cherry on top for 2020, Arkansas (finally!) 
passed its expansion of scope bill, making it official 
for Arkansas optometrists (with training and cer-
tification) to perform SLT and YAG, certain injec-
tions (excluding IV and intraocular), remove benign 
lid lesions, and chalazion incision and curettage. 

My 2020 lows professionally include the fact 
that I have lost several patients, friends, and col-
leagues to COVID-19. We are continuously griev-
ing the deaths of people we love and that has defi-
nitely taken a toll on overall 2020 spirit. 

Personally, my highs in 2020 were that my hus-
band and I (both ODs) remodeled a bathroom (elec-
trical, plumbing, tiling, all of it!) during our 6 
weeks of being shut down. Since the housing mar-
ket was hot, we sold our home quickly and were 
able to purchase our dream home with great inter-
est rates. None of that was exactly on our 2020 
to-do list, but we tried to make the best of it.

On a low note personally, 2020 destroyed every-
one’s travel plans. I absolutely love to travel, so 
not being on an airplane in over 10 months has 
made me stir crazy. This year we were planning 
on backpacking through Czech Republic, Austria, 
Hungary, and Slovenia. We are hoping to get 
our feet on the ground when this pandemic has 
improved in a manner in which we can (safely) 
travel internationally. 

This is not exactly the kind of year we had in 
mind when we envisioned 2020—but surely it can 
only get better from here. 

I hope that 2020+1 looks slightly better than 2020!

ANDREW MORGENSTERN,  
OD, FAAO
Editorial Advisory Board member
Bethesda, MD
I learned from 2020 that no one is safe. ODs need 
to be ready and on the front lines of public health. 
Readiness is everything.

Highs: I got to co-author the American Optomet-
ric Association guidance on COVID-19 for prac-
tices, doctors, and patients after consulting with 
colleagues at the Centers for Disease Control and 
Prevention, National Institutes of Health, and other 
federal public health organizations.

Lows: Having to take calls at all hours from 
doctors of optometry all around the country at 
the initial peak of the pandemic asking how I can 
help or give advice to protect their staff/patients 
and save their businesses from going bankrupt.

KARLA ZADNIK, OD, PHD, FAAO
Columbus, OH
Highs: The arrival of my second grandson in Octo-
ber 2020; the opening of our new clinic build-
ing at Ohio State Optometry in November 2020; 
the Charles F. Prentice Award from the American 
Academy of Optometry.

Lows: Pandemic fears (ongoing); the absurdity 
of an incumbent president who will not concede 
an election he lost.

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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“COVID-19 brought a silver 
lining to my practice.”

– Diana Canto-Sims, OD
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