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By Jim Owen, OD, MBA, FAAO

Almost two decades ago, “The Cornea is 

not a Piece of Plastic” was published, and 

it outlined how Munnerlyn’s formula is the 

appropriate starting point for evaluating how 

much tissue is removed from the cornea and 

how it responds. Unfortunately, it does not 

answer the most important question, 

what is the biomechanical stability 

of the cornea.1

The challenge is the cornea is not 

plastic but visco-elastic, having prop-

erties of both a viscous and elastic 

media.

One of the worst outcomes of laser 

refractive surgery is corneal ectasia, 

and the ability to diagnose this con-

dition has changed over time. An 

ectatic cornea is often said to lack 

Learn how to start a group in 
your area from a 40-year study 
group veteran

By Jerry Jacobs, OD, FAAO

A study group provides a forum for members 

who have a common interest in sharing in-

formation on numerous topics, such as office 

management, ocular pathology, new equip-

ment and technology, networking, and more. 

As our offices change with additions like 

electronic health records, optical coherence 

tomography (OCT), Medicare Access and CHIP 

Reauthorization Act (MACRA) and Merit-

Based Incentive Payment System (MIPS), it 

Technology 
helps to diagnose 
corneal ectasia 

How a study group 
can help you

See Study group on page 20

See Corneal ectasia on page 12

F
luorescein staining comes in many 

different patterns and presentations. 

Although corneal filaments tend to 

stand out when stained with fluores-

cein, they can be missed and mistaken for 

excessive tear debris, which is common in 

ocular surface disease. 

Adherence of these mucus strands to the 

corneal basal epithelium or basement mem-

brane can be a differentiating feature of fila-

mentary keratitis that can help lead the cli-

nician down the right path in the treatment 

and management of this condition. 

Case
A 56-year-old female patient presented to 

our clinic for consultation. She was referred 

from an outside optometrist for severe dry 

eye disease. The patient presented with com-

plaints of a sandy, gritty feeling in both eyes, 

especially at night and before bed. She also 

complained of fluctuating vision, worse in 

the morning and evening. 

Her only medications were omega-3 sup-

plements. The referring provider prescribed 

fluorometholone 0.1% (FML, Allergan) three 

See Filamentary case on page 18

By Jacob R. Lang, OD, FAAO, and Laura L. Capelle, OD
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Why inflammation key 
to filamentary keratitis

Dry eye consultation leads to long-term 
mucolytic agent therapy 

FIGURE 2. 
Recurrence of corneal 

fi laments at follow-up. 

Note the uptake of fl uo-

rescein by the fi laments.

Photos courtesy Jacob Lang, OD, and 
and Laura Capelle, OD
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FIGURE 1.  Initial presentation of fi lamentary keratitis.  Note the corneal 

adhesion at the base of these long, wisp-like fi laments.
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P
art of practicing in a somewhat urban 

environment is the street traffic out-

side of one’s front door. You just never 

know who will walk in (or with what mal-

ady or concern). 

Occasionally, someone from the bank build-

ing next door will come in with a missing 

screw to a frame temple. Our office policy 

is to always do the neighborly thing and 

fix a frame if we can, even if the owner of 

said frame isn’t a patient of ours.

With that said, another policy of ours is 

not to turn anyone away because of the in-

ability to pay for care. This policy brings 

along with it the occasional homeless per-

son who wanders in looking for help. Un-

fortunately, we are all aware that the preva-

lence of disease increases as socioeconomic 

status decreases. That’s just a fact of life. 

Patient in need
So, when a homeless man came in year or 

so ago with profound glaucoma, I treated 

him as best I could with samples of prosta-

glandin analogs whenever I saw him (which 

was relatively frequently). During a casual 

conversation with a pharmaceutical rep, I 

was reminded of the fact that pharmaceu-

tical companies offer programs in which 

patients can attain medications they need 

even if they can’t pay. I was able to easily 

get this patient signed up for the com-

pany’s program. 

He has since moved, and I hope 

he gets the health care he needs 

and deserves wherever he is. With 

no forwarding address, continu-

ity of care is about as difficult as 

it can be in this case. However, the 

day I last saw him, he brought me an an-

tique wooden chair to thank me for taking 

care of him. I have no idea where the chair 

came from, but I really appreciate having 

it in the office.

It takes a village
My thought process needs to be broken every 

now and then from the mantra that all cor-

porations want to make nothing more than 

money. Most large pharmaceutical compa-

nies have patient assistant programs in place, 

and I need to do a better job of keeping this 

in mind the next time I see some-

one in need of care who cannot 

attain it. 

Those who treat homeless 

patients or patients with very 

limited resources don’t neces-

sarily have to bear the burden 

of care all by themselves.

Big pharma helps homeless patient

Our policy is not to turn anyone away 

because of the inability to pay for care

6
HEALTHY 

HABITS that 

don’t cost a 

fortune. See 

page 17.
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By Diana Canto-Sims, OD

I have heard ODs and opticians say, “Lost 

another patient to an online sale. I think I 

am going to buy $5 frames and offer glasses 

online to my patients. If you cannot beat 

them, join them!”

Even though the loss of revenue or fear 

of the loss of revenue is the reason for this 

sentiment, I want to give you five reasons 

why the grass is not always greener on the 

other side.

5 reasons to not sell frames online

1
You are already late to the party. The 

big boys (Essilor, Luxottica, Amazon, 

Warby Parker, and Zenni) have entered the 

game, and smaller practices likely have little 

chance against them. Zenni advertises com-

plete glasses starting at $6.95, so the theory 

of buying cheap frames makes it almost im-

Implementing a strategic plan 

helps create revenue for your 

practice

By Carl H. Spear, OD, MBA, FAAO

For many, the grind of a day-to-day practice 

and the responsibilities of being the doc-

tor, procurement officer, human resources 

specialist, sales trainer, staff trainer, jani-

tor, and so on leave little time for important 

things like planning and analysis.

We now look at developing a strate-

gic marketing plan. Marketing your prac-

Selling glasses 

online may not be 

answer for ODs

Why it’s important to 

have a marketing plan

See Marketing plan on page 12

See Online glasses on page 30

T
he ocular surface is the first refract-

ing surface of the eye; therefore, the 

tear film provides the basis for good 

vision. An unhealthy tear film can 

cause an almost 1.00 D fluctuation in vi-

sual acuity.1
,2

In the case of patients un-

dergoing cataract or refractive 

surgery, optometrists ensure a stable oc-

ular surface before the surgeon performs 

preoperative calculations. In my practice, I 

evaluate patients using a tear break-up test 

and vital dye staining of the cornea and 

conjunctiva, and then if necessary, sched-

ule them back for a presurgical dry eye dis-

ease (DED) examination.

My full DED evaluation includes meibo-

See Ocular surface on page 26

By Leslie E. O’Dell, OD, FAAO
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Prep ocular surface 

BEFORE SURGERY

Patient education and physician partnership 

are part of the process
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A. A 51-year-old Caucasian female presented with reduced vision because of progressive cataract. Presur-

gical ocular wellness exam included dry eye testing with dry eye questionnaire, LipiView II imaging, meibog-

raphy, lipid layer thickness and blink analysis, Infl ammaDry, and an ocular surface evaluation using vital dyes. 

She was found to have dry eye disease, predominantly evaporative, due to obstructive meiboniman gland 

dysfunction with mild infl ammation and mild hyperosmolartiy. B. Prior to surgery, she elected treatment with 

LipiFlow thermal pulsation in addition to lifetegrast (Xiidra).  

A

B

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

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.Optometry Times blogs 

Increase contact lens 
comfort by paying attention 
to the lids 
Patients present with contact lens discomfort 

for a variety of reasons. Mile Brujic, OD, FAAO, 

and David Kading, OD, FAAO, FCLSA, explain 

why proper lid hygiene may be the key to in-

creasing contact lens comfort.

OptometryTimes.com/IncreaseCLComfort

Like books and e-readers, old and new can live together in harmony
The evolution of e-reading had some once proclaiming books are dead. One OD tells how old 

and new technologies can flourish side by side like books and e-reading and how one book and 

author has influenced his life. OptometryTimes.com/OldAndNew

1

2

TOP HEADLINES Check out what your colleagues are reading.

Using warm compresses to treat meibomian gland disease
OptometryTimes.com/TreatMGDWarm

5 ways to go beyond baby shampoo for lid hygiene
OptometryTimes.com/5WaysLidHygiene 

A different approach to treating demodex blepharitis
OptometryTimes.com/DemodexTreatment 3

APP Get access to 

all the benefits Optometry 

Times offers at your finger-

tips. The Optometry Times 

app for iPad and iPhone is 

now free in the iTunes store.

TOP SOCIAL See what others are

reading on Facebook, Twitter, and Instagram.

1

2

Optic disc swelling early sign 
of cat-scratch neruoretinitis
OptometryTimes.com/CatScratch

Deconstructing the 20-20-20 
Rule for digital eye strain
OptometryTimes.com/DigitalEyeStrainRule

Know your minimally invasive 
glaucoma surgery (MIGS) options
OptometryTimes.com/KnowMIGSOptions

3
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facebook.com/OptometryTimes
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twitter.com/OptometryTimes
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O
ptometrists have long recommended 

omega-3 fatty acid supplements to 

their patients with dry eye disease. 

Results from a recent study show that while 

omega-3s offer benefits, they did not offer 

significantly better outcomes than an olive 

oil placebo.

The Dry Eye Assessment and Manage-

ment (DREAM) study1 was funded by the 

National Eye Institute, part of the National 

Institute of Health, and randomized more 

than 500 patients, following them for more 

than one year. This well-controlled trial 

calls into question current thinking that 

leads ODs to recommend omega-3 supple-

ments to their dry eye patients. 

“Every day ODs sit in the trenches, won-

dering how to deal with new treatments that 

bombard us,” says Optometry Times Editorial 

Advisory Board member Milton M. Hom, OD, 

FAAO. “For years, industry and experts have 

touted omega-3s for dry eye disease. But now, 

we have a well-designed, highly powered 

study showing the exact opposite results.” 

Dr. Hom served as a principal investigator 

for the DREAM study; his comments are his 

own and do not represent the DREAM study.

Study summary
Study subjects at 27 clinical centers were ran-

domized to the active supplementation group 

or placebo group; primary study analysis 

looked at 349 and 186 patients, respectively. 

Eligibility criteria were age 18 years or 

older, presence of ocular symptoms for at 

least 6 months, use of or desire to use ar-

tificial tears an average of twice per day, 

and an Ocular Surface Disease Index (OSDI) 

score of 25 to 80. 

Eligible patients also needed two out of 

four signs of dry eye in at least one eye: con-

junctival lissamine green staining score of 1 

or more, corneal fluorescein staining score 

of 4 or more, tear break-up time (TBUT) ≤7 

seconds, and Schirmer with anesthesia re-

sult of 1 to 7 mm in 5 minutes. 

Study subjects took five soft-gelatin cap-

sules per day. Capsules in the active group 

contained omega-3s with 400 mg EPA and 

200 mg DHA; capsules in the placebo group 

contained 100 mg refined olive oil (68 per-

cent oleic acid, 13 percent palmitic acid, 11 

percent linoleic acid). Both capsules also 

contained 3 mg vitamin E. 

Patients in the study were permitted to 

continue their current dry eye regimens. 

Says Penny Asbell, MD, FACS, MBA, study 

chair for the trial: “One of the good things 

about DREAM is that there is a lot of con-

sistency. Every symptom group improved, 

so there was no difference between them. 

There were slight improvements in three or 

four of the signs groups, but there was no 

significant difference among those groups.”

Dr. Asbell is professor of ophthalmology, 

director of cornea and refractive services, 

and director of the department of ophthal-

mology cornea fellowship program at Icahn 

School of Medicine at Mount Sinai Medical 

Center in New York City.

Another strength of the study is that it’s 

a real-world study, says Dr. Asbell.

“We took patients who were symptom-

atic despite whatever treatments they might 

be doing, and they were allowed to con-

tinue those treatments,” she says. “It was 

typical of the kinds of patients I see and 

other clinicians see in the office every day. 

We didn’t say you couldn’t do this or you 

couldn’t do that.”

Olive oil effect
Olive oil’s positive effects surprised DREAM 

researchers and others in the industry.

“I think we were not expecting olive oil 

to have such a robust effect because pa-

tients improved enough in that group that 

the differences were not statistically signif-

icant,” says Optometry Times Editorial Ad-

visory Board member Scott G. Hauswirth, 

OD, FAAO, who served as a clinician at a 

Minnesota study site. “We did learn from 

this study that the healthy fats/constitu-

ents of olive oil (oleic acid, linoleic acid, 

palmitic acid) also seem to have benefits in 

dry eye, and a healthy diet can and should 

be considered as a baseline to help those 

suffering from dry eye.”

Zac Denning, product science special-

ist at ScienceBased Health, points out that 

other omega-3s studied in dry eye, such as 

gamma-linolenic acid (GLA), were not in-

cluded in the study. 

“Olive oil turned out to be a surprise 

performer,” he says. “Because both oils im-

proved dry eye signs and symptoms over 

the course of the trial, DREAM ended up es-

sentially comparing two treatments, which 

it wasn’t designed to assess. Olive oil was 

clearly not a suitable placebo, and the lack 

of clear difference vs. the active treatment 

has caused confusion.”

According to Dr. Asbell, olive oil is used 

as a placebo in omega-3 trials for other dis-

eases, such as cardiovascular disease and 

rheumatoid arthritis. 

“As best we could determine, olive oil is 

not considered a significant effect on dry 

eye disease,” she says.

Subjects in the active study group re-

ceived about 1 teaspoon of olive oil per day, 

which is less than the amount associated 

with the Mediterranean diet.

DREAM investigators took blood samples 

from study subjects at baseline, 6 months, 

and 12 months. In examining red blood 

cells, researchers found that omega-3 com-

ponents EPA and DHA increased signif-

icantly, according to Dr. Asbell; EPA in-

creased about five times over baseline and 

the placebo group.

“When you look at the components of 

olive oil, such as oleic acid, which is about 

68 percent of olive oil, both groups started 

the same with about the average amount 

Omega-3s no better than placebo for dry eye
Olive oil placebo shows similar outcomes to treatment in new study

See Omega-3s and dry eye on page 8

‘We need to look for things that 

are useful, but we need to look 

for those that have evidence to 

show that they’re useful and 

worth doing.’ —Penny Asbell, MD, FACS, MBA
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E
very patient has different needs. No matter 

who walks into my office, I try to get 

a complete picture of each patient’s 

circumstances and help him or her discover the 

best possible solution. My partner and I opened 

our boutique practice because we wanted to 

establish more personal relationships with our 

patients. After 15 years in business, we attribute 

our growth and success to this core value: we 

truly care about the patients we serve. My 

primary goal is to ensure that all of our patients 

are fully satisfied with their experience in wearing 

contact lenses. 

I take on this responsibility with every single 

patient, every single day. I ask each patient, 

“What can I do to make your contact lens 

wearing experience better?” No matter how 

long I’ve seen my patients, I talk to them at each 

exam about innovative technology and options 

that could benefit their vision needs. It doesn’t 

necessarily mean that we change their lenses each 

year, but we always have that conversation. 

Helping patients overcome inertia

I frequently see patients who are my peers—

people in their late 30s and 40s. In most cases, 

they started wearing biweekly or monthly 

replacement lenses before daily disposable lenses 

were an option. Many factors impact their vision 

needs. Their eyes may have become dryer due 

to hormonal changes, or due to a decrease in 

blink rate when looking at digital devices. And 

of course, there are the changes that come with 

presbyopia. Their circumstances have changed, 

but their lenses have not. Unfortunately, when 

people have done something the same way for 

more than 20 years, they tend to take the attitude 

that if it’s not broken, why fix it? 

When these patients try on Bausch + Lomb      

Biotrue® ONEday lenses, they realize what 

a difference the lenses can make. The high-

definition optics offer patients crisp, clear vision 

throughout the day, and the dehydration barrier 

maintains 98% of the moisture in the lens for 

up to 16 hours. And it’s not just the optics and 

the comfort that appeal to people. They enjoy 

the convenience that comes with less-frequent 

cleaning. They appreciate the fact that every day 

they get that fresh, new lens experience. 

And many of my patients enjoy the ease of 

handling with the Biotrue ONEday® contact 

lenses. 

The daily grind takes many forms

Recently I saw an attorney in her late 30s who, 

like many of my patients, works on a computer 

all day. She came into my office expecting to 

continue with her monthly frequent replacement 

lenses. All she wanted was to get her annual 

checkup over with and get back to work. When 

I asked if she was experiencing any discomfort 

with her lenses, she mentioned that her lenses 

tended to become less comfortable in the second 

half of each month of wear. After talking a bit 

more, I could see that she was struggling more 

than she realized, and she was too busy to think 

about changing her routine. I mentioned the 

benefits of Biotrue® ONEday lenses and asked 

her if she’d like to try them for 2 weeks. She 

accepted, and to her surprise and delight, she 

loved the lenses. She realized that discomfort, 

dryness, and limited wearing time did not have 

to be the norm. A better experience with contact 

lenses was possible. 

Compare that to the story of a patient in an 

entirely different situation—a 40-year-old woman 

who works with animals at a theme park here in 

Orlando. She spends her days outside in the heat, 

coming into contact with dirt and the dander of 

animals on a daily basis. When she first came to 

see me, it was apparent that switching to daily 

disposable lenses would help reduce the irritation 

in her eyes. However, she was reluctant to try the 

lenses because of environmental concerns. She 

didn’t want to contribute to the waste that daily 

disposable lenses can produce. 

I was happy to tell her about Bausch + Lomb’s      

ONE by ONE recycling program. In collaboration 

with TerraCycle, the program offers contact lens 

wearers the opportunity to recycle the blister 

packs and foils from their lenses, as well as the 

lenses themselves. The program is free to 

Bausch + Lomb contact lens wearers, and it 

requires minimal effort. All my patients have to 

do is collect their lenses and packaging in a small 

box, then ship the prepaid box to TerraCycle. 

Once my patient learned about the ONE by ONE 

recycling program, she was eager to give 

Biotrue® ONEday lenses a try. She has been 

wearing daily disposable lenses (and recycling 

them) for more than a year now, and she couldn’t 

be happier with the comfort they provide. 

Recycling reaches across generations

My young patients have also embraced the 

ONE by ONE recycling program. I provide 

eye care to many kids and teens who are 

conscientious about recycling their daily 

disposable lens waste. They realize that their 

actions have an impact on the environment, and 

they want to do their part to make a difference. 

Participating in the ONE by ONE recycling 

program can contribute to their sense of 

independence, maturity, and responsibility. 

Since I work with patients of all ages, each with 

different circumstances and unique needs, 

it’s important to individualize each person’s 

treatment. It helps that Bausch + Lomb offers a 

full line of Biotrue® ONEday lenses for single-

vision spherical, multifocal, and toric wearers. 

Having a product family that can meet the vision 

needs of a wide variety of patients makes it easy 

to recommend Bausch + Lomb lenses and has 

made these lenses our first choice for all types of 

refractive corrections. 

I firmly believe that offering innovative options 

is a win for patients and practices. A simple 

conversation only takes a few moments, and it 

can often open patients up to possibilities that 

they have not considered. Any time I introduce 

someone to a product that meets his or her needs, 

I build loyalty and trust. When I recommend a 

lens from Bausch + Lomb’s Biotrue® ONEday 

family, I can be confident that I’m helping my 

patients move toward a satisfying experience.  

S P O N S O R E D  BY  B A U S C H  +  LO M B

®/™ are trademarks of Bausch & Lomb Incorporated or its affiliates. 
Any other brand/product names and/or logos are trademarks of the respective owners. 
Content © 2018 Bausch & Lomb Incorporated. BOD.0073.USA.18  

Once my patient learned 

about the ONE by ONE 

recycling program, 

she was eager to give 

Biotrue® ONEday lenses 

a try.” 

By Kerry Giedd, OD, MS, FAAO
Optometric Physician/Clinical Researcher
Eola Eyes, Orlando, FL

Individualized Eye Care: 

The Benefits of Starting the Dialogue
From career to environmental concerns, each patient’s needs are unique
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By Dori Carlson, OD, FAAO

A
t the start of every new year, 

I think about my goals and 

resolutions for the upcoming 

year. I have done this for many 

years and have even included my 

children in this endeavor—despite 

their lack of enthusiasm. 

I thought most people thought 

about goals in January until I ran 

across a website called Statistic 

Brain. According to this site, only 

41 percent of the more than 1,500 

people surveyed in January 2017 

made a New Year’s resolution, most com-

monly related to weight, relationships, and 

finances.1 While these goals are admirable, 

only 8 to 9 percent of the people who make 

resolutions attain success at keeping them.2

This needs to change.

A story that should be true
I had always heard the process of writing 

down one’s goals made the odds of attaining 

them more likely, but I never really knew 

where that idea came from until I read about 

a 1979 study in which researchers asked 

Harvard—or was it Yale?—students if they 

had specific written goals for the 

future. Some 3 percent had written 

goals. Thirteen percent had goals 

but had not written them down, and 

84 percent had no specific goals. 

Ten years later, as the story goes, 

researchers checked in with those 

same students. The 13 percent who 

had goals were making twice as 

much money as the 84 percent with-

out goals. And the 3 percent who 

had written down their goals were 

earning 10 times the amount of 

the other 97 percent of the class combined.

That sounds like a great story, but in fact 

it’s been debunked as an urban myth. One 

business consultant has been quoted as say-

ing, “If it’s not true, it should be.”3

SMART goals
When making goals, the key to success is 

using the SMART method: Specific, Measur-

able, Attainable, Realistic and Time specific. 

I can’t stress this enough. So many people 

have goals such as “I’m going to be a bet-

ter person;” “I’m going to get in shape;” or 

“I’m going to exercise seven days a week.” 

For example, rather than saying, “I’m going 

to get in shape” you would say, “I’m going 

lose weight.” To make this goal measurable, 

you would specify the exact amount your 

goal might be—but make sure it’s attainable. 

If you want to lose a large amount of weight, 

don’t make a goal of losing 50 pounds in the 

first month. It’s just not realistic. 

Next, add a time frame and details on 

how to attain the goal. “I’m going to lose 

12 pounds in the first quarter of the year 

by making smart eating choices and going 

to the gym four days a week.” This is a spe-

cific, measurable, attainable, realistic and 

time-specific (SMART) goal. 

Remember to be kind to yourself. You 

will have temporary failures, but don’t make 

them the excuse to give up. 

Identifying goals
Every January, my husband and I write down 

goals related to finances, the office, and per-

sonal growth, then place them somewhere 

to be discovered later in the year. I usually 

Setting goals for success
Writing down goals and using SMART goals ups chances of keeping them

DORI CARLSON, 
OD, FAAO, 
is in private practice 

in Park River, ND

See Setting goals on page 11

found in the U.S. population,” Dr. Asbell 

says. “Neither group changed over the one 

year. I would think that if the olive oil com-

ponents impacted systemically, we ought 

to see a change in those fatty acids in the 

red blood cells over the year.”

How results affect ODs
More data from the DREAM study will be 

forthcoming, says Dr. Asbell, including sec-

ondary endpoints not discussed in the main 

results. Additional exploratory endpoints 

include point-of-care testing such as MMP-

9, tear osmolarity, and ocular surface im-

aging of non-invasive TBUT.

In the meantime, ODs must decide for them-

selves to continue recommending omega-3 

supplements to their dry eye patients. 

“This study completely changes every-

thing,” says Dr. Hom. “Prescribing omega-

3s was automatic for me, now I hesitate.”

Eating a Mediterranean diet may help, 

says Optometry Times Editorial Advisory 

Board member Stuart Richer, OD, PhD, FAAO. 

“There was improvement in patient symp-

toms, as well as conjunctival and corneal 

staining and TBUT from baseline, mean-

ing omega-3s and other healthy fats such as 

olive oil are helpful in treating dry eye,” Dr. 

Hauswirth says. “It underscores the value 

of implementing a healthy diet in patients 

with dry eye.”

Dr. Asbell suggests that clinicians look 

to other treatments for dry eye and ocu-

lar surface disease, such as new products 

coming to market soon. Another area to ex-

plore is meibomian gland dysfunction and 

its impact on the ocular surface. 

“One of the clinical takeaways I would 

suggest is the money spent on omega-3s 

might be better spent on other dry eye 

treatments,” she says. “We need to look 

for things that are useful, but we need to 

look for those that have evidence to show 

that they’re useful and worth doing.”

Dr. Hom says that the change in clinical 

thinking about dry eye has yet to come.

“Until now, the preponderance of stud-

ies2 has shown omega-3s to be efficacious 

for dry eye,” he says. “This study stands 

alone on an island. History will decide the 

DREAM study’s place in our understand-

ing and treatment of dry eye: alone on an 

island or significant turning point.”
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Omega-3s and dry eye
Continued from page 6
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DO YOUR DRY EYE 
PATIENTS WEAR CONTACTS?

For patients who wear contact lenses, 
screening for Dry Eye Disease is considered optimal1

Based on a survey of 730 contact lens wearers (n=730)

Dry eyes are one of the most common reasons 
patients discontinue wearing contact lenses1

OF CONTACT LENS WEARERS WERE 
DISSATISFIED OR DISCONTINUED USE
BECAUSE OF DRY EYE SYMPTOMS2

73%

References:
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concentration tested, without metabolic activation.  
Impairment of fertility: .KƂVGITCUV�CFOKPKUVGTGF�CV� 
KPVTCXGPQWU�
+8��FQUGU�QH�WR�VQ����OI�MI�FC[� 

�����HQNF�VJG�JWOCP�RNCUOC�GZRQUWTG�CV�VJG� 
TGEQOOGPFGF�JWOCP�QRJVJCNOKE�FQUG�
4*1&��QH� 
NKƂVGITCUV�QRJVJCNOKE�UQNWVKQP������JCF�PQ�GHHGEV�QP� 
fertility and reproductive performance in male and  
female treated rats. 
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tuck the goals in with our tax receipts because sometime in the next year 

I’m going to open that folder and my goals will be there for me to assess. 

For instance, over the years we have had financial goals related to the 

office or paying off debt. My husband is an avid skier and loves cross 

country ski marathons, so he has written down times he would like to 

place for one of his races. On the other hand, I finally have given up 

on my goal of “Run a 10K race” because I was honest with myself and 

have admitted I really hate running. 

Two years ago, we made a goal to move one of our offices into a larger 

space. One year ago, it became a reality. Of course, we make goals each 

and every year in the office for marketing and financial reasons. We 

have managed to increase our presence on Facebook as a result.

Defining success
Often when we think of attaining goals, we think of success. Success 

means different things to different people. It’s a difficult word to define, 

much less figure out if you have attained it or not. 

It could be the accomplishment of one’s goals or something in which 

you achieved honors. It could be the attainment of wealth or position. 

It could be having a successful business, but then you’d have to define 

what a successful business looks like to you. It could be as simple as hav-

ing that creative idea that worked out exactly as you planned. Success! 

I love reading business and self-improvement books. John C. Max-

well’s book How Successful People Think discusses how we are what 

we create and believe and to change the way you think can change 

your life. Moreover, Simon Sinek, a motivational speaker and market-

ing consultant, reminds us in his book Start With Why that if we know 

why we do something or believe in something, others will follow and 

be inspired—ultimately leading to success. 

Goal achieved, now what?
What happens in that first month or two you after you attained the suc-

cess of keeping your goal? 

First, stop and celebrate! Then, debrief. What was good about it? Why 

did it work? What would you change going forward? How could you 

have made it even better? Debriefing about any initiative makes you sit 

back and evaluate. 

Don’t forget to pay attention to the people around you. Share your 

goals and success with your family and close friends or anyone who 

can provide you the encouragement you need to continue. 

Next, and most importantly, set a new goal or continue to improve 

upon the current goal and write it down.

As I mentioned before, my goals are written down and tucked away 

in a safe place to find later in the year. I had to peek at them while writ-

ing this piece because I forgot one of them; however, it turns out I’ve 

been working on it so subliminally I must have remembered. Did you 

write yours down? It’s not too late.

REFERENCES

1. Statistic Brain. New Year’s Resolution Statistics. Available at: https://www.statisticbrain.

com/new-years-resolution-statistics/. Accessed 4/21/18.

2. Diamond D. Just 8% of People Achieve Their New Year’s Resolutions. Here’s How They 

Do It. Forbes. Available at: https://www.forbes.com/sites/dandiamond/2013/01/01/just-

8-of-people-achieve-their-new-years-resolutions-heres-how-they-did-it/#5f9dc97e596b. 

Accessed 4/21/18.

3. Tabak L. If Your Goal Is Success, Don’t Consult These Gurus. Fast Company. Available 

at: https://www.fastcompany.com/27953/if-your-goal-success-dont-consult-these-gurus. 

Accessed 4/21/18.

Universal

Smart Phone

Adaptor for

Slit Lamp

Imaging

Digital Photography

Solutions
for Slit Lamp

Imaging

Phone : +1-925-553-7828

email: info@ttimedical.com

www.ttimedical.com

TTI Medical
Transamerican Technologies International

Made in USA

Sample Images

Universal 

Digital SLR 

Camera 

Adaptor

Setting goals
Continued from page 8

Dr. Carlson is a 1989 graduate of Pacific University College of Optometry. She 

completed a residency in hospital-based rehabilitative optometry at the American Lake 

and Seattle VA. Dr. Carlson and her husband opened their practice in 1990. She served 

as the first female president of the North Dakota Optometric in 1998 and became 

the American Optometric Association’s first female president in 2011. Dr. Carlson is a 

member of the American Academy of Optometry and enjoys outdoor activities with her 

husband and two sons.

 dori.carlson@gmail.com

mailto:info@ttimedical.com
http://www.ttimedical.com
mailto:dori.carlson@gmail.com
https://www.statisticbrain.com/new-years-resolution-statistics/
https://www.forbes.com/sites/dandiamond/2013/01/01/just-8-of-people-achieve-their-new-years-resolutions-heres-how-they-did-it/#5f9dc97e596b
https://www.fastcompany.com/27953/if-your-goal-success-dont-consult-these-gurus.


MAY 2018 | 12

Focus On REFRACTIVE SURGERY

stiffness, but stiffness is not a biome-

chanical property. An ectatic cornea is 

a combination of bending, shear, tensile, 

and compressive properties of a material 

along with the geometry of that material. 

In 2018, eyecare practitioners’ diagnostic 

abilities have improved from early plac-

ido disc topography and manual pachym-

etry to corneal tomography that allows 

us to examine the structure 

of the cornea. 

The cornea does not have 

linear elastic properties and 

is best described as hyper-

elastic. In this bend-but-don’t-

break model, the corneal col-

lagen fibers remain loose dur-

ing the initial stress—like an 

uncoiling spring—but tighten 

after significant stress.3,4

We have learned not all 

corneal collagen fibers have 

the same biomechanical prop-

erties. The peripheral 

cornea is stiffer than 

the central cornea and 

circumferentially running 

fibers because of a circular 

ligament of fibers.5

Using tomography
Tomography provides data about 

the relationship of the curvature along 

with the thickness throughout the cor-

nea. From this, we have learned the im-

portance of the cornea’s back curvature, 

thickness progression, and thinnest and 

steepest areas.5

Software such as the Belin/Ambrosio 

Enhanced Ectasia Display (BAD) on the 

Oculus Pentacam has been developed 

to evaluate data from tomography and 

to provide a more analytical approach.

This software analyzes anterior 

and posterior elevations, pachy-

metric progression, and a cor-

nea-thickness special profile to 

come up with a big “D.” The big “D” is a 

compilation of nine separate parameters 

and their standard deviation from a nor-

mal population. These parameters include 

keratometic values, corneal thickness, and 

progression index. In a study comparing 

46 keratoconic eyes to 214 normal eyes, 

researchers found a 99 percent sensitiv-

ity for keratoconus when the big “D” was 

greater than 2.0 standard devia-

tions from normal.5

ODs believe the measurements we cur-

rently evaluate—corneal thickness, cor-

neal elevation, back surface elevation—

are effects of a change or altered biome-

chanical structure. In an effort to identify 

subclinical keratoconus, it is important 

to measure the biomechanical properties 

of the cornea. 

Corneal crosslinking is a procedure that 

improves the strength of the cornea, but 

the only outcome measure we currently 

use is the lack of progression of corneal 

steepening—the proxy for biomechani-

cal strength.

Corneal hysteresis digs deeper  
Corneal hysteresis is a measurement of 

the visco-elastic properties of the cornea. 

It can be described as the energy loss of a 

visco-elastic material between the load-

ing and unload-

ing in a stress-

stain analysis. 

T he  t h e o r y 

behind hysteresis 

makes it seem use-

ful for laser vision cor-

rection. Rather than mea-

sure the shape and thick-

ness of the cornea, hysteresis is the mea-

surement of the actual ability to respond 

to stress in a valuable data point. 

Ocular Response Analyzer (Reichert, 

Inc.) uses bidirectional noncontact ap-

planation pneumotonometry to measure 

hysteresis. This device has shown to be 

valuable in the diagnosis and monitoring 

of glaucoma patients. Hysteresis of the 

cornea can provide a corneal compen-

sated intraocular pressure (IOP), which 

has been proven to be less influence by 

corneal properties and a better predictor 

of visual field loss.6,7 

There is a statistically signifi-

cant positive correlation among 

each of corneal hysteresis (CH) 

and corneal resistance factor (CRF) 

Technology helps to diagnose corneal ectasia
Continued from page 1
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In my 20 years of practicing optometry, I have come across various types of 
patients with a multitude of visual and lifestyle needs - busy professionals, 
frequent travelers, new mothers, doctors and nurses with unpredictable 
work schedules, and even those who live in low-humidity environments like 
right here in Conifer, Colorado (elev. 8,200 feet). It is only by listening to 
our patients and understanding their needs that we can recommend the 
contact lens option that will give them the best contact lens experience.

When patients express dissatisfaction with their contact lens-wearing 
experience, it may stem from their sleeping habits. Around 30% of contact 
lens-wearing patients admit that they sleep in their lenses,1 with a whopping 
64% of these patients doing so for at least a week at a time in lenses not 
approved for this use.2,3 In addition, many patients may not have been 
offered contact lenses approved to meet their needs.

These patients share one common need—a flexible lens-wearing experience 
which will allow them to wake up with comfortable, clear, immediate vision to 
perform their best. The one contact lens that immediately springs to my mind for 
these patients is AIR OPTIX® NIGHT & DAY® AQUA contact lenses from Alcon. 

In addition to the proprietary SmartShield® Surface Technology, which is 
featured in the entire AIR OPTIX® family,4 I like that AIR OPTIX® NIGHT & 
DAY® AQUA contact lenses are made of a material (lotrafilcon A) which 
has the highest oxygen transmissibility in the market,5* and an established 
safety profile.6 

AIR OPTIX® NIGHT & DAY® AQUA contact lenses are the first to be 
introduced with these features and are designed to provide comfort for 
up to 30 nights of continuous wear. They are the #1 practitioner-
recommended contact lens for people who sleep in their lenses,7 and 
ideal for people who lead busy lives. I also prescribe these to my 
patients who not only sleep in their lenses but also face lens 
dehydration and discomfort from living in our low-humidity 
environment, knowing that lenses from the AIR OPTIX® family  
maintain lens surface wettability and provide comfort throughout the 
wearing period.4

I am confident in recommending AIR OPTIX® NIGHT & DAY® AQUA contact 
lenses for extended periods and encourage you to give them a try. The 
benefits are quick and easy to communicate, and you can rest assured that 
they will give your patients the flexible lens-wearing experience they need 
to see, look and feel their best.

 

Important information for AIR OPTIX® NIGHT & DAY® AQUA (lotrafilcon A) contact lenses: Indicated for vision correction for daily wear (worn 
only while awake) or extended wear (worn while awake and asleep) for up to 30 nights. Relevant Warnings: A corneal ulcer may develop rapidly and cause eye 
pain, redness or blurry vision as it progresses. If left untreated, a scar, and in rare cases loss of vision, may result. The risk of serious problems is greater for extended wear vs. daily wear 
and smoking increases this risk. A one-year post-market study found 0.18% (18 out of 10,000) of wearers developed a severe corneal infection, with 0.04% (4 out of 10,000) of wearers experiencing a 
permanent reduction in vision by two or more rows of letters on an eye chart. Relevant Precautions: Not everyone can wear for 30 nights. Approximately 80% of wearers can wear the lenses for extended wear. About 
two-thirds of wearers achieve the full 30 nights continuous wear. Side Effects: In clinical trials, approximately 3-5% of wearers experience at least one episode of infiltrative keratitis, a localized inflammation of the cornea which may be accompanied 
by mild to severe pain and may require the use of antibiotic eye drops for up to one week. Other less serious side effects were conjunctivitis, lid irritation or lens discomfort including dryness, mild burning or stinging. Contraindications: Contact lenses 
should not be worn if you have: eye infection or inflammation (redness and/ or swelling); eye disease, injury or dryness that interferes with contact lens wear; systemic disease that may be affected by or impact lens wear; certain allergic conditions 
or using certain medications (ex. some eye medications). Additional Information: Lenses should be replaced every month. If removed before then, lenses should be cleaned and disinfected before wearing again. Always follow the eye care 
professional’s recommended lens wear, care and replacement schedule. Consult package insert for complete information, available without charge by calling (800) 241-5999 or go to myalcon.com.

References   1. In a survey of 2,115 daily and extended wear contact lens patients. Alcon data on file, 2012.  2. In a survey of 284 daily and extended wear contact lens patients. Alcon data on file, 2012.  3. Alcon data on file, 2012.  4. Eiden 
SB, et al. Prospective study of lotrafilcon B lenses comparing 2 versus 4 weeks of wear for objective and subjective measures of health, comfort, and vision. Eye & Contact Lens. 2013; 39:290-294.  5. Based on published manufacturer-provided Dk 
and thickness values in: Tyler’s Quarterly Soft Contact Lens Parameter Guide, June 2016.  6. Schein O, McNally J, Katz J, Chalmers R, et al. The incidence of microbial keratitis among wearers of a 30-day silicone hydrogel extended-wear contact lens. 
Ophthalmology. 2005;112:2172-2179.  7. In a survey of 301 optometrists in the US; Alcon data on file, 2016.
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and the central corneal thickness, but the 

correlation is less for CH (CH, r=0.4655; 

CRF, r=0.5760). Hysteresis is statistically 

significantly lower in keratoconic eyes as 

compared to normal eyes.8,9

Corvis ST (Oculus, Inc.) is a device 

used to measure the biomechanical prop-

erties of the cornea, but it is not yet ap-

proved for use in the U.S. by the Food 

and Drug Administration (FDA). Corvis 

ST uses an air puff to deform the cornea, 

and a high-speed camera (a Scheimpflug 

camera) captures the deformation and 

resulting deflecting. 

IOP is a confounding factor in deter-

mining corneal biomechanics because 

as IOP increases, it creates wall of ten-

sion, causing the cornea to appear to be 

stiffer. It is important to create norma-

tive data for all of the parameters as a 

function of age and IOP. 

The Vincinguerra Screening Report is 

the result of a multicenter study of 705 

healthy patients to establish normative 

values for Corvis ST.10 This study evalu-

ated many biomechanical properties in-

cluding deformation amplitude, maxi-

mum corneal inward velocity, maximum 

corneal outward velocity, and maximum 

deformation area. 

From the Vincinguerra Screening Re-

port, the Corvis Biomechanical Index 

(CBI) was developed. The CBI is based 

on a linear regression analysis that has 

been shown to be both sensitive (94.3 

percent) and specific (97.5 percent) in 

detecting clinical keratoconus.11 

Tomographic/Biomechanical 
Index assists 
Having biomechanical normative data 

and thresholds to identify keratoconus is 

valuable when screening patients for laser 

vision correction, but how do these pa-

rameters interact with our existing knowl-

edge of corneal curvature and thickness, 

and are we increasing the sensitivity and, 

we hope, making laser vision correction 

a safer procedure? 

A software program, Tomographic/Bio-

mechanical Index (TBI) that uses Scheimp-

flug-based corneal tomographic informa-

tion from Pentacam HR and biomechani-

cal analysis from Corvis ST exams, was 

developed to address those questions. The 

TBI cut-off value of 0.79 provided 100 

percent sensitivity for detecting clinical 

ectasia (keratoconus and VAE-E groups) 

with 100 percent specificity.12 

The TBI was sensitive for detecting 

subclinical (fruste) ectasia among eyes 

with normal topography in very asym-

metric patients. This information becomes 

valuable to ODs in identifying patients 

at risk and properly communicating that 

risk to patients considering laser vision 

correction. 

In an unpublished retrospective analy-

sis conducted at TLC Toronto, researchers 

evaluated 1056 patient records. The BAD 

was used to evaluate if a patient would be 

a candidate for Laser eye surgery (LASIK), 

photorefractive keratectomy (PRK), or no 

surgery by a trained experience clinician. 

That decision was compared to a deci-

sion that included TBI data. 

In the vast majority of patients, the 

addition of the TBI data did not change 

the decision on what (Lasik or PRK) or if 

any procedure should be performed. In 

13.2 percent of the cases, patients who 

had abnormal BAD but normal TBI were 

asked to change their current procedure. 

Finally, 3.4 percent of cases with normal 

BAD but abnormal TBI were converted 

from LASIK to PRK, or from PRK to no 

surgery. 

Future bright
In 2018, the outcomes from the excimer 

laser are more precise than ever.13 The 

ability for surgeons to make a flap with 

a femtosecond laser has reduced many 

complications that existed with the 

microkeratome.14 

Nevertheless, operating on a poor can-

didate can result in a poor outcome de-

spite technology. As the ability to identify 

biomechanically stable corneas contin-

ues to improve, it should result in a safer, 

more efficacious procedure.
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Previous work has suggested that 

higher mean blood glucose levels 

in people both with and with-

out diabetes is associated with 

increased risk of dementia. Other 

reports show that glucose vari-

ability also increases the risk of 

cognitive dysfunction in patients 

with established diabetes.2,3 

Cognitive function
This new analysis uses multiple 

metrics of cognitive function and 

an extended follow-up period. 

The study showed a progressive, linear 

decline in cognition with each incremen-

tal increase in average HbA1c over the 

10-year study. 

This same “mean A1c” approach (re-

ferred to as “A1c years”) was recently 

associated with a significantly higher 

risk of diabetic retinopathy (DR) and its 

progression.4

Acute and chronic hypoglycemia is also 

strongly associated with increased risk of 

Alzheimer’s and non-Alzheimer’s demen-

tia.5 It appears that relatively subtle but 

chronic hyperglycemia and hypoglycemia 

both significantly increase the chances 

of developing mild cognitive impairment 

(MCI); a 50 percent increased risk of MCI 

was shown for mean glucose <85 mg/dl 

and >113 mg/dl, suggesting that a narrow 

range of mean glucose minimizes the risk 

of cognitive decline with advancing age.6

For ODs, it is noteworthy that there is 

evidence of a link between diabetic reti-

nopathy (DR) and cognitive impairment, 

but patients with minimal DR demon-

strated more cognitive impairment than 

those with advanced DR. This suggests 

that mechanisms other than microvascu-

lar insult may be responsible for diabetes-

associated cognitive decline.7-9

A recent analysis showed that DR was 

not significantly related to de-

mentia in type 1 diabetes. This 

may be a direct consequence of 

the mechanistic differences be-

tween type 1 and type 2 diabetes.10

Previous work has shown that 

brain insulin resistance is a com-

mon feature of Alzheimer’s dis-

ease (AD). Type 2 diabetes is 

primarily a disorder of worsen-

ing peripheral insulin resistance 

that may ultimately affect cen-

tral nervous system insulin sen-

sitivity, leading some scientists 

to dub AD as “type 3 diabetes.”11

New technologies in the works
Several technologies are emerging as po-

tential biomarkers of both dementia and 

diabetes, as well as their progression. 

These technologies include thinning of 

the neural retina on optical coherence 

tomography (OCT), as well as reduced 

macular capillary density and blood flow 

using OCT angiography.12-15

Dietary protocol promising
A protocol to reduce the progression of 

early Alzheimer’s-type dementia showed 

high success over a two-year period in 

a small study at UCLA Medical Center.16

This program included reduced intake 

of refined carbohydrates, elimination of 

gluten/processed foods, fasting at least 

12 hours between dinner and breakfast, 

increased intake of omega-3 fatty acids, 

melatonin along with vitamins D and B12, 

regular physical activity, adequate sleep 

(seven to eight hours), and stress reduc-

tion via daily yoga and meditation.
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Alzheimer’s disease and dementia impacted by diabetes
Cognitive function in diabetes may be affected by glycemic control

A new study shows that mean blood sugar levels as re-

flected by glycosylated hemoglobin (HbA1c) were strongly 

associated with cognitive decline and dementia. This was 

assessed by multiple validated cognitive assessments over 

a 10-year period and after controlling for other risk fac-

tors like age, body mass index (BMI), and blood pressure.1 
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Focus On GLAUCOMA

Relative to dry eye and age-

related macular degeneration, 

we have little glaucoma risk or 

actuality information to offer 

our patients when they come 

to us with questions.

Nutrition and glaucoma
A recent study examining a pos-

sible relationship between nu-

trition and glaucoma was pub-

lished in JAMA Ophthalmology. 

Investigators of this study ex-

amined data from 3,865 people 

who participated in the National 

Health and Nutrition Examination Survey 

(NHANES) 2005-2008 database. Those 

included were age 40 or older and par-

ticipated in the dietary intake and vi-

sion health questionnaire of this cross-

sectional study.1

Study inclusion was predicated upon 

the availability of laboratory test results, 

frequency-doubling technology (FDT) vi-

sual field loss detection tests, and optic 

disc photographs.

The study aimed to examine daily di-

etary polyunsaturated fatty acid (PUFA) 

intake to determine its potential rela-

tionship to the prevalence of glaucoma 

in study participants. Results showed 

participants who took in higher daily 

quantities of eicosapentaenoic acid (EPA) 

and docosahexaenoic acid (DHA) 

were determined to have a lower 

likelihood of having glaucoma.

EPA and DHA are omega-3 

fatty acids commonly found in 

supplements commercially avail-

able to our patients. Participants 

who took in higher quantities of 

“total” PUFAs were determined 

to have a higher likelihood of a 

glaucoma diagnosis. Research-

ers postulate that this finding 

may be due to the relative ra-

tios of omega-6 and omega-3 

fatty acid intake.

Increased omega-6 intake has been 

related to promotion of inflammation, 

especially in the arena of cardiovascu-

lar disease. Researchers also postulate 

that this finding may be due to the pres-

ence of confounding comorbidities among 

study participants.

More studies needed
Increased intraocular pressure (IOP) is 

a common risk factor for the develop-

ment and progression of glaucoma, and 

IOP is modifiable.

If a risk factor for glaucoma related 

to dietary intake could be elicited, cli-

nicians would have another modifiable 

risk factor to work with besides IOP. 

Age, family history, and race are not 

modifiable. Nutritional intake can be 

augmented, and good nutrition can aug-

ment one’s health.

As for this particular study, the in-

vestigators state that other longitudinal 

studies need to be undertaken in order 

to repeat and verify such a relationship. 

It would be premature to recommend 

omega-3 fatty acid supplements for all 

of our glaucoma patients. 

What’s coming
In general, as glaucoma will likely be-

come more prevalent as the U.S. popu-

lation ages, be on the lookout for more 

and larger studies examining modifi-

able risk factors for glaucoma besides 

increased IOP. 

With advances in science occurring at 

a rapid pace, there will likely be some-

thing we can do to take better care of 

our glaucoma patients besides lowering 

their IOP in the not-so-distant future. 

However, for now, there is no therapy 

which should come before this.2,3

As for my patients, I plan to continue—

for now—what I hope is a commonsen-

sical approach to answering their ques-

tions regarding glaucoma, diet, and nu-

trition.
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Diet change may affect glaucoma risk
Those who had higher EPA, DHA intake had lower likelihood of disease

Most ODs who treat glaucoma have been asked a version 

of this question: “Is there anything I can add or eliminate 

from my diet to prevent glaucoma from occurring or to 

help slow down progression?” When such a question is 

posed to me, my response is typically: “Never start smok-

ing, get some exercise, eat your vegetables, and don’t treat 

your body like a garbage can.”
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NUTRITION Focus On

Here are six healthy habits 

that will not break the bank.

HABIT

1

 Movement 
and breathing 
Andrew Weil, MD, 

and others have 

taught us the health 

we enjoy today and for the rest 

of our lives begins with our 

next breath.2 Breathing—all 

but ignored by western prac-

titioners—is crucial to emo-

tional and physical health. 

It allows our bodies to heal and sustain 

homeostasis in our frantic world.

One in 12 early deaths can be pre-

vented with 30 minutes of physical ac-

tivity, five days a week. According to the 

world’s largest study of physical activity, 

150 minutes of activity per week reduces 

the risk of early death by 28 percent and 

rates of heart disease by 20 percent.3

HABIT

2

Sleep 
Sleep quality is the foundation of 

a myriad of health disturbances. 

It is the basis for alertness, good 

mood, high-quality performance, 

and preventing the deterioration of exist-

ing physical and mental disorders.

As optometrists, we are aware of the 

association of obstructive sleep apnea 

and eye diseases. Setting a consistent 

sleep time and pre-sleep relaxation ritual 

is important not only for our patients, 

but ourselves.

HABIT

3

Sunlight
Neurosurgeon Jack Kruse, MD, 

has synthesized a body of eso-

teric biomodulation science. He 

suggests that the most important 

health habit modern Homo sapiens can 

achieve is to expose their eyes and bodies 

to nonvisible solar wavelengths 

in the near ultraviolet and near 

infrared spectrum. At the same 

time, Dr. Kruse argues for limiting 

late-day exposure to nonnative 

blue light and filtering blue light 

from cell phones and computers.

The benefits of limiting late-

day exposure include activation 

of depressed mitochondria, which 

is related to obesity and 90 per-

cent of all chronic disease, and 

reprograming our central retinal 

pathway mediated neuroendo-

crine system.4

HABIT

4

Fasting 
Fasting is an ancient religious 

practice. When accomplished 

correctly and safely, it can re-

sult in weight loss, reverse type 

2 diabetes, improve cognition, prevent 

cancer, prevent heart disease, and even 

slow aging.5

HABIT

5

Hydration 
Most ODs have encountered pa-

tients who do not eat plant food. 

These patients tend to develop 

a myriad of health challenges 

with age. I advise these patients to re-

move high-fructose corn syrup and arti-

ficial sweetener hydration and substitute 

healthful hydration.

Eight ounces of low-sodium vegetable 

juice, such as V8 Vegetable Juice, sup-

plies the equivalent of two vegetable serv-

ings and a plethora of nutrients such as 

magnesium, potassium, polyphenols, lu-

tein, and B carotene. This product may 

reduce the risk of high blood pressure 

and stroke. Note that because of high 

K+ in vegetable juice, patients with se-

vere kidney disease and/or high serum 

K+ should consult their doctors.6

HABIT

6

 Show gratitude, rest, 
and help others
Regardless of one’s religious be-

liefs, the act of giving thanks 

for our blessings, taking weekly 

rest, and helping others has been shown 

to enhance health.7 Gratitude, like tak-

ing a walk in the sunlight, increases do-

pamine, our pleasure neurotransmitter.

Scientific research increasingly shows 

that the reason Homo sapiens conquered 

our planet was because of our ability to 

nurture people other than ourselves. In 

fact, altruism likely has a genetic basis.8
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6 healthy habits that don’t cost a fortune
Ancient health practices continue to assist ODs in treating their patients’ disease

At this point in my life, I can now appreciate that the 

best ancient and rediscovered health practices do not cost 

money—much like the age-old adage, “The best things in 

life are free.” However, one must be aware that it is dif-

ficult to change a behavior, often taking at least 21 days 

of concerted effort.1
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Society. He is associate editor of Journal of the American 

College of Nutrition and associate professor of family and 
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times per day into her right eye; how-

ever, she reported no improvement 

in symptoms after using this medi-

cation for 10 days. Her medical his-

tory was unremarkable.

Entering visual acuity was 20/40 

OD and 20/20 OS with a recent spec-

tacle correction. Entrance tests and 

intraocular pressure (IOP) were nor-

mal, as was her dilated fundus exam. 

Anterior segment exam revealed 

mild meibomian gland disease (MGD) 

in both eyes, a minimal tear menis-

cus in both eyes, and 2+ injection in 

both eyes. A significant amount of 

superficial punctate keratitis in both 

eyes (3+ and 2+, OD and OS, respec-

tively) was also noted. In addition, 

several small filaments were seen 

attached to the inferior cornea OD. 

After suspicion of an underlying 

systemic etiology, a rheumatology 

consult and a Sjögren’s lab panel was 

ordered in coordination with the pa-

tient’s primary-care physician. This patient’s 

tentative diagnosis of Sjögren’s syndrome 

and secondary dry eye was confirmed by 

rheumatology. The patient began systemic 

therapies, including oral pilocarpine (Sala-

gen, Eisai) and hydroxychloroquine (Plaque-

nil, Sanofi-Aventis). 

The patient was diagnosed with severe 

dry eye disease and filamentary keratitis. 

Initial treatment included removal of the 

filaments, aggressive lubrication, and pred-

nisolone acetate 1% (Pred Forte, Allergan) 

steroid drops six times daily OU. 

Once the anti-inflammatory med-

ications were on board and there 

was noted stabilization of matrix 

metalloproteinase-9 (MMP9) levels 

with InflammaDry (Quidel) test-

ing, we opted to perform complete 

punctal occlusion to maximize tear 

volume on the ocular surface.

As our patient’s condition im-

proved with initial therapy, she 

was changed to Lotemax (lotepred-

nol etabonate, Bausch + Lomb) to 

minimize the side effect profile and 

Xiidra (lifitegrast, Shire) for long-

term anti-inflammatory therapy. 

Unfortunately, filaments recurred 

after several months of treatment. 

Consequently, filaments were again 

removed at their base, and 10% N-

acetylcysteine (Mucomyst, Cum-

berland Pharma) was added three 

times daily.1 The patient continues 

to improve on this therapy.

Discussion
Filamentary keratitis is an unusual, atypical, 

and frankly confounding pathological mani-

festation. It can be associated with several 

ocular conditions and has systemic impli-

cations and associations, including Sjögren 

syndrome, psoriasis, atopic dermatitis, and 

cranial nerve palsies.4

Histologically, filaments are comprised of 

an epithelial cell core, surrounded by mu-

cins and an array of various inflammatory 

cells and mediators.2,9

There is debate about the exact patho-

physiology of filament formation. One theory 

points to changes in the mucus-to-aqueous 

ratio of the tear film leading to increased 

mucus production, thereby altering the po-

larity of the epithelial surface and adher-

ence of strands to the epithelium.4

A different hypothesis points to mechanical 

damage to the corneal epithelium secondary 

to ocular surface or systemic diseases. The 

combination of friction and an irregular sur-

face provides attachment sites for filaments. 

The breakdown of the intact basal epithe-

lium and persistent mucus plaque further 

prevents healing and re-epithelialization.4

Corneal filaments stain well with rose 

bengal and lissamine green, and these dyes 

may help the clinician better locate and treat 

mild, early, or subtle filaments.2

The filaments can, and should be removed 

at the slit lamp with forceps; however, re-

currence is common.2 If the base of the fila-

ment is not completely removed, recurrence 

is highly likely.6 

Patients with corneal filaments experi-

ence long-term relief and resolution only 

by identifying and treating the underlying 

inflammation and insult to the ocular sur-

face and corneal epithelium.

Ongoing therapies for these patients include 

on- and off-label usage of anti-inflammatory 

topical drugs such as corticosteroids, Xiidra, 

or Restasis (cyclosporin, Allergan).6 More ob-

stinate cases may require atypical therapies 

such as autologous serum, N-acetylcysteine 

drops, or amniotic membrane.5-7 Other thera-

pies include bandage contact lenses, includ-

ing scleral contact lenses.3

Mucomyst or N-acetylcysteine is a muco-

lytic agent designed to help patients with 

Treating inflammation tackles filamentary keratitis
Continued from page 1

FIGURE 3. 
Recurrence of 

corneal fi laments at 

follow-up. Note the 

uptake of fl uoresce-

in by the fi laments.
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TAKE-HOME MESSAGE When treating 

filamentary keratitis, control the inflamma-

tion with short-term and long-term therapies. 

Include integrated care with rheumatology 

and primary care to treat the whole patient, 

not just the ocular manifestations. After 

inflammation stabilizes, provide an adequate 

environment for the corneal epithelium to 

heal and restructure by maximizing tear film 

volume and reducing frictional forces and 

external stressors.
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respiratory problems and excessive mucus 

production. Conversely, a 2013 Cochrane re-

view in cystic fibrosis found no benefit of 

this therapy.8 An unusual use of this medi-

cation is in the treatment of paracetamol 

(acetaminophen) overdose by enhancing 

the metabolism of acetaminophen by the 

liver.1 Interestingly, it is also being studied 

for its psychiatric effects in conditions such 

as autism, Alzheimer’s disease, and trau-

matic brain injury.

Conclusion
When treating a patient with filamentary 

keratitis, control the inflammation completely 

with both short-term and long-term thera-

pies. Include integrated care with other spe-

cialties such as rheumatology and primary 

care help to treat the whole patient, not just 

the ocular manifestations. 

After the inflammation stabilizes, provide 

an adequate environment for the corneal epi-

thelium to heal and restructure. This includes 

maximizing tear film volume and reduc-

ing frictional forces and external stressors. 

Additional treatment options are advancing 

technologies such as amniotic membranes 

and prosthetic environments (such as scleral 

lenses). Therapeutic alternatives like autolo-

gous serum and mucolytic agents are also 

useful tools in these chronic and sometimes 

recalcitrant cases.
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provides topics for group discussion on how to 

implement them into the office. This discussion 

is generally not available at local, state and 

national meetings where you listen 

to lectures and perhaps take notes.  

I belong to a study group in the Dal-

las area that has been meeting monthly 

for more than 40 years. Topics such 

as those mentioned above along with 

hundreds more have been discussed 

at our meetings throughout the years. 

We have 16 active members and six 

reserve members who like to attend 

when a member has a conflict. While 

some members have retired, at least 

half of the members have been in the 

group more than 30 years. 

Members make or break it
Having the right members is the most impor-

tant factor in forming a group. Keep these 

points in mind when putting a group together.

– Ensure members are knowledgeable and 

willing to share information.

– Members should be compatible and enjoy 

the time spent with each other. Although we’ve 

had differing opinions in our 40 years, we 

have not had an argument between members.

– Recruit members who take the time to 

prep before they lead discussion on a topic 

at a meeting. 

– Members should be dedicated to attend-

ing unless they have a conflict. If you have 

the right members and interesting meetings, 

then members will want to attend and regret 

when they are not able to make the meeting. 

If members routinely miss meetings without 

a conflict, they should be replaced.

– Members need to be willing to share in-

formation about their office procedures that 

may be helpful to their peers even if they are 

located near one another.

– The size of the group can vary from five 

to 18 members. In a rural area or small town, 

potential members may be limited. However, 

more than 18 members may make discussion 

more difficult.

– The group can consist of both optome-

trists and ophthalmologists. (Our group has 

13 optometrists and three ophthalmologists.)

Meeting structure
Our group meets monthly, and meetings can 

occur as often as the group chooses. Some 

groups meet quarterly or less if mem-

bers are not located in the same area. 

In lieu of our December meeting, we 

have a holiday party at a restaurant 

that includes members’ significant 

others.

Our groups’ topics have changed 

significantly over the years. When 

we began the study group, optome-

trists were not able to use therapeutic 

pharmaceutical agents, so discussions 

focused on contact lenses and prac-

tice management. The meetings have 

evolved—just as the courses taught 

at all optometric meetings have—and reflect 

the more complex and detailed subject mat-

ter, especially in areas of diagnosis and treat-

ment of ocular disease.

Meeting length is usually two hours—our 

meetings are nonstop. At a typical meeting for 

our group, two or three members will present 

PowerPoint discussion on topics such as inter-

esting cases, lecture notes, a journal article, 

or a topic on which the member has special 

knowledge or has researched. Other members 

may ask questions or have comments dur-

ing this 20- to 30-minute presentation. Often, 

speakers distribute a handout on the topic on 

which they are speaking. 

The leader conducts the meetings, allowing 

time for members to share their thoughts or 

information while keeping the meeting mov-

ing at a comfortable pace. The leader as well 

as other members prepare brief topics for dis-

cussion, such as who has tried this new con-

tact lens or new medication and what are the 

results, to ensure a full agenda for the meet-

ing. Other discussion topics have ranged from 

scleral contact lenses, amniotic membranes, 

to employee annual bonuses. On some occa-

sions, a member has asked the leader before 

the meeting begins if he could have the group’s 

opinion on a subject or share an interesting 

case for discussion. 

The meetings may be held wherever the 

group agrees; most study group meetings are 

held at an office or home. If the group is lo-

cated in a large metropolitan area, it is best 

to have the meetings at a central location. 

Our meetings include dinner, allowing mem-

bers to visit and eat for an hour. The dinner 

is often provided by a vendor who is given 

20 minutes at the beginning of the meeting 

to update the group about its products and/

or services. Sometimes the vendor chooses to 

host the group at a local upscale restaurant if 

a special guest speaker is invited to address 

the group. If no vendor sponsors dinner, then 

the group splits the cost of the meal.

Additionally, a few times a year we ask a 

specialist to speak to the group. Past speak-

ers have included retina, glaucoma, and ocu-

loplastic specialists. For example, the dean of 

University of Houston College of Optometry 

recently gave a talk on research in myopia 

causes and prevention. Because these presen-

tations take place in the relaxed setting of a 

study group, the atmosphere allows for more 

open discussion and questions than a typi-

cal lecture.

Leadership drives the action
Having an effective leader is an important 

element of a study group so that there is a 

robust agenda and organization to the meet-

ing. Failure to do so will likely result in a loss 

of interest and low attendance. A group can 

change leadership every year or two, or, if the 

current leadership is working well, the lead-

ership can be kept indefinitely. 

Besides the leader, other positions may be 

needed. For instance, we have a member who 

acts as the secretary and keeps notes of the 

discussion at the meeting. These notes are 

summarized and prepared in a newsletter that 

is emailed to members and reserve members 

before the next meeting. The newsletter can 

contain other information related to the group 

such as who missed the meeting, past and up-

coming guest speakers, and next meeting date. 

How a study group can help you
Continued from page 1

See Study group on page 22

TAKE-HOME MESSAGE Besides learning 

from each other, a study group inspires members 

to keep up with the rapid pace of change that our 

profession experiences. In working day-to-day, 

it is difficult to be aware of what changes we 

need to make, but group discussion and sharing 

knowledge helps in making those adjustments.

JERRY JACOBS, 
OD, FAAO, 
is in private practice 

in Dallas

Having the right members is the most 

important factor in forming a group

http://optometrytimes.modernmedicine.com/
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We also have a treasurer who tracks our small 

dues that go toward the cost of beverages and 

miscellaneous small expenses.

Closing thoughts 
The group should be careful about discussing 

their specific fees to avoid antitrust violation.

A group can negotiate prices with vendors 

that may be better discounts than what indi-

vidual members are currently receiving from 

a buying group. Although our group has not 

spent significant time exploring this, we have 

received better discounts than some of our 

buying groups.

Besides learning from each other, the group 

inspires members to keep up with the rapid 

pace of change that our profession experiences. 

In working day to day, it is difficult to stay 

abreast of what changes we need to make, 

but group discussion and sharing knowledge 

helps in making those adjustments. 

Members of our group  often say that they 

look forward to each meeting and that there 

would be large void without the group. In my 

opinion, if you form a study group in your 

community, you will have the same result.

Study group
Continued from page 20

Dr. Jacobs has served as chair of the North Texas Study Group for 

more than 40 years. He is a past recipient of the Texas Optometrist 

of the Year Award and the Texas William Pittman Distinguished 

Service Award. Dr. Jacobs welcomes emails about developing or 

conducting study groups.  jj02@airmail.net

SOUTH WINDSOR, CT—Coburn Technologies introduces 

two new products: SK-850A Visual Field Ana-

lyzer and SK-650A Retinal Camera.

Coburn’s SK-850A Visual Field Analyzer is 

an automatic pure optical projection perim-

eter designed with full compliance with the 

Goldman standard. All features of SK-850A are 

designed according to international standard, 

and provide a quantitative evaluation of the 

retina macula function. The device comes in 

two different models, standard and expert, 

with the expert designed with enhanced fea-

tures for more advanced testing.

Key features of the SK-850A include:
– Auto gaze tracking. Three-dimensional 

fixation monitoring with infrared light track-

ing of the pupil on the X, Y, and Z planes

– Ease of use. Easy to read printed report, 

without requiring any additional training or 

explanation

– Auto-calibration. Automatic calibration 

and brightness measurement immediately when 

the machine is powered on

Coburn’s SK-650A Retinal Camera is a non-

mydriatic retinal camera and is DICOM com-

patible. Built to easily transition from eye sur-

face to fundus examination, SK-650A proves 

to be a comprehensive tool for ophthalmol-

ogy, physical examination and eye screening.

Key features of the SK-650A include:
– Auto mosaic function. Built with a 9-point 

fixation system allowing for auto mosaic pho-

tography over a large retinal area

– Optical red-free. Red-free visual testing 

for obvious comparison of nerve fiber layers 

to help diagnose glaucoma

– Superior picture quality. New optical 

design guarantees full 45° image capture to 

avoid losing fundus information, while pro-

ducing premier quality imaging

Wayne Labrecque, vice president of sales 

for Coburn Technologies says: “Many of our 

customers have voiced interest in more afford-

able and high-quality retinal cameras and vi-

sual field analyzing equipment. We saw an 

opportunity, and we are excited to expand our 

product offering to better help our current and 

new customers.”

Both products are FDA approved and avail-

able now.

Coburn unveils new field analyzer, retinal camera

IN BRIEF

TAYE created 3.4M 
eye exams in 2017
ALEXANDRAIA, VA—Think About Your Eyes, a na-

tional public awareness campaign about the 

importance of scheduling an annual eye exam 

with an optometrist, generated 3.4 million 

eye exams in 2017, according to data from 

The Vision Council.

The campaign’s success was measured using 

the marketing mix model, a methodology used 

by consumer brands to quantify effects of 

marketing activities on sales and revenue. 

This method uses a statistical analysis of 

all factors contributing to the creation of eye 

exams, including 

– Population growth

– Marketing efforts

– Vision care insurance coverage

– Health of the economy

This methodology isolates marketing ef-

fects from other base drivers to determine 

the impact the campaign’s specific market-

ing efforts had on the rate of eye exams, ac-

cording to The Vision Council.

”Think About Your Eyes’ 2017 results dem-

onstrate that this initiative, with its new cre-

ative, taps into the collective instinct that it 

is so important to take care of our eyes,” 

says Steven Loomis, OD, chairman of Think 

About Your Eyes. 

“We couldn’t be more excited to build on this 

momentum and motivate even more Ameri-

cans to go to their eye doctors and take care 

of their eye health and vision,” he says.

In July 2017, Think About Your Eyes launched 

a new creative campaign, “Seeing is a Gift.” 

The campaign celebrates the gift of sight and 

focuses on inspirational messaging around ev-

erything vision allows people to experience. 

Recent research conducted on this new mes-

saging found that seven in 10 respondents said 

they were likely or very likely to schedule an 

annual eye exam after viewing the ads, ac-

cording to The Vision Council. The ads are 

expected to reach 95 percent of the targeted 

audience throughout 2018.

The increase in exams and shortening of 

the exam cycle resulted in $752 million in 

additional industry revenue, says The Vision 

Council. This represents exam fees and add-

on purchases, such as frames, contact lenses 

and other accessories.

IN BRIEF

Having an effective leader is an important 

element of a study group so there is a robust 

agenda and organization to the meeting

http://optometrytimes.modernmedicine.com/
mailto:jj02@airmail.net
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T
he many changes that online 

optical retailing and now online 

“eye exams” create for optom-

etry practices can cause ODs to 

worry about their futures. Will the 

improvement in technology make us 

obsolete? How do we combat these 

changes and stay relevant in this 

ever-changing market?

Convenience and price
To answer this, we must first look 

at why patients want to buy glasses and 

contact lenses online. There are many rea-

sons, but two of the most common are con-

venience and price. 

As private practitioners, ODs may or may 

not be able to compete on price, but I don’t 

know that we want to try. In our offices, we 

refuse to provide cheap products and ma-

terials. We want our patients to have the 

best—just like we want for ourselves, our 

families, and our staff. 

ODs are able to offer convenient ordering 

to compete against onlinesales. For exam-

ple, the patient is already in your office—

if we make the purchase process enjoyable 

and easy, then it is just as convenient for 

the patient to buy from us as to buy online 

a few days later. 

Often patients cite cost as a barrier to 

purchase, but many times patients have 

vision care plans that contribute to their 

purchases. Yet they still go online to buy. 

I believe it is ODs’ processes and pre-

sentations that hinder patients from buy-

ing from us. ODs and staff do not educate 

patients on the differences between what 

we sell and what is sold online.

Customer service 
important
We have established that ODs are 

able to compete on convenience 

and sometimes price, but we pre-

vail—as compared to online re-

tailers—with customer service and 

relationships with our patients. 

ODs must cultivate these rela-

tionships and improve customer 

service. Developing these areas of 

the practice will create the distinc-

tion ODs need to survive in this market, 

and staff is key to success.  

We are able to create distinction within 

our offices so patients do not want to go on-

line to get an “eye exam” or purchase glasses 

and contact lenses. We create distinction 

by being different, and this is achieved by 

creating an experience that shows patients 

how we are different. 

Many times patients do not know the dif-

ference between an online “eye exam” and 

the comprehensive examinations ODs per-

form. This disconnect occurs because ODs 

rarely explain to them what we do or why 

and what critical information these tests 

provide. Many patients also do not know the 

difference in the frames and lenses available 

in the optical vs. the pair purchased online. 

Patients have problems, and ODs offer 

solutions. However, frequently ODs simply 

fail to educate patients on how we can pro-

vide these solutions.

A service example
While pondering this problem of creating 

distinction, I visited my hometown of Tus-

cumbia, AL, and toured the office of good 

friend Barry Basden, OD. He has an amaz-

ing operation of five offices in northwest 

Alabama. In his offices, team members stay 

with the patient throughout the examina-

tion from check-in to check-out. 

I was amazed at how efficient and pro-

ductive his staff was in guiding the patient 

through the exam and office. I went back to 

our offices and realized this was what we 

were missing. No online retailer can com-

pete with global customer service. 

This model provides patients with an ad-

vocate in the office—when they rip a con-

tact lens or break their glasses, they have 

someone to call. Patients also have a per-

sonal shopper, someone who knows their 

vision and health concerns and can uti-

lize the doctor’s recommendations to solve 

these problems.

Consider this from a patient’s point of 

view. Who wouldn’t want such an advo-

cate at her doctor’s office?

Taking the idea back
The idea was great, and I saw how it worked 

in Dr. Basden’s offices. However, I was not 

so sure it would work in ours. After discuss-

ing the challenges with my office managers, 

we decided to give it a try. Once we were 

committed to implementing this process, 

we came up with a plan.

One of the most important—if not the 

How staff can help 

differentiate your practice 
Technology can’t provide outstanding customer service like your team

KATIE GILBERT 
SPEAR, OD, MPH,
is in private practice 

in Pensacola, FL

TAKE-HOME MESSAGE ODs can 

compete with online retailers on convenience 

and sometimes price, but good customer 

service and relationships with patients make 

the difference. ODs need to cultivate these 

relationships and improve customer service. 

Developing these areas of the practice will cre-

ate the distinction ODs need to survive in this 

market, and staff is key to success.  

Our relationships with patients and the 

customer service we provide can never be 

replaced with online technology

See Staff differentiation on page 24
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most important—aspect of this system is 

educating and training your team. You can-

not educate your patients without an edu-

cated team. Your team needs to know why 

they perform certain tests on patients and 

what information this gives the doctor. As 

they are performing the tests, they should 

communicate this to the patient. 

Your staff needs to know which questions 

are important to ask in order to elicit com-

plaints that could help the doctor when pre-

scribing multiple pairs of glasses and lenses. 

Along with this is understanding strategies 

for products in your office. Once staff take 

a history and identify a patient’s concerns, 

they are able to start recommendations. 

For example, in our office we have a con-

tact lens flowchart based on a patient’s needs 

and prescription. My team is trained on this 

flowchart, and once they uncover a patient’s 

complaint or identify how the patient wants 

to wear contact lenses, they can easily start 

educating the patient on what is new with 

contact lenses and what solves are avail-

able. Once they relay this information to 

me, I can prescribe the best contact lenses 

to solve the patient’s problem.

Making it work
To train your team correctly, you need a 

well-developed plan. Our team’s education 

and training took a few months, which can 

seem like a long to time to someone who is 

impatient like me. However, this part was 

very critical to the process, so it was worth 

the wait.

We began by having an after-hours meeting 

to review why we were making the change 

and what processes we needed. We laid out 

the plan to the team and discussed chal-

lenges and answered any questions. 

Over the next few weeks, we cross-trained 

one team member at a time to another po-

sition. For example, if a team member was 

a technician, we cross-trained him in the 

optical. When a technician or optical team 

member was not busy, she shadowed some-

one in another area of the office. This con-

tinued for several months. 

We also conducted a few in-depth train-

ing sessions at night and even closed the 

office for an afternoon to train. I know what 

you are thinking: “If I close my office, I will 

lose money.” Consider it an investment; the 

amount you lose that afternoon will be re-

paid multiple times over once this process 

is implemented.

Patients come first
Overall, it took a few months to fully imple-

ment the entire process. We have had some 

challenges, but the gains far outweigh the 

challenges. 

I knew this change was the best thing 

we had done when I received call from a 

long-time patient. 

She called just to tell me she loved what we 

were doing. When I asked what she meant, 

she said she could not say what was dif-

ferent, but she knew something was better 

than it was before. 

As for our sales, our capture rate has in-

creased steadily since implementing this 

process. Our sales of premium lenses and 

other products have increased, too.

However, the best part is knowing the 

change we are making in our patients’ lives. 

Doctors and staff in our offices know why 

patients should purchase from us. We are 

our patients’ advocates. We sell them ex-

actly what they need, and when there is a 

problem we will fix it. With this process, 

patients know this as well.

Our industry is changing, and technology 

is not going away—in fact, it will continue to 

increase and improve. Technology is great, 

and optometrists must utilize it in our prac-

tices to create a better patient experience. 

However, the relationships ODs and staff 

have with patients and the customer ser-

vice we provide can never be replaced with 

online technology.

Staff differentiation
Continued from page 23

Dr. Gilbert Spear obtained her Masters in public health from 

the University of Alabama at Birmingham School of Public 

Health and her Doctorate of Optometry from UAB School of 

Optometry. She is a member of the American Optometric 

Association, the Florida Optometric Association, and the 

American Public Health Association. Dr. Gilbert Spear was 

recently appointed to the Florida Board of Optometry, and she 

will earn her Juris Doctor with a specialization in health law and 

compliance in December 2018. 

 kjgilbert77@gmail.com

FORT WORTH, TX—Alcon introduces its new Air 

Optix Colors Gemstone Collection of color 

contact lenses, with three new colors—am-

ethyst, true sapphire and turquoise—to en-

hance any eye color. 

Now offering a total of 12 colors, Air 

Optix Colors lenses appeal to a wide range 

of patients and offer incremental revenue 

potential for practices. According to the com-

pany, approximately one in two consumers 

are interested in color contact lenses, and 

greater than 50 percent would wear them 

in addition to their current contact lenses.

In related news, Alcon is launching a two-

count pack for all Air Optix Colors, allow-

ing eyecare professionals to introduce more 

patients to color contact lenses whether or 

not those patients require visual correction. 

This smaller size pack gives patients a 

more flexible option to play with eye color 

for part-time wear and to try multiple col-

ors, according to the company.

To support eyecare practices in rolling 

out the new Air Optix Colors Gemstone 

Collection to its patients, Alcon will pro-

vide updated social and online media as-

sets on the Alcon Vision Care marketing 

portal: https://myalcon.intuition.com/

ECPMarketingPortal/. 

The new materials can be shared on prac-

tice websites and social media channels to 

drive patient awareness of and interest in 

Air Optix Colors lenses to help bring them 

into the office. 

Eyecare practitioners can also speak to 

their Alcon sales representative for in-office 

Air Optix Colors materials to help spark 

patient interest.

The proprietary Alcon 3-in-1 color tech-

nology features color encapsulated within 

the silicone hydrogel material. According 

to the company, 82 percent of Air Optix 

Colors wearers agree the lenses look natu-

ral on their eyes.

The full Air Optix Colors contact lenses 

palette now offers a dozen color options in-

cluding true sapphire, amethyst, turquoise, 

gray, blue, green, Pure hazel, brown, ster-

ling gray, brilliant blue, gemstone green 

and honey.

Patients can virtually try on the colors 

before coming to the office through the Air 

Optix Colors Color Studio: https://www.

airoptix.com/colors/color-studio.shtml.

Alcon unveils new Air Optix Colors options, two-count pack

IN BRIEF
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Helping patients experience the benefits of contact lenses 
throughout their lives can be an important building block for 
practice success.1,2 Unfortunately, for patients in their 40s and 
beyond, their growing near vision correction needs combined  
with the challenges of monovision or early-generation multifocal 
contact lenses can lead to a greater dependence on glasses, 
and—eventually—to contact lens dropout.3 Today’s presbyopes 
are active, image-conscious and have demanding lives.4,5 Many of 
them have grown to love wearing contact lenses, and so want 
excellent vision without depending on glasses—but they may not 
be aware of their options. The good news 
is that DAILIES TOTAL1® Multifocal contact 
lenses make it easier than ever to meet 
presbyopic patients’ unique needs. 

DAILIES TOTAL1® Multifocal contact lenses 
offer the flexibility and convenience of a daily 
disposable wear schedule,6,7 an innovative 
multifocal design for seamless vision,8-10 and 
Alcon’s unique Water Gradient and SmarTears® Technologies for 
truly remarkable comfort.11 Also, Alcon’s simple 2-step fitting process 
makes fitting DAILIES TOTAL1® Multifocal lenses (and all Alcon 
multifocal lenses) easy,12,13 so I can get patients the right fit without 
taking up a large amount of chair time, helping the efficiency of my 
practice. Data show 80% fit success with a single lens per eye, and 
96% success with two lenses or fewer per eye, when the Alcon 
multifocal contact lens fitting guide is followed.12,13 In addition, my 
contact lens–wearing patients return for exams more frequently than 
those who wear only glasses, meaning more opportunities to educate 
them and provide comprehensive care.

Beyond offering technologically advanced multifocal lenses, there 
are several ways that my staff and I can help position patients for 
success with DAILIES TOTAL1® Multifocal contact lenses. First, we 
start the conversation early. I begin discussing presbyopia with my 
patients while they are in their 30s, letting them know that—when 
the time comes—we can meet their vision and lifestyle needs with 
multifocal contact lenses. Then, when presbyopia does emerge, I 
am quick to share the benefits of DAILIES TOTAL1® Multifocal 
contact lenses. It is also imperative that I explain to patients 
beginning their trial with DAILIES TOTAL1® Multifocal contact 
lenses that a short adaptation period will be needed. My office 
staff also have an important role in setting patients up for 
success, by collecting information about presbyopic patients’ 
visual expectations and lifestyle demands. For example, my 
staff ask patients what, if anything, they would change about 
their current vision correction. This open-ended questioning 

helps identify patients’ needs, and 
provides an opening for my staff to 
introduce the exciting opportunity that 
DAILIES TOTAL1® Multifocal contact lenses 
represent. Active engagement between staff 
and patients helps make my discussions 
with them more efficient. In many cases, 
patients have decided that they want to try 
DAILIES TOTAL1® before even walking into 

the exam room! Once they are properly positioned for success, 
even my more skeptical patients are amazed by their experience 
with DAILIES TOTAL1® Multifocal contact lenses. 

Embracing DAILIES TOTAL1® Multifocal lenses has been key to 
differentiating my practice, and one of my priorities is to give as 
many presbyopic patients as possible an opportunity to enjoy 
them. In my experience, a focus on active engagement and  
patient education—in addition to a commitment to offering 
DAILIES TOTAL1® Multifocal contact lenses—can be an important 
driver of success for today’s practitioners.

References 1. Rumpakis J. New data on contact lens dropouts: an international perspective. Rev Optom. 2010;147:37-42.  2. Anderson D. Growth opportunity: move patients into multifocal 
CLs. Rev Optom Bus. June 19, 2017.  3. Dzurinko V, Quinn TG, Woods J. Today’s multifocal opportunity. Contact Lens Spectrum. February 2012:2-3.  4. Alcon data on file, 2015. Age Perception 
Impact Survey of 1,067 US adults.  5. Alcon data on file, 2013.  6. Cho P, Boost MV. Daily disposable lenses: the better alternative. Cont Lens Anterior Eye. 2013;36:4-12.  7. Efron N, Morgan PB, 
Helland M, et al. Daily disposable contact lens prescribing around the world. Cont Lens Anterior Eye. 2010;33:225-227.  8. Alcon data on file, 2008.  9. Alcon data on file, 2016.  10. Lemp J, 
Kern J. Alcon multifocal contact lenses for presbyopia correction. Presented at the Canadian Association of Optometrists Congress, June 28-30, 2017. Ottawa, ON.  11. Merchea M, Akerman DH, 
Mathew J, Mack C. Patient and ECP satisfaction in the United States with a novel water gradient daily disposable multifocal contact lens. Presented at the annual meeting of the American Optometric 
Association, June 21-26, 2017, Washington, DC.  12. Alcon data on file, 2017.  13. Bauman E, Lemp J, Kern J. Material effect on multifocal contact lens fitting of lenses of the same optical design 
with the same fitting guide. Presented at the British Contact Lens Association Clinical Conference & Exhibition, June 9-11, 2017. Liverpool, UK.

DAILIES TOTAL1® MULTIFOCAL 
CONTACT LENSES

DESIGNED 
FOR SUCCESS

Embracing DAILIES TOTAL1® 
Multifocal contact lenses  

has been key to  
differentiating my practice

Important information for AIR OPTIX® AQUA Multifocal (lotrafilcon B) contact lenses: For daily wear or extended wear up to 6 nights for near/far-sightedness and/or 
presbyopia. Risk of serious eye problems (i.e., corneal ulcer) is greater for extended wear. In rare cases, loss of vision may result. Side effects like discomfort, mild burning or stinging may occur.

Katie Gilbert-Spear, OD, MPH
Sight and Sun Eyeworks, Pensacola, FL
 
Dr. Gilbert-Spear was compensated by Alcon for her participation in this testimonial

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

© 2018 Novartis   03/18   US-DTM-18-E-0272 Sponsored by

Our passion is to help 
your patients see, look 

and feel their best.

ES1044629_OP0518_ALCON1_FP.pgs  04.27.2018  00:39    ADV  blackyellowmagentacyan

https://www.alcon.com/


 | PRACTICAL CHAIRSIDE ADVICE

InDispensable 25

TAIBON AGODINO, ITALY—Blackfin presents a range of models that give the brand a contemporary slant for spring/summer 2018. The variety of shapes 

and urban connotations are traced in the construction features of the frames. 

Blackfin unveils new designs for men’s and 

women’s sunglass collection

Silverton BF827 and Silverdale BF828 focus on bridge design. 

Beta-titanium, a material traditionally used for the temples, is now 

used for the bridge. This solution softens and lightens the frame. The 

design has rivets fitted to the two titanium eye-rims. Available colors 

for the Silverton model are dark graphite blue/sanded titanium with 

blue mirrored graduated-tint lenses, brushed titanium/polished silver 

with silver mirrored lenses, and opaque black/polished silver with 

grey mirrored graduated-tint lenses. Available colors for the Silver-

dale model include opaque/polished black frame with grey mirrored 

graduated-tint lenses or cloud white/polished silver frame with gold 

mirrored graduated-tint lenses.

Sunset Reef BF829 is a rounded model for women. The mate-

rial creates a two-dimensional, bas-relief effect for the front. The 

result is a frame in which the titanium produces a double-frame 

effect emphasized by the dual color scheme. The frame is available 

in cloud white/metallic light brown frame with pale gold mirrored 

lenses and a polished silver/opaque black frame with super silver 

mirrored lenses.

BF827

BF829

BF828
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DAYTONA BEACH, FL—Costa debuts multiple new optical frame styles, color palettes, and performance features within its Spring 2018 Collection. 

Costa’s newest optical frame line, Forest Reef, blends real wood accents on premium acetate material. The Forest Reef line features six differ-

ent styles with the topographical pattern on the temple tips for added grip.

Wood and acetate combine in new Forest Reef collection from Costa

Forest Reef 100 is a round eye shape. It combines an 

acetate frame with laser-cut real wood panels on the outer 

temples. Colors include cypress horn acetate with walnut/oak 

wood; dark havana acetate with wenge/makore wood; 

crystal clear acetate with oak/ash wood; and seafoam 

tortoise acetate with black apricot/oak wood.

FR 100

Forest Reef 110 is a rectangular eye shape. The style 

retains the design of the Forest Reef 100 style with an 

acetate frame and laser-cut real wood detailing. The colors 

include black acetate with black apricot/walnut wood; 

dark tokyo acetate with mahogany/oak wood; cypress 

horn acetate with walnut/oak wood; and crystal gray 

acetate with black apricot/mahogany wood.

FR 110

Forest Reef 200 combines a rectangular eyewire and bridge 

with an acetate browline. Colors include matte black acetate, 

satin black materials and black apricot/walnut wood; gray horn 

acetate, brushed palladium metal and black apricot/oak 

wood; dark havana acetate with brushed gold metal and 

wenge/makore wood; and crystal dark olive acetate, shiny 

dark gunmetal and walnut/oak wood.

FR 200

Forest Reef 210 style incorporates a soft rectangular eyewire 

with a classic acetate cateye brow. Colors include: black acetate, 

brushed gold metal and black apricot/oak wood; dark havana 

acetate, brushed palladium metal and walnut/cherry wood; 

sea foam tortoise acetate, brushed rose gold metal and 

black apricot/oak wood; and pomegranate acetate, brushed 

gunmetal and wenge/makore wood.

FR 210

Forest Reef 300 style is a rectangular rim with acetate temples and tubular wood 

detailing, while Forest Reef 310 style features these accents with a rounded eye shape. 

Colors for both styles include satin black metal, oxhair sandalwood/cypress horn acetate; 

brushed gunmetal, black goldwood/dark tokyo tortoise 

acetate; and brushed gold metal, 

sucupira wood/black horn acetate.

FR 300
FR 310

http://optometrytimes.modernmedicine.com/
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Sophia Loren M286 is a full-rim metal frame. It is available in two 

colors, natural and black. A designed, open metal endpiece leads 

to three mother-of-pearl accents with a crystal décor. The temple 

features a marbleized pattern. M286 features luxury-fit sizing with 

longer temples and extended endpieces. Comfort fit features in-

clude spring hinges for easy adjustments, snap-in nosepads, and 

the ability to accommodate progressives.

Sophia Loren M289 is a full-rim metal frame that comes in a rect-

angle shape. It features a wrapping metal endpiece with braided 

design and crystal detailing. M289 is available in blush and mocha. 

Petite fit sizing is available for women who have smaller facial 

features. Comfort fit features include spring hinges, snap-in nose-

pads, and the ability to accommodate progressives.

Randy Jackson 1084 mixes a zyl browline with square lenses 

wrapped in metal. The black/gold frame features a black brow bar 

on top of a gold frame, a gold temple paired with tortoise temple 

tips, and an exposed metal eyewire and bridge. The black/gun-

metal frame features a matte black brow bar with gunmetal under-

neath, a gunmetal temple, and grey horn zyl temple tips. Both col-

ors have the RJ logo inside the right temple tip, spring hinges, and 

snap-in nosepads, and both can accommodates progressives.

Randy Jackson 1090 is a full-rim metal frame in a rectangle shape. 

Black has a matte black front with black temple exterior layered on 

top of white and grey zyl. Gunmetal has a satin finish on the front 

with grey horn over grey pearl on the zyl temples. Both colors have 

a diagonal metal stripe on the temple. Comfort fit features include 

spring hinges, snap-in nosepads, and the ability to accommodate 

progressives.

Randy Jackson 3043 comes in a rectangle shape. Black is a black 

frame over clear throughout, while grey stripe fade shows black 

stripes on the top with a fade-down to grey crystal and black tem-

ples. Two nail heads with a gunmetal finish accent each temple. RJ 

3043 features extended-fit sizing to accommodate larger heads 

by providing longer temple lengths and endpieces. Comfort fit fea-

tures include spring hinges for easy adjustments and the ability to 

accommodate progressives.

Randy Jackson Limited Edition X132 is a full-rim metal frame 

that features a teardrop shape. RJ X132 is offered in black gold 

and black gunmetal. Both options are paired with a black eyewire, 

wrapping metal endpiece, and zyl temple tips. Comfort fit features 

include spring hinges, snap-in nosepads, and the ability to accom-

modate progressive lenses.

Randy Jackson Limited Edition X136 is a rounded full-rim zyl 

frame with a double brow-bar and keyhole bridge. It is available in 

red, brown, crystal, and navy. All four colors feature a metal temple 

with linear cut-out and the ability to accommodate progressive 

lenses.

PORT CHESTER, NY—Zyloware launches new products for its Sophia Loren, Randy Jackson Limited Edition, Randy Jackson Sun, Gloria by Gloria Van-

derbilt, Leon Max, and Shaquille O’Neal lines.

Zyloware unveils new frames for multiple brands

M286

RJ-1090

RJ-3043

RJ-X136

M289

RJ-1084

RJ-X132

See Zyloware frames on page 28
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Randy Jackson Limited Edition X137 is 

a full-rim zyl square shape frame featuring 

an angular dip in its browline. It is avail-

able in two colors—grey fade features a 

gradient that fades from a grey stripe to clear, while slate blue fade 

offers a navy stripe to brown stripe gradient. Both colors feature 

three gunmetal rivets on each side of the front. Comfort fit features 

include spring hinges for easy adjustments and the ability to ac-

commodate progressives.

Gloria by Gloria Vanderbilt 4059 is a semi-rimless metal frame. 

The frame features a geometric shape that widens at the top of 

the lens and narrows toward the bottom. This frame comes in two 

colors, mauve and navy, and has a brushed finish on the front and 

floral pattern on the metal temples. GG 4059 has spring hinges 

and snap-in nosepads and can accommodate progressives.

 

Gloria by Gloria Vanderbilt 4060 is a full-rim plastic frame in a 

rectangle shape. Black has a black over crystal purple front and 

purple temples. Brown has dark brown over light beige crystal on 

the front and brown temples. Both colors feature a swirl design 

etched into the metal temples. The frame features spring hinges 

and has the ability to accommodate progressives.

Leon Max 6026 features a thick zyl front ends on the side of the 

rectangle-shaped lenses to reveal a rimless bottom. This frame 

is available in two colors—black has a solid front with black over 

cream tortoise temples. Blue tortoise has a blue tortoise front and 

temples. Both colors feature two metal rivets on each side of the 

front and again on the zyl temple. LM 6026 offers petite fit sizing to 

accommodate women with smaller facial features and can accom-

modate progressives.

Leon Max 6028 is a full-rim zyl frame with square lenses and slop-

ing brow bar. The frame is available in black and auburn. Black has 

a solid front with black and grey horn sparkle temples. Auburn has 

a cognac horn front and cognac horn temples. Both colors feature 

the Leon Max logo inside the right temple tip. LM 6028 has petite 

fit sizing and can accommodates progressives.

Leon Max 6029 is a combination of metal and zyl. Rounded LM 

6029 features a double-layer zyl brow bar and raised open but-

terfly top bar on the front. Black has a black over cream tortoise zyl 

brow bar with a shiny dark gunmetal top bar, eyewire, and bridge. 

Tortoise has a blonde tortoise zyl brow bar and temple with a black 

metal top bar, eyewire, and bridge. It can also accommodate pro-

gressive lenses.

Shaquille O’Neal 133Z is a lightweight zyl frame available in two 

colors. Black white has a matte black finish over white and opaque 

zyl. Navy has a matte navy finish on top of red and blue crystal zyl. 

It features spring hinges and can accommodates progressives.

Shaquille O’Neal 134M is a full-rim metal frame that comes in two 

colors—black and gunmetal. Black has a metal front with black and 

blue zyl temples in a matte finish. Gunmetal has a gunmetal matte 

finish on the metal front with a tri-color temple in matte red, black, 

and grey. It comes in extended-fit sizing for additional headspace 

and longer temples. The frame includes spring hinges and the abil-

ity to accommodate progressive lenses.

Shaquille O’Neal 138M is a full-rim metal frame available in black 

and gunmetal and features a matte front with a two-toned metal 

temple. The frame offers additional headspace with a longer end-

piece and temple. Features include spring hinges, snap-in nose-

pads, and the ability to accommodate progressives.

RJ-X137

LM 6028

LM 6029

133Z

134M

138M

GG 4059

LM 6026

GG 4060

Zyloware frames
Continued from page 27
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people much happier. I real-

ize that will put optometry 

out of business by and large, 

but it’s a great goal for us 

to shoot for. Do I ever think 

we’ll get there? Probably not, 

but it’s something we ought 

to attain if we want to treat 

our patients the best way 

that we can.

What excites you about 
research? Finding out 

the answers before we know 

what the answers are is very 

exciting. My research is 

something I hope people can 

read one day and put into 

practice the next. I like trav-

eling around the world talk-

ing to people about the dif-

ferent aspects of research 

that we do, and I like being 

able to improve the care of 

children, helping people real-

ize that children are capable 

of independent contact lens 

wear. To me it’s about find-

ing the answers and educat-

ing optometrists. 

What’s something 
your colleagues 

don’t know about you?
Most colleagues who 

look at me would 

never guess that I 

teach spin classes a 

couple of times 

a week. I 

don’t 

[Laughs] It’s the per-

fect hamburger. It is 

just fresh, plain and 

simple. There’s no bet-

ter burger than that. 

I used to like know-

ing the secret menu, 

but it’s not so secret 

anymore since it’s on 

the Internet. I’ve taken 

$80 cab rides to get 

to In-N-Out Burger, 

I’ve driven for two 

hours just for In-N-Out 

Burger. I go to my fam-

ily reunion primarily to 

get In-N-Out Burger. 

It’s truly an obsession. 

And when I came to 

graduate school, I tried 

to bring a franchise to 

Ohio, but it’s family-

owned; they don’t fran-

chise. They’re coming 

to Colorado—there’s 

going to be one about 

two miles from my 

brother’s house, so I’ll 

be going to visit him a 

lot more.

QQ
What’s so 

great about 
In-N-Out 
Burger?

 Why pediatric vision 
and myopia? I am in-

terested in pediatric myopia 

because I am a myope, but 

mostly because I get to work 

with kids, and I find that re-

ally rewarding. I don’t have 

kids of my own, so this is 

how I interact with kids and 

have a lot of fun while doing 

work. Every child is com-

pletely different, and you 

don’t know when they might 

melt down at any given time. 

My trick is make them think 

they’re having fun. I’m al-

ways joking with them, I’m 

always keeping them en-

gaged. I don’t necessarily tell 

them what’s coming—I just 

do it and try to keep them 

from becoming anxious. A 

lot of people like to use more 

empathy or offer more educa-

tion with the children. I like 

to let them have fun and get 

as much information from 

them as we can while they 

think they’re having fun.

What’s the worst thing 
that happened while a 

child was in the chair? I was 

trying to get a child’s at-

tention on a target. But he 

wouldn’t focus. Soon, he 

said, “I don’t feel very well,” 

and I said “Oh, you’re okay! 

This will just take a few min-

utes. You can get through 

this.” Within the next five 

seconds, he threw up all over 

me. [Laughs] It was go wipe 

off what you can and keep 

on working.

What is the future of 
myopia control? I don’t 

know what the future of my-

opia control is, but the good 

news is there are lots of op-

tions available to us today. 

We’re using soft multifocal 

contact lenses, corneal re-

shaping contact lenses, and 

low-concentration atro-

pine. So far, these are 

beneficial. I hope at 

some point is we can 

prevent the onset of 

myopia. That would 

help keep the side ef-

fects of myopia from 

happening and make 

Working with kids, myopia, In-N-Out Burger

Jeffrey J. Walline, OD, PhD Associate dean for research, The Ohio State University College of Optometry

look like a fit athlete, but 

I enjoy teaching classes. I 

teach classes because I want 

to be able to play my own 

music. People can tell when I 

graduated high school based 

on my music alone. Most 

spin teachers play a lot of 

electronica, dance, and hip 

hop; I am geared toward ‘80s 

and alternative.

What the craziest 
thing you’ve ever done?

Jumping out of an airplane 

that was functioning com-

pletely. I did it solely for the 

Christmas card. And I’m ter-

rified of heights. Not only 

did they have a still camera, 

but they had a video cam-

era, so of course I purchased 

the video and the still after-

ward. I’m afraid of heights, 

but I like looking over the 

edge. I’m terrified to do so—

my heart races, but it’s that 

feeling that I really enjoy. 

I’m glad I skydived once, but 

I’ll probably never 

do it again. I got 

the picture! 

[Laughs]

—Vernon 

Trollinger

To hear 
the full interview 
with Jeff Walline, 

listen online: 
optometrytimes.com/

JeffWalline
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Your contact lens wearing patient presents with dry, itchy eyes. It’s easy for doctor and patient to assume
that this is a complication associated with lens wear, but that’s not always the case. With simililarities in
lens related and inflammatory related dry eye symptoms it’s critical to perform the proper diagnostics.

If elevated MMP-9, a key inflammatory biomarker for dry eye, is tested for and detected you’ll know that
it’s more than just their contact lenses. You’ll have an opportunity to create a more comprehensive
treatment plan, aimed at alleviating symptoms and improving comfort while mitigating potential
complications of lens wear with the presence of inflammatory dry eye disease.

InflammaDry is the only rapid, CLIA-waived, in-office, point-of-care test that detects MMP-9. InflammaDry
provides results in minutes, is easily performed in 4 simple steps, is minimally invasive and requires no
special equipment.

To find out how testing for MMP-9 with InflammaDry can take the complication out of your dry itchy eye
treatment therapies before there are complications, visit us at AOA, Booth #1408 or contact your Quidel
Account Manager at 800.874.1517.

Are dry, itchy eyes caused bycontact lenses?

It’s not complicated.

AD10241002EN00 (04/18)

Meet Scott E. Schachter, OD
Thursday June 21 from 3:00 to 4:00 p.m.

at Quidel Booth #1408 at AOA as he 

presents the benefits of InflammaDry 

in the detection of elevated levels of 

MMP-9 in Dry Eye Disease.

https://www.quidel.com/immunoassays/inflammadry
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consistent, stable vision and refreshing comfort.
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