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Go ahead.
Read the fine print.

VUITY® MAY BE ABLE TO HELP.1,2

In studies, VUITY® improved the ability 
to read an additional 3 lines or more on 

a near vision eye chart.†
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Improved near and intermediate vision 
 without compromising distance vision†1

Not an actual patient

INDICATION
VUITY® (pilocarpine hydrochloride ophthalmic solution) 1.25% 
is indicated for the treatment of presbyopia in adults.  

IMPORTANT SAFETY INFORMATION 
CONTRAINDICATIONS
VUITY is contraindicated in patients with known hypersensitivity 
to any ingredient in the formulation.  

WARNINGS AND PRECAUTIONS 
Miotics, including VUITY, may cause accommodative spasm. 
Patients should be advised not to drive or operate machinery if 
vision is not clear (e.g., blurred vision). In addition, patients may 
experience temporary dim or dark vision with miotics, including 
VUITY. Patients should be advised to exercise caution in night 
driving and other hazardous activities in poor illumination.

Rare cases of retinal detachment and retinal tear have been reported 
with miotics, including VUITY. Individuals with pre-existing retinal 
disease are at increased risk. Therefore, examination of the retina 
is advised in all patients prior to the initiation of therapy. Patients 
should be advised to seek immediate medical care with sudden 
onset of flashing lights, floaters, or vision loss. 

VUITY is not recommended to be used when iritis is present 
because adhesions (synechiae) may form between the iris and lens. 

Contact lens wearers should be advised to remove their lenses prior 
to the instillation of VUITY and to wait 10 minutes after dosing before 
reinserting their contact lenses. 

To prevent eye injury or contamination, care should be taken to avoid 
touching the dispensing bottle to the eye or to any other surface. 

ADVERSE REACTIONS 
The most common adverse reactions (>5%) reported in clinical trials 
were headache and conjunctival hyperemia.

Please see Brief Summary of full Prescribing Information 
on the accompanying page or reverse side.

† Primary endpoint was the proportion of participants gaining ≥3 
lines in mesopic, high-contrast, binocular, distance-corrected near 
visual acuity (DCNVA) without losing more than 1 line (5 letters) of 
corrected distance visual acuity (CDVA) with the same refractive 
correction at Day 30, Hour 3.1

Change from baseline in photopic, high-contrast, binocular, DCIVA 
at Day 30, Hour 3 was a prespecified secondary endpoint.3
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INDICATION
VUITY® (pilocarpine hydrochloride ophthalmic solution) 1.25% is indicated for the 
treatment of presbyopia in adults.  

IMPORTANT SAFETY INFORMATION 
CONTRAINDICATIONS
VUITY is contraindicated in patients with known hypersensitivity to any ingredient 
in the formulation. 

WARNINGS AND PRECAUTIONS 
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(synechiae) may form between the iris and lens. 

Contact lens wearers should be advised to remove their lenses prior to the instillation 
of VUITY and to wait 10 minutes after dosing before reinserting their contact lenses. 

To prevent eye injury or contamination, care should be taken to avoid touching the 
dispensing bottle to the eye or to any other surface. 

ADVERSE REACTIONS 
The most common adverse reactions (>5%) reported in clinical trials were headache 
and conjunctival hyperemia.

Please see Brief Summary of full Prescribing Information 
on the accompanying page or reverse side.

† Primary endpoint was the proportion of participants gaining ≥3 lines in mesopic, 
high-contrast, binocular, distance-corrected near visual acuity (DCNVA) without 
losing more than 1 line (5 letters) of corrected distance visual acuity (CDVA) with the 
same refractive correction at Day 30, Hour 3.1

Change from baseline in photopic, high-contrast, binocular, DCIVA at Day 30, 
Hour 3 was a prespecified secondary endpoint.3
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From the Chief Optometric Editor

FEELING GRATEFUL 
FOR OPTOMETRY
You’re reading this sometime 
after Thanksgiving, but I’m typ-
ically in a mood to give thanks 
during the entirety of the holi-
day season. So, here goes.

I’m thankful for the lady 
who yelled at me this year 
because I wouldn’t run her 
glasses through her vision 
plan benefi t and her contact 
lenses through her son’s 
vision plan benefi t. She did 
eventually apologize.

I’m thankful for people 
at the scratch-and-dent 
appliance store for installing 
an oven in our kitchen 3 days 
before we cooked 2 turkeys for 
20 people. Above and beyond, 
I tell you. Above and beyond!

I’m thankful for the guy 
who stole all of our contact 
lens solution starter kits. 
More accurately, I’m thankful 
that he is not wanting for 

contact lens solution starter 
kits anymore.

I’m thankful for the man 
who tried to barter with us 
with a chair. We gave him his 
glasses gratis, and he insisted 
that we keep the chair. We still 
have it.

I’m thankful for the patient 
who wrote me a note com-
plaining about how bad her 
contact lenses were. The note 
was in a card with a picture 
of a giraffe on it (see picture). 
That made me smile.

I’m thankful for the 
Montana Optometric 
Association and the Vermont 
Optometric Association for 
allowing me to fi ll a void in Big 
Sky and Burlington this year. 
I assume the void was being 
able to learn about ocular 
disease from a middle-aged 
optometrist with a southern 
drawl. I’m also thankful for the 
great skiing and yummy beers 
that accompanied the trips.

I’m thankful that our 
teenager and tweenager still 
overtly love us. Our daughter 
is quite an accomplished stage 
actor, however. So, this may all 
just be a ruse.

I’m thankful that banging 
the fax machine against the 
wall still makes the “paper jam 
inside” message go away, if 
only for a few days.

I’m thankful for the makers 
of moisture wicking pants, 

moisture wicking shirts, 
without which my attire would 
always look like I ate a ghost 
pepper while trying to pass a 
kidney stone.

Finally, I’m thankful for my 
optometric family. You, the 
reader, are the reason we do 
what we do, and you’re also 
part of the family. As our year 
comes to a close, I look back 
at what we have accomplished 
and look forward to a new 
year with all the opportunities 
it brings along with it. Let’s 
bring the heat to 2023 and 
make it great.

Cheers to you and yours! 
I’ll see you on the other side of 
New Year’s. 

Benjamin P. Casella, 
OD, FAAO
chief optometric editor,
practices in Augusta, Georgia, 
with his father in his 
grandfather’s practice. 
Email: bpc81@aol.com
Phone: 706-267-2972
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20 Helping patients with poor adherence
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PRACTICE MANAGEMENT
33  These 5 strategies for hiring, training, and retaining 

optometry sta�  are critical

December is a month full of twinkling lights to brighten up the long 

nights. For optometrists, the hope is that the fl ashing lights are limited 

to holiday decor and that days can be brightened with healthy vision.

This month’s issue of Optometry Times begins with a deep 

dive into geographic atrophy. Mohammad Rafi eetary, OD, FAAO, FORS, 

Dip ABO, ABCMO, delves into what optometrists need to know.

Touching on Refractive, Vance Thompson, MD, and Jeffrey P. Krall, 

OD, write about identifying and comanaging contoured prism lens 

patients. Increased screen time has correlated to a rise in binocular 

vision disorders, they write.

Moving to Glaucoma, Chief Optometric Editor Benjamin P. Casella, 

OD, FAAO, discusses a recent patient case that turned emergent due to 

a history of poor adherence. 

In Ocular Surface Disease, presbyopia is the hot topic of the month. 

S. Barry Eiden, OD, FAAO; Francis Mah, MD, FAAO, FNAP; and Andrew 

Morgenstern, OD, AAO, FNAP, discuss the toll of presbyopia and new 

therapies on the cusp of hitting the market. Meanwhile, Milton M. Hom, 

OD, FAAO, helps optometrists make sense of presbyopia clinical study 

data in the cover story. 

Turning to Contact Lenses, Jason E. Compton, OD, FAAO, outlines 2 

methods of initial scleral lens fi tting. Both profi le viewing and profi lo-

metry methods garner favorable results, Compton says.

Finally, Diana Canto-Sims, OD, rounds out the issue with the 

Indispensables department, where she discusses her top tricks for 

hiring, training, and retaining clinic staff.

As always, thank you for reading.

Mike Hennessy Jr,
President and CEO of Optometry Times®’

parent company, MJH Life Sciences®

The future 
of optometry 
shines brightly

29
CORRECTION: The print version of "Case study: Pigment 
epithelial detachment is observed, managed" by Leo Semes, OD, 
FAAO, included incorrect fi gures in the October 2022 issue. 

The correct fi gures can be found online. Scan QR code to view:

https://www.optometrytimes.com/view/case-study-pigment-epithelial-detachment-is-observed-managed
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R E T I NA

Geographic atrophy: What to know and why 
Look out for at-risk patients and prepare to establish treatment protocols

By Mohammad Ra� eetary, OD, 
FAAO, FORS, Dip ABO, ABCMO

Geographic atrophy (GA) is a fi nding asso-
ciated with advanced stage of age-related 
macular degeneration (AMD). Some even 
consider it to be an advanced form of AMD. 
GA is a progressive and irreversible degener-
ation of the retinal pigment epithelium and 
outer retina, which can result in irreversible 
vision loss. The vision loss associated with GA 
is not always appreciated in Snellen acuity 
and other vision function testing and is more 
of a “functional vision loss.” Although visual 
acuity main remain reasonably well, patients 
often complain about diffi culty functioning 
in dim light, reading, driving, etc. 

Risk factors
Risk factors for GA are not that different 
from AMD itself; it is a multifactorial and 
complex problem. There are most likely 
aspects of it that are still elusive. Aging 
and family history; infl ammation; lifestyle 
choices such as smoking, poor diet, lack of 
physical activity; and comorbidities such as 
obesity, systemic hypertension, and lipid 
disorders all play a role.1

Genetic prediction is one of the 

complicated associated risk factors that has 
received a great deal of attention and it will 
likely play a role in potential treatments for 
GA that do not yet exist. 

Pathophysiology
The visual cycle and sight would not be pos-
sible without the retinal pigment epithelium 
(RPE), one of the most biologically active 
tissues in the body. As a result of this high 
degree of activity, the RPE is under a great 
deal of oxidative distress.2 Infl ammation and 
apoptosis are other physiological factors.3

The complement system—which is the 
innate component of the immune system—
also plays a pivotal role. The complement 
system is a complex cascade containing mul-
tiple proteins and regulators and is always 
active to protect from offending agents such 
as bacteria and viruses. 

However, there are mechanisms to keep it 
in check. With aging and genetic mutation, 
these mechanisms become less effective, 
resulting in overactivation of this system. 

A large, genome-wide association study of 
AMD showed the genetic mutation of regula-
tors and the complement factor supporting 
the involvement of this system as a genetic 
risk factor for AMD.4 Studies have also shown 
accumulation of complex inside RPE cells,4

whereas postmortem examinations have 
detected complement deposition in drusen 
and RPE cells.5

Given this, these concepts well establish 
the role of genetics and the complement 
system in cell degeneration associated 
with AMD.

Clinical fi ndings
Examination to detect GA should have 
2 objectives: the actual presence of GA, 
either in funduscopic examination or detec-
tion by multimodal imaging; and the detec-
tion of pre-GA lesions or GA predictors. Both 

will play an important role in the current 
and future management of patients. 

Predictors for GA include the presence 
of GA in the fellow eye, detectable reticular 
pseudodrusen, as well as the presence 
of large or confl uent drusen, drusenoid pig-
ment epithelial detachments, and lipofuscin. 

Recognition of pre-GA biomarkers on 
imaging techniques such as infrared or 
near-infrared photographs, fundus autofl u-
orescence, and particularly examination of 
tomographic cross-section of the macular 
region by optical coherence tomography play 
a crucial role (see Patient 1 Examination). 
The presence of GA also requires clinical 
examination of the retina and the use of 
aforementioned imaging techniques (see 
Patient 2 Examination). 

Once GA is detected, there are also prog-
nostic indicators for progression of the dis-
ease. Further, imaging plays a crucial role in 
the assessment and management of patients 
(see Further Examination).

Management of GA
As of fall 2022, there are still no available 
treatments for GA. Although the Age-Related 
Eye Disease Studies (AREDS) showed that the 
use of certain antioxidant are benefi cial in 
risk reduction for neovascular AMD (nAMD), 
they failed to show benefi ts for GA preven-
tion.6 Smoking cessation and management of 
comorbidities should play a role. 

However, there are no equivalents to anti–
VEGF inhibitors that have revolutionized the 
treatment of nAMD. Several novel agents are 
currently in various clinical trial phases, with 
many of these agents aiming to inhibit or block 
the cleavage of an assortment of factors of the 
complement cascade (such as C3 and C5). 

The downstream effect of these factors 
will result in the formation of protein 
complexes such as infl ammasome and 

Complement 
inhibitors may be 
instrumental in 
the treatment of GA 
and prevention of 
vision loss.

Continued on PAGE 10
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PATIENT 1 EXAMINATION
Examination of this 54-year-old White female with 
20/20 best-corrected visual acuity (BCVA) and no 
signifi cant complaints demonstrates several pre-
geographic atrophy (GA) lesions and risk factors 
for the development and progression of GA as well 
as risk factors for neovascular age-related macular 
degeneration (nAMD). Color photographs (A and B) 
show multiple large and confl uent drusen (blue arrow), 
pigmentary abnormalities (hyperpigmentation) (yellow 
arrows), and pre-GA lesions (green circles). 

The risk indicators evident by the fundus 
autofl uorescence (FAF) images are the areas of 
increased fl uorescence (hyper autofl uorescence) 
marked by green arrows, signaling accumulation of 

lipofuscin—an indicator of damaged and dysfunc-
tional retinal pigment epithelium (RPE) cells. The 
2 slightly darker areas or hyper autofl uorescence 
(red circles) show partial loss of RPE. Optical 
coherence tomography (OCT) cross-sections (C) 
reveal areas that are incomplete RPE and outer 
retina atrophy—now recognized as pre-GA lesions.8

Areas of drusenoid pigment epithelial detach-
ments (yellow arrows) can also be considered 
as sites for possible GA formation. Images 
(D and E) are the FAF and OCT over time, now 
showing the progression of those lesions marked 
by arrows to GA—also known in OCT terms as 
complete RPE and outer retina atrophy cRORA.9

According to some reports, reticular pseudodru-
sen (RPD) may be better detected by using infrared 
(IR) or near IR refl ectance photographs (F).10 These 
can be seen here as fi sh egg–like clusters within 
the yellow circle. On OCT cross-sections (G), RPDs 
are sawtooth-type protrusions from the RPE (orange 
arrows), unlike drusen, which are deposited between 
the Bruch membrane and the RPE (red arrow). 

Although there are debates regarding the RPD 
risk association to GA,11 in the serial imaging of 
the patient you can see the progression of inter-
mediate to advanced AMD as well as the presence 
and progression of GA noted on both IR photos 
as well as OCTs (noted in the image by arrows).

A D
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B
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membrane attack com-
plex, which are responsive 
in cellular death; in this 
case, RPE and photore-
ceptors. There are positive 
indications that these 
complement inhibitors 
can be instrumental in the 
treatment of GA and pre-
vention of vision loss.

Conclusion 
GA is a common condition 
affecting over 1 million 
patients in the United 
States.7 With an aging 
population, there is an 
increasing incidence 
among patients across 
the country. 

GA is a progressive and 
irreversible condition, 
resulting in the loss of 
visual function. Although 
there are no defi nitive 
remedies—and with 
potential treatment over 
the horizon—eye care pro-
viders should begin to pay 
closer attention to their 
patients who have or are at 
risk of developing GA. This 
can be done by starting a 
dialogue about these con-
ditions and establishing 
referral protocols for when 
treatments are available 
and announced. 
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PATIENT 2 EXAMINATION
A 73-year-old White male with BCVA of OD: 20/20, OS: 
20/20 reported complaints of blurred vision. He also had 
a 2+ nuclear sclerosis cataracts OU.  

The clinical detection of GA lesions, as well as in 
fundus photography (A) and “red-free” images (C), is 
somewhat subtle. However, lesions are very well defi ned 
in the FAF (B) image showing (arrows) the absence of 
natural fl uorescence (or hyperautofl uorescence). IR pho-
tography (D) shows GA as atrophic lighter or discolored 

areas (arrows). The choroidal vessels are often more 
visible within the GA (star).  

OCT imaging of GA (E) demonstrates the complete 
absence of the RPE and the ellipsoid zone (arrow). The 
BM becomes visible in the absence of the RPE.  With the 
increased refl ectivity of the choroid, the choroidal vessels—
which often appear sclerotic under the GA—also become 
more distinguished. This is concurrent with the hypertrans-
mission of the coherent signal below the GA lesions.
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FURTHER EXAMINATION
In addition to the features discussed in patient 
cases 1 and 2, there are biomarkers and clinical 
imaging features than can be used as prognostic 
measures.12 As shown in this case, smaller 
paracentral lesions have a faster rate of progres-
sion.13 Hyperfl uorescent borders on FAF are also 
an indicator of active progression.  

In the bottom FAF images, the yellow 
overlay—which measured 1 of the GA lesions 
initially—is copied on the follow-up image to 
demonstrate the extension of the lesion beyond 
the initial marking.

(All images courtesy of Mohammad Rafi eetary, OD, 
FAAO, FORS, Dip ABO, ABCMO)
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Identifying contoured prism lens patients
An increase in screen time has led to a rise in binocular vision disorders 

By Vance Thompson, MD; and Je� rey P. Krall, OD

Traditionally, eye care providers (ECPs) have 
used all the tools at our disposal to help 
patients enjoy clear vision, with the ultimate 
goal of reaching a best-corrected visual acuity 
(BCVA) of 20/20, or better. 

As reliance on smartphones and computers 
has escalated, the prevalence of digital device 
syndrome symptoms—such as dry eye sensa-
tion, headaches, and stiff neck—has increased 
proportionally. This trend has helped us gain 
a greater appreciation for the vital role that 
vision comfort plays in visual function.

Binocular vision disorders (BVDs) and 
ocular misalignment are also associated with 
dry eye sensation, headaches, and stiff neck. 
Here’s why: BVDs lead to an increased effort 
by the visual system to realign, and repeated 
effort to realign causes an overstimulation of 
the trigeminal nerve.1

This sensory irritation results in painful 
stimulation of several parts of the eye, as well 
as the head and neck, and it triggers trigem-
inal dysphoria, with symptoms including 

headache, neck pain, and eye strain.1 The 
ability to manage ocular misalignment at both 
distance and near is integral to resolving the 
symptoms of trigeminal dysphoria.1

If a patient is comfortable in glasses but 
uncomfortable in contact lenses this can be a 
red fl ag indicating the possibility of a BVD or 
ocular misalignment. Spectacles prescribed 
for myopia are thick on the edge and thin in 
the center, and with up-close work— more 
prevalent now, given today’s widespread 
dependence on digital screens—the pupils get 
smaller and the eyes turn inward. 

There is some base-in prism effect and, 
as a result, comfort as the eyes turn in with 
myopic glasses. That effect is absent with con-
tact lenses and can contribute to contact lens 
discontinuation.

Contoured prism lenses
Years of research into BVDs and ocular mis-
alignment have culminated in development 
of corrective diagnostic technology—with the 
Neurolens Measurement Device, Generation 
2 [NMD2] (Neurolens)—and contoured prism 

lenses—with Neurolenses (Neurolens). The 
NMD2 is a diagnostic tool that generates 
a contoured prism lens prescription by 
factoring in measurements that are critical 
for binocular fusion, such as heterophoria, 
fi xation disparity, and the accommodative 
convergence response.

Neurolens contoured prism lenses allow 
eyes to compensate for an increase in exo-
deviation that occurs at near by providing 
an increased amount of prism at near that 
is independent from the amount of prism 
prescribed for distance. 

When evaluating patients, it is important 
to understand that there is no correlation 
between the degree of misalignment and 
the severity of symptoms. A patient with 1PD 
exophoria and a patient with 10PD exophoria 
could experience the same severity of sympto-
mology, and even small horizontal prism cor-
rections (< 1PD) can provide signifi cant relief 
in symptomatic patients. Historically, patients 
who could benefi t from small prismatic cor-
rections of < 2PD have been overlooked.

Chronic headache study
Most patients with symptoms of digital device 
syndrome exhibit different magnitudes of eye 
misalignment at different viewing distances. 
However, unlike contoured prism lenses, 
standard prisms are limited to providing 
correction at only 1 distance. 

Neurolenses are the result of coordinated 
efforts among optometry, ophthalmology, and 
neurology professionals working toward the 
common good of our patients.

Together with an earlier iteration of the 
NMD2, Neurolenses were evaluated for their 
impact on patients with refractory daily 
headaches, and symptoms were reduced sig-
nifi cantly.2 The Chronic Daily Headache Study 
had enrolled 186 patients, and only 7 were lost 
to follow-up (Figure 1). Self-reported effi cacy 

Patient-reported 
symptom relief—90 Days

• 186 participants—inclusion 
criteria = refractory, end-of-line 
chronic headache 
• 81.6% positive response to 
treatment at 90 days
• 54% reported headache 
symptoms as “reduced 
substantially” or “basically gone”

 Basically gone

 Decreased 
substantially

 Decreased 
slightly

 No change

 Increased

How have your symptoms responded? 
(n = 179)

FIGURE 1. Chronic Daily Headache Study

41%

24%

17%
13%

5%

Continued on PAGE 16
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utilizing the Headache Impact Test (HIT-6), 
a validated metric for gauging severity of 
headache symptoms, indicated that, after 
90 days, 146 of the 179 patients (81.6%) report-
ed a positive response to treatment. 

The data further show that patients who 
suffered from the most severe headache symp-
toms upon entering the study reported the 
greatest benefi t in terms of symptom relief. Of 
these patients, 54% reported their headaches 
were substantially reduced or gone. 

Another important fi nding is that patients 
stopped taking many of their headache 
medications within 90 days of wearing the 
contoured prism lenses. Not directed by their 
doctor, nearly 30% of the patients stopped 
needing 90% of their headache medications, 
and 50% stopped taking more than 50% of 
their headache medications.2

HIT-6 measures the impact headaches have 
on a person’s ability to accomplish the activi-
ties of daily living. HIT-6 scoring assigns point 
values to symptom frequency, which increase 
proportional to symptom severity. A change 
of 6 points in a patient’s score over time is 
indicative of 1 lifestyle change.3,4

The Chronic Daily Headache Study demon-
strated a mean reduction in HIT-6 scores of 
7.64 and was highly statistically signifi cant. 
This result suggests that contoured prism 
lenses are effi cacious in a population for 
whom other conventional headache treat-
ments were ineffective.2

Following the Chronic Daily Headache 
Study, a survey of 360 patients fi tted with con-
toured lenses was conducted (Figure 2). The 
survey asked: “Would you recommend this to 
your friends and family?” 

More than 90% responded, and 82% said 

they would recommend the contoured lenses 
to their friends and family. Participants 
completed surveys at 90 days and 1 year after 
receiving their contoured prism lenses.5

The ophthalmic connection
Correction with contoured prism lenses has 
been shown to resolve trigeminal nerve dis-
order symptoms substantially and often com-
pletely,5 thus putting the onus on ECPs and 
vision correction rather than patient behavior 
modifi cation (ie, reduced screen time). 

It is important for all ECPs to look for and 
recognize signs and symptoms of BVDs and 
ocular misalignment and to ask patients 
whether they are experiencing symptoms—
such as dry eye sensation, headaches, and stiff 
neck—that they otherwise might not reveal.

Binocular vision disorders, trigeminal dys-
phoria, and digital eye strain are often thought 
of as issues that fall primarily within the 
purview of optometry, but these conditions are 
equally relevant to ophthalmic surgery. 

For instance, if someone is contact lens–
intolerant but comfortable in glasses because 
of a BVD, it is important to know this before 
performing LASIK or cataract surgery. Thus, it 
is important for general ophthalmologists and 
ocular surgeons to recognize the signs of BVDs 
and work together to ensure that patients are 
referred to a practice that has appropriate 
diagnostic tools to confi rm the diagnosis; then 
contoured prism lenses can be prescribed.

Addressing vision comfort is equally as 
important as addressing vision clarity. To do 
this, we must ask patients whether they are 
experiencing dry eye, frequent headaches, 
and/or neck and shoulder pain. If we don’t 
ask, they may not volunteer this important 
information, and the opportunity to improve 
their quality of life will be lost.

R E F E R E N C E S
1. Digre KB. More than meets the eye: the eye and migraine-what you 
need to know. J Neuroophthalmol. 2018;38(2):237-243. doi:10.1097/
WNO.0000000000000660
2. Miles C, Krall J, Thompson V, Colvard DM. A new treatment for 
refractory chronic daily headache. Neurolens. Accessed October 1, 2021. 
https://f.hubspotusercontent10.net/hubfs/5282963/Neurolens%20
Chronic%20Daily%20Headache%20White%20Paper.pdf
3. Kosinski M, Bayliss MS, Bjorner JB, et al. A six-item short-form 
survey for measuring headache impact: the HIT-6. Qual Life Res. 
2003;12(8):963-974. doi:10.1023/a:1026119331193
4. Yang M, Rendas-Baum R, Varon SF, Kosinski M. Validation of the 
Headache Impact Test (HIT-6) across episodic and chronic migraine. 
Cephalalgia. 2011;31(3):357-367. doi:10.1177/0333102410379890
5. Labhishetty, V. Neurolens: A comprehensive way to treat digital 
(computer) vision syndrome. Neurolens Access date July 15, 2022. 
https://5282963.fs1.hubspotusercontent-na1.net/hubfs/5282963/
White%20Paper%20Booklet/Neurolens%20Symptom%20Relief%20
White%20Paper.pdf

Vance Thompson, MD, 
is a cofounder of Neurolens. He can 
be reached at Vance Thompson 
Vision, Sioux Falls, South Dakota.
vance.thompson@
vancethompsonvision.com

Jeffrey P. Krall, OD, 
is a cofounder of Neurolens and a 
paid consultant. He can be reached 
at Krall Eye Clinic, Mitchell, 
South Dakota.
jeff@kralleyeclinic.com

FIGURE 2. Patient Survey Responses

“Willingness to recommend”
(N = 360)

Strongly agree

56.4%

Agree

26.1%

Not sure

12.2%

Disagree

3.6%

Strongly disagree

1.7%

82.5% of patients are willing 
to recommend contoured 

prism technology 

Images courtesy of Jeffrey P. Krall, OD

Addressing vision 
comfort is equally 
as important as 
addressing vision 
clarity.
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By Karl Ronn

The latest statistics say that 96 million 
Americans—38% of the adult population—have 
prediabetes, or seriously elevated blood glu-
cose, and are at risk for developing type 2 dia-
betes and such associated conditions as heart 
disease, stroke, kidney damage, blindness and 
dementia. That number keeps rising, and the 
self-isolation many had to adopt during the 
pandemic didn’t help. Nor has long COVID: 
emerging research indicates that its effects can 
include prediabetes and type 2. What’s worse, 
more than eight out of 10 people with predia-
betes don’t even know they have it.

The National Diabetes Prevention Program 
(DPP) launched by the Centers for Disease 
Control (CDC) in 2010 has been clinically 
proven to reduce the risk of developing type 2 
by 58%, and by 71% in people over 60. It should 
be a resounding success. Yet despite its being 
covered by Medicare, Medicaid and most major 
health insurance companies, barely half a mil-
lion people have gone through the program. 
That means they may not be making the simple 
lifestyle adjustments to prevent this disease.

So why aren’t more doctors prescribing the 
DPP to patients with prediabetes? Perhaps it’s 
just not available to enough people when and 
where they need it. In addition to complex reg-
ulatory requirements and low reimbursement 
rates for providers, reimbursement rules differ 
for online classes and in-person ones.

Part of the challenge is that the people most 
at risk are often older, have limited incomes, 
live in food deserts, lack 24/7 broadband 
internet service and may not have access to an 
employee assistance program (EAP) or health 
insurance that covers diabetes prevention.

So if we really want to address the higher 
incidence of prediabetes, we must make sure 

the solution is available to those most vulner-
able. There needs to be a greater push to cover 
DPP under Medicare and Medicaid, which 
require a year of in-person classes. Pandemic 
restrictions made online classes a temporary 
necessity, but that was a compromise. Digital 
classes enable back-office automation and 
lower costs, but they can lead to mere auditing, 
instead of the focused engagement that results 
in comprehensive lifestyle changes. In-person 
is truly the gold standard.

The support of others
Health care often assumes that people won’t or 
can’t change their habits. But consumer retail 
is built on the assumption that millions of 
people can be persuaded to change habits and 
shopping preferences in favor of new ones. And 
they do. In the same way, people can change 
their health-related habits.

The DPP is a yearlong program because 
making permanent changes takes time. People 
must be able to alter the cues, triggers, and 
rewards that govern their behaviors and create 
new routines that stick. Making too many big 
changes too quickly is simply not sustainable.

Technology platforms can help with diabetes 
prevention, but a change of lifestyle is not 
a technical problem; it’s a human problem. 
Connections with others make a difference. 
That’s why the in-person DPP has been success-
ful: because it involves coaching, a peer sup-
port group and 12 months of personal action 
planning along all the criteria for success. 
Some people can be equally effective online, 
but the accountability imposed by showing up 
for others involves greater commitment.

A good diabetes prevention program 
embraces and enriches the person’s daily life. 
Participants need hyperlocal, culturally sen-
sitive advice that’s relevant to where they live, 

eat, and shop. The DPP should connect people 
living in the same neighborhood and allow 
them to learn from each other, with facilitation 
from a DPP expert who’s also a member of the 
community. A hyperlocal approach increases 
the chances that participants will feel invested 
and committed, building lasting bonds with 
others on the journey to living a healthier life.

Scaling coaching on demand
A “prescription” is crucial to ongoing enroll-
ment, as people will take prediabetes serious-
ly if a physician they trust explains it to them. 
Many people see their doctors once a year, so 
prescribing DPP is time-sensitive; otherwise, 
demand/interest on the patient’s part will 
fade. As with any prescription, if it’s not filled 
within a couple of weeks, it’s probably not 
going to be used. That’s human nature.

But a physician can’t prescribe what isn’t 
there. The challenge of the in-person DPP 
is to couple the building of demand (among 
participants) with supply (from DPP providers) 
within a short radius of the doctor’s office. This 
finely tuned supply and demand relationship 
has to be achieved simultaneously to reach 
critical mass so that the DPP provider can offer 
cost-effective in-person classes. 

Type 2 diabetes will continue to increase 
unless we can persuade people that sustainable 
lifestyle change is within their reach. To do 
that, physicians need DPP partners to help 
them match supply and demand so they can 
deliver in-person diabetes prevention when 
and where patients need it.  

THE CHALLENGE HOLDING BACK 
DIABETES PREVENTION 

Hint: It’s an in-person, supply-and-demand thing.

From the pages of 

Karl Ronn is founder and CEO of First Mile Care (www.
firstmilecare.com), a preventive chronic care company. He 
is a former vice president of R&D and general manager of 
new business/healthcare for Procter & Gamble. First Mile 
Care is a spinout company from Health2047, the Silicon 
Valley innovation subsidiary of the American Medical 
Association.
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Visit VABYSMO-HCP.com

Please see Brief Summary of VABYSMO full Prescribing 
Information on the following page.
*Dosing Information:
  In nAMD, the recommended dose for VABYSMO is 6 mg (0.05 mL of 
120 mg/mL solution) IVT Q4W for the first 4 doses, followed by OCT and 
visual acuity evaluations 8 and 12 weeks later to inform whether to extend 
to: 1) Q16W (weeks 28 and 44); 2) Q12W (weeks 24, 36, and 48); or 3) Q8W 
(weeks 20, 28, 36, and 44).

   In DME, the recommended dose for VABYSMO is 6 mg (0.05 mL of 120 mg/
mL solution) IVT Q4W for ≥4 doses until CST is ≤325 µm (by OCT), followed 
by treat-and-extend dosing with 4-week interval extensions or 4- to 8-week 
interval reductions based on CST and visual acuity evaluations through 
week 52. Alternatively, VABYSMO can be administered IVT Q4W for the 
first 6 doses, followed by Q8W dosing over the next 28 weeks. 

   Although VABYSMO may be dosed as frequently as Q4W, additional
efficacy was not demonstrated in most patients when VABYSMO was dosed 
Q4W vs Q8W. Some patients may need Q4W dosing after the first 4 doses. 
Patients should be assessed regularly and the dosing regimen reevaluated 
after the first year.

   CST=central subfield thickness; IVT=intravitreal; OCT=optical coherence 
tomography; Q4W=every 4 weeks; Q8W=every 8 weeks; Q12W=every 12 
weeks; Q16W=every 16 weeks. 

   References: 1. VABYSMO [package insert]. South San Francisco, CA: 
Genentech, Inc; 2022. 2. Beovu® (brolucizumab) [package insert]. East 
Hanover, NJ: Novartis; 2020. 3. Eylea® (aflibercept) [package insert]. 
Tarrytown, NY: Regeneron Pharmaceuticals, Inc; 2021. 4. LUCENTIS®

(ranibizumab) [package insert]. South San Francisco, CA: Genentech, Inc; 
2018. 5. SUSVIMOTM (ranibizumab injection) [package insert]. South San 
Francisco, CA: Genentech, Inc; 2022.

INDICATIONS

VABYSMO (faricimab-svoa) is a vascular endothelial growth factor 
(VEGF) inhibitor and angiopoietin-2 (Ang-2) inhibitor indicated 
for the treatment of patients with Neovascular (Wet) Age-Related 
Macular Degeneration (nAMD) and Diabetic Macular Edema (DME).

IMPORTANT SAFETY INFORMATION
Contraindications
VABYSMO is contraindicated in patients with ocular or periocular 
inflammation, in patients with active intraocular inflammation, 
and in patients with known hypersensitivity to faricimab or any 
of the excipients in VABYSMO.
Warnings and Precautions
•  Endophthalmitis and retinal detachments may occur following 
intravitreal injections. Patients should be instructed to report any 
symptoms suggestive of endophthalmitis or retinal detachment 
without delay, to permit prompt and appropriate management. 

•  Increases in intraocular pressure have been seen within 60 
minutes of an intravitreal injection. 

•  There is a potential risk of arterial thromboembolic events 
(ATEs) associated with VEGF inhibition. 

Adverse Reactions
The most common adverse reaction (≥5%) reported in patients 
receiving VABYSMO was conjunctival hemorrhage (7%).
You may report side effects to the FDA at (800) FDA-1088 or 
www.fda.gov/medwatch. You may also report side effects to 
Genentech at (888) 835-2555.

WHERE 2 WORLDS MEET

VABYSMO is a registered trademark of Genentech, Inc., and the VABYSMO logo is a trademark 
of Genentech, Inc. ©2022 Genentech, Inc. 1 DNA Way, South San Francisco, CA 94080-4990. 
All rights reserved. M-US-00013122(v2.0) 07/22

VABYSMO Is the First IVT Injection Approved for 
Q4W-Q16W Dosing Intervals in nAMD and DME1-4*

The First and Only Dual-Pathway Inhibitor in Retinal Disease1-5

Image not intended to be a patient portrayal.
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1 INDICATIONS AND USAGE 
VABYSMO is a vascular endothelial growth factor (VEGF) and 
angiopoietin 2 (Ang-2) inhibitor indicated for the treatment of 
patients with:
1.1 Neovascular (wet) Age-Related Macular Degeneration 
(nAMD)
1.2 Diabetic Macular Edema (DME)

4  CONTRAINDICATIONS
4.1 Ocular or Periocular Infections
VABYSMO is contraindicated in patients with ocular or periocular 
infections.
4.2 Active Intraocular Inflammation
VABYSMO is contraindicated in patients with active intraocular 
inflammation.
4.3 Hypersensitivity
VABYSMO is contraindicated in patients with known hypersensitivity 
to faricimab or any of the excipients in VABYSMO. Hypersensitivity 
reactions may manifest as rash, pruritus, urticaria, erythema, or 
severe intraocular inflammation.

5 WARNINGS AND PRECAUTIONS
5.1 Endophthalmitis and Retinal Detachments
Intravitreal injections have been associated with endophthalmitis 
and retinal detachments [see Adverse Reactions (6.1)]. Proper 
aseptic injection techniques must always be used when 
administering VABYSMO. Patients should be instructed to report 
any symptoms suggestive of endophthalmitis or retinal detachment 
without delay, to permit prompt and appropriate management [see 
Dosage and Administration (2.6) and Patient Counseling Information 
(17)].
5.2 Increase in Intraocular Pressure
Transient increases in intraocular pressure (IOP) have been seen 
within 60 minutes of intravitreal injection, including with VABYSMO 
[see Adverse Reactions (6.1)]. IOP and the perfusion of the optic 
nerve head should be monitored and managed appropriately [see 
Dosage and Administration (2.6)].
5.3 Thromboembolic Events
Although there was a low rate of arterial thromboembolic events 
(ATEs) observed in the VABYSMO clinical trials, there is a potential 
risk of ATEs following intravitreal use of VEGF inhibitors. ATEs are 
defined as nonfatal stroke, nonfatal myocardial infarction, or 
vascular death (including deaths of unknown cause).
The incidence of reported ATEs in the nAMD studies during the 
first year was 1% (7 out of 664) in patients treated with VABYSMO 
compared with 1% (6 out of 662) in patients treated with aflibercept 
[see Clinical Studies (14.1)].
The incidence of reported ATEs in the DME studies during the first 
year was 2% (25 out of 1,262) in patients treated with VABYSMO 
compared with 2% (14 out of 625) in patients treated with 
aflibercept [see Clinical Studies (14.2)].

6 ADVERSE REACTIONS
The following potentially serious adverse reactions are described 
elsewhere in the labeling:
•  Hypersensitivity [see Contraindications (4)]
•  Endophthalmitis and retinal detachments [see Warnings and 

Precautions (5.1)]
•  Increase in intraocular pressure [see Warnings and Precautions 

(5.2)]
•  Thromboembolic events [see Warnings and Precautions (5.3)]
6.1 Clinical Trial Experience
Because clinical trials are conducted under widely varying 
conditions, adverse reaction rates observed in the clinical trials of 
a drug cannot be directly compared to rates in other clinical trials 
of the same or another drug and may not reflect the rates observed 
in practice.
The data described below reflect exposure to VABYSMO in 1,926 
patients, which constituted the safety population in four Phase 3 
studies [see Clinical Studies (14.1, 14.2)].

VABYSMO™ (faricimab-svoa) injection, for intravitreal use
This is a brief summary. Before prescribing, please refer to the full 
Prescribing Information

 Table 1:  Common Adverse Reactions (≥ 1%)

Adverse 
Reactions

VABYSMO
 

Active Control 
(aflibercept) 

AMD 
N=664

DME 
N=1262

AMD 
N=622

DME 
N=625

Conjunctival 
hemorrhage 7% 7% 8% 6%

Vitreous 
floaters 3% 3% 2% 2%

Retinal 
pigment 
epithelial 
teara

3% 1%

Intraocular 
pressure 
increased

3% 3% 2% 2%

Eye pain 3% 2% 3% 3%
Intraocular 
inflammationb 2% 1% 1% 1%

Eye irritation 1% 1% < 1% 1%
Ocular 
discomfort 1% 1% < 1% < 1%

Vitreous 
hemorrhage < 1% 1% 1% < 1%

aAMD only
bIncluding iridocyclitis, iritis, uveitis, vitritis

Less common adverse reactions reported in < 1% of the patients 
treated with VABYSMO were corneal abrasion, eye pruritus, 
lacrimation increased, ocular hyperemia, blurred vision, eye 
irritation, sensation of foreign body, endophthalmitis, visual acuity 
reduced transiently, retinal tear and rhegmatogenous retinal 
detachment.
6.2 Immunogenicity
The immunogenicity of VABYSMO was evaluated in plasma samples. 
The immunogenicity data reflect the percentage of patients whose 
test results were considered positive for antibodies to VABYSMO 
in immunoassays. The detection of an immune response is highly 
dependent on the sensitivity and specificity of the assays used, 
sample handling, timing of sample collection, concomitant 
medications, and underlying disease. For these reasons, comparison 
of the incidence of antibodies to VABYSMO with the incidence of 
antibodies to other products may be misleading.
There is a potential for an immune response in patients treated 
with VABYSMO. In the nAMD and DME studies, the pre-treatment 
incidence of anti-faricimab antibodies was approximately 1.8% 
and 0.8%, respectively. After initiation of dosing, anti-faricimab 
antibodies were detected in approximately 10.4% and 8.4% of 
patients with nAMD and DME respectively, treated with VABYSMO 
across studies and across treatment groups. As with all therapeutic 
proteins, there is a potential for immunogenicity with VABYSMO.

8 USE IN SPECIFIC POPULATIONS
8.1 Pregnancy
Risk Summary
There are no adequate and well-controlled studies of VABYSMO 
administration in pregnant women.
Administration of VABYSMO to pregnant monkeys throughout 
the period of organogenesis resulted in an increased incidence of 
abortions at intravenous (IV) doses 158 times the human exposure 
(based on Cmax) of the maximum recommended human dose [see 
Animal Data]. Based on the mechanism of action of VEGF and 
Ang-2 inhibitors, there is a potential risk to female reproductive 
capacity, and to embryo-fetal development. VABYSMO should not 
be used during pregnancy unless the potential benefit to the patient 
outweighs the potential risk to the fetus.
All pregnancies have a background risk of birth defect, loss, and 
other adverse outcomes. The background risk of major birth defects 
and miscarriage for the indicated population is unknown. In the 
U.S. general population, the estimated background risk of major 
birth defects is 2%-4% and of miscarriage is 15%-20% of clinically 
recognized pregnancies.
Data
Animal Data
An embryo fetal developmental toxicity study was performed 
on pregnant cynomolgus monkeys. Pregnant animals received 5 
weekly IV injections of VABYSMO starting on day 20 of gestation 
at 1 or 3 mg/kg. A non-dose dependent increase in pregnancy 
loss (abortions) was observed at both doses evaluated. Serum 
exposure (Cmax) in pregnant monkeys at the low dose of 1 mg/kg 
was 158 times the human exposure at the maximum recommended 
intravitreal dose of 6 mg once every 4 weeks. A no observed adverse 
effect level (NOAEL) was not identified in this study.

8.2 Lactation
Risk Summary
There is no information regarding the presence of faricimab in 
human milk, the effects of the drug on the breastfed infant, or the 
effects of the drug on milk production. Many drugs are transferred in 
human milk with the potential for absorption and adverse reactions 
in the breastfed child.
The developmental and health benefits of breastfeeding should be 
considered along with the mother’s clinical need for VABYSMO and 
any potential adverse effects on the breastfed child from VABYSMO.
8.3 Females and Males of Reproductive Potential
Contraception
Females of reproductive potential are advised to use effective 
contraception prior to the initial dose, during treatment and for at 
least 3 months following the last dose of VABYSMO.
Infertility
No studies on the effects of faricimab on human fertility have 
been conducted and it is not known whether faricimab can 
affect reproduction capacity. Based on the mechanism of action, 
treatment with VABYSMO may pose a risk to reproductive capacity.
8.4 Pediatric Use
The safety and efficacy of VABYSMO in pediatric patients have not 
been established.
8.5 Geriatric Use
In the four clinical studies, approximately 60% (1,149/1,929) of 
patients randomized to treatment with VABYSMO were ≥ 65 years 
of age. No significant differences in efficacy or safety of faricimab 
were seen with increasing age in these studies. No dose adjustment 
is required in patients 65 years and above.

17 PATIENT COUNSELING INFORMATION
Advise patients that in the days following VABYSMO administration, 
patients are at risk of developing endophthalmitis. If the eye 
becomes red, sensitive to light, painful, or develops a change 
in vision, advise the patient to seek immediate care from an 
ophthalmologist [see Warnings and Precautions (5)].
Patients may experience temporary visual disturbances after 
an intravitreal injection with VABYSMO and the associated eye 
examinations [see Adverse Reactions (6)]. Advise patients not 
to drive or use machinery until visual function has recovered 
sufficiently.

VABYSMO™ [faricimab-svoa] 
Manufactured by:
Genentech, Inc.
A Member of the Roche Group 
1 DNA Way
South San Francisco, CA 94080-4990 
U.S. License No.: 1048
 
VABYSMO is a trademark of Genentech, Inc.
©2022 Genentech, Inc.  
M-US-00013249(v1.0) 2/22
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Helping patients with poor adherence
A meditation on the effects of putting off doctors' orders 

By Benjamin P. Casella, OD, FAAO

There’s an old adage, at least in my neck of the 
woods, that goes like this: Don’t wait till it rains 
to fi x a leaky roof. I was reminded of this when 
I went in for my (ahem) annual physical. The 
truth is that I hadn’t been there since before the 
pandemic. The doctor, who is a friend, asked me 
tongue-in-cheek what I had been doing to check 
on my health in the interim. I said that I had 
been looking in the mirror every now and then 
and saying to myself: “You good?... You’re good.” 
Then I reminded him that he had been suspi-
ciously absent from my exam chair for a while. 
We shared a laugh, and I’m happy to report that 
this optometrist is still in good health.

Do as I say, not as I do
Let us turn our attention to a patient of mine 
who is not quite as fortunate. She is 72 years 
old and comes to see me every 3 or 4 years. 
She has type 2 diabetes, a longstanding history 
of proliferative diabetic retinopathy, chronic 
open-angle glaucoma, systemic hypertension, 
and high cholesterol. She had been seeing a 
retina specialist until he changed locations a 
few years ago. She has undergone a great deal 
of panretinal photocoagulation over the years 
and multiple intravitreal injections of anti-
VEGF. She is a poor historian and is seldom 
taking her glaucoma medications when she 
presents. She is supposed to be applying a 
prostaglandin analogue every night in each eye 
and a β blocker–containing combination drop 
twice daily in each eye. She comes to my offi ce 
because she lives nearby and used to be my 
grandfather’s patient as a child.

Every time she presents, I politely read her 
the riot act about diabetic retinopathy and 
glaucoma: how they can both lead to blindness 
if ignored. Over the years I’ve sent her certifi ed 
letters as well. After documenting what I’ve 
advised and that she has expressed her under-
standing of it, I refi ll her glaucoma medications 

and schedule a consultation with the retina 
clinic. A couple of weeks ago, however, I ended 
up sending her to the emergency department.

She presented on a Tuesday afternoon with a 
red left eye whose pain was reportedly an 8 out 
of 10 and had been present off and on for about 
a month. She had been taking OTC headache 
powder that afforded her little relief and said 
the pain was worst upon waking up. She did not 
notice any change in vision, but when I occlud-
ed the right eye, her acuity had gone from 20/40 
to counting fi ngers at 5 ft. The entering visual 
acuity in the right eye was 20/40+2 with her 
current correction. 

Her visual acuity improved upon pinhole 
testing. Anterior segment examination revealed 
unremarkable lids and lashes, clear corneas, 
deep and quiet anterior chambers, normal iris-
es with no overt neovascularization, and angles 
open to grade 4 per Van Herick technique. The 
left bulbar conjunctiva had grade 1-2 injection, 
and the left eye had an afferent pupillary defect. 

Intraocular pressure (IOP) by means of 
rebound tonometry was measured at 25 mmHg 
in the right eye and 64 mmHg in the left eye. 
Goldmann applanation tonometry values were 
at 24 mmHg in the right eye and 62 mmHg in 
the left eye. Upon gonioscopy, her right eye’s 
angles were found to be open to the ciliary body 
in all quadrants with a fl at iris approach and 
moderate pigment in the trabecular mesh-
work. The left eye’s angles were open to the 
same degree and with the same iris approach. 
However, there was a little bit of blood in each 
quadrant. 

I dilated the patient and uncovered a few dot 
hemorrhages and several microaneurysms in 
the right retina. The left retina was remarkable 
for fl ame-shaped hemorrhages in all quadrants 
of the posterior pole. Of note, the left eye’s 
vertical and horizontal cup-to-disc ratios were 
essentially a 1 (as in the neighborhood of 0.99). 
The nerve fi ber layer was diffi cult to view due to 
the extent of the hemorrhage.

With a working diagnosis of ischemic central 
retinal vein occlusion with neovascularization 
of the angle, I called in a favor to a friend on 
the local medical college faculty. She put me in 
touch with the resident, and we arranged a con-
sultation through the emergency department. 

I asked the patient to call me to report what 
was being done to alleviate her ocular hyper-
tension. As history would predict, I have yet to 
hear from her. My contact at the college told me 
that they had prescribed acetazolamide orally as 
well as pretty much every glaucoma medication 
attainable. My patient had fi lled the prescrip-
tions and had pending consults with the retina 
and glaucoma departments. 

I worried about her. In addition to chronic 
open-angle glaucoma, she has obvious and overt 
cardiovascular compromise. Moreover, given 
her level of optic nerve damage, her visual acu-
ity, and her ipsilateral afferent pupillary defect, 
I would assume that the vision in her left eye is 
essentially gone and that she may be headed for 
a procedure like cyclophotocoagulation if her 
IOP cannot be controlled by other means. After 
all, the only thing worse than a nonseeing eye is 
a nonseeing eye that is in pain. 

I’m going to visit this patient’s home to check 
in and have a friendly conversation about the 
state of her eye health and the importance of 
adherence moving forward. For good measure, 
I’ll bring a rebound tonometer to check her 
IOPs. I’m going to do as much as I can to help 
her preserve the vision in her right eye. I’m also 
prescribing her polycarbonate lenses fulltime. 

Beyond that, I am open to suggestions as to 
how I can best serve this patient. The outcome is 
unfortunate, and is perhaps the result of years 
of poor compliance. I’m trying to learn from this 
encounter, both as a doctor and as a patient. 

Benjamin P. Casella, OD, FAAO, 
practices with his father in Augusta, 
Georgia, in his grandfather’s practice.
bpc81@aol.com
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Presbyopia: The ever-changing 
environment and elusive Holy Grail

By Lynda Charters

A Viewpoints video panel of physicians dis-
cussed the choices that eyecare providers must 
make to manage presbyopia, with emphasis 
on the emerging miotics for presbyopia. 

The panel included S. Barry Eiden, OD, 
FAAO, president and medical director of North 
Suburban Vision Consultants and Eyecare 
Specialties of Illinois in Deerfi eld, Illinois; 
Francis Mah, MD, FAAO, FNAP, director of the 
cornea service and codirector of the refractive 
surgery service at Scripps Clinic in La Jolla, 
California; and Andrew Morgenstern, OD, AAO, 
FNAP, a subject matter expert for Walter Reed 
National Military Medical Center in Bethesda, 
Maryland. All agreed on the toll of presbyopia.

Generally, Mah said, presbyopia affects 
individuals more today because of the exten-
sive use of digital devices in daily activities. 
Patients express a great deal of disability navi-
gating their daily social/work activities. 

An array of presbyopia treatments is available 
to ODs and MDs, including reading glasses, 
bifocals, multifocal contact lenses for monovi-
sion, LASIK, PRK, clear lens extractions, phakic 
intraocular lenses, and miotic drops.

However, Eiden said, the Holy Grail of pres-
byopia treatment remains elusive. 

Mah mentioned that the optimal pres-
byopia treatment must satisfy a demanding 
audience and offer an excellent range of 
vision, durability, and mitigation of adverse 
effects associated with treatments, such as the 
inability of the brain to adapt to monovision 
and the surgical complications. 

The role of miotic eye drops 
Miotics cause pupil constriction, resulting in a 
change in pupil size, Morgenstern explained. 
Because of this change, light behaves different-
ly, ie, it no longer acts as a big wave. “The light 
beams act in parallel, and they have essentially 
an infi nite focal point and don’t blur,” he said. 

This pinhole optic is what causes the eye to see 
better at near.

However, adverse effects may occur, includ-
ing spasms of the ciliary body that cause a ben-
efi cial myopic shift but also headaches or brow 
aches. In addition, the tension that the ciliary 
body causes can result in posterior vitreous 
detachment, retinal tears, or retinal detach-
ment. The goal with development of miotics is 
to eliminate these adverse effects, Mah noted. 

To hit the perfect target, Morgenstern 
discussed the need to constrict the pupil 
suffi ciently to achieve the highest-quality near 
vision possible, thus optimizing the optical 
pathway. A size less than 2 mm is where the 
magic happens. 

Thus far, Eiden pointed out, no commercial-
ly available drugs achieve the 2-mm optimal 
pupil size. “Their effi cacy is limited because 
of the ciliary body effect and the potential for 
other complications,” he said. 

Available miotics
Pilocarpine 1.25% was the fi rst to receive FDA 
approval; another pilocarpine drops 1% is in the 
pipeline with possible approval within the next 
1 to 2 years, according to Eiden. 

Carbachol, brimonidine, or a combination, 
which are strong miotics that affect the ciliary 
body and cause pupillary miosis, are in the 
works, Eiden said.

Mah noted that another drug, aceclidine, 
affects only the pupil sphincter and not the 
ciliary body and that aceclidine seems to be a 
step in the right direction because it has a lon-
ger-lasting effect (10 hours) than the available 
options. The hope is that there is signifi cantly 
less vitreous pull and, therefore, fewer retinal 
detachments from retinal tears.

Recommendations for patients
With the various treatments available, the pan-
elists suggested presenting a menu of options 
that complement each other. Patient and 

physician education are important to obtain the 
best outcomes. 

Mah noted that by the time patients com-
plain to him about their near vision, they have 
already tried glasses. He sees his examination 
as an opportunity to improve their quality of 
life with the treatment options available, albeit 
imperfect, to address presbyopia. 

With refractive surgery, the patient chooses 
distance vision or monovision. In this scenario, 
a miotic agent to address presbyopia may be an 
adjunct to refractive surgery without compro-
mising vision with monovision.

Morgenstern agreed that as an optome-
trist, it is important to inform patients about 
multifocal options for cataract surgery. A daily 
disposable contact or a miotic drop may be 
an option. “Optometry has so much technolo-
gy—great drugs, drops, spectacles, and contact 
lenses,” he said. “We can pair these things 
together for our patients to optimize their 
vision. In some cases, a miotic drop can useful. 
Optometrists have the opportunity to talk about 
these options with patients.”

Morgenstern said that he begins by talking 
with his patients to ascertain their visual 
preferences based on lifestyle and needs. “As a 
team, we make the best decision,” he said.

Mah highlighted the importance of physi-
cian education. “All this innovation is phenom-
enal and overwhelming,” he noted. “As a sur-
geon, I must educate myself about medications, 
contact lenses, and glasses, even though I don’t 
dispense them. Primary eyecare specialists also 
must educate themselves on all the options for 
cataract surgery.”

Eiden concluded, “In this ever-changing 
environment, it is incumbent on us as eye 
care professionals to keep up...and educate 
our patients.”

The full article, 
including references, 
can be found online.

https://www.optometrytimes.com/view/presbyopia-the-ever-changing-environment-and-elusive-holy-grail
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MAKING SENSE OF PRESBYOPIA 
CLINICAL STUDY DATA

Consider the safety and efficacy of new drops and the potential impact on your patients

By Milton M. Hom, OD, FAAO

With the fi rst FDA-approved presbyopia-
correcting drops and a raft of new pharmaco-
logical treatments for presbyopia coming to 
the marketplace soon, it is a good time to start 
paying attention to clinical trial data for 
these products. 

Every company likes to put the most positive 
spin possible on study data—it’s called market-
ing for a reason. But the good news is that all 
of the new presbyopia drops will be held to a 
similar standard by the FDA, making it easier for 
busy doctors to compare safety and effi cacy and 
fi gure out what will work for our patients.

The primary effi cacy end point in clinical 
trials for the fi rst presbyopia-correcting drop 
(Vuity; Allergan)—and likely for all future such 
drops—goes something like this: 

A statistically significant difference between the 
study drug and vehicle (placebo) in the percentage of 
eyes gaining ≥3 lines of distance-corrected mesopic near 
visual acuity, without losing >1 line of distance visual 
acuity, at a prespecified time point after instillation on 
day 30 .

That’s a mouthful! Let’s break that effi cacy 
end point down into each of its components:

Statistical significance
In every clinical trial, investigators must 
demonstrate that the difference between the 
study and placebo groups isn’t due to chance. 
But keep in mind it is possible to have a statis-
tically signifi cant difference that isn’t clinically 
meaningful (or not meaningful enough). 

For example, in one company’s phase 2 study 
of presbyopia-correcting drops, statistical signif-
icance was achieved all the way out to 7 hours. 
Dig a little deeper and the data show that at 4, 
5, and 7 hours, only 22% (or less) of participants 
had the desired near vision improvement.1

A 3-line gain
Presbyopia drop companies and the FDA have 
determined that a gain of 3 lines is clinically 

signifi cant. That’s an important benchmark. 
A patient who gained only 1 line might feel it 

wasn’t worth the cost or effort, or that gain could 
even be a measurement error. But we can feel 
confi dent that most patients would appreciate 
an improvement of 3 lines. Many companies 
are also reporting 2-line gains—and that may be 
meaningful to our patients as well.  

Distance-corrected mesopic near
Exactly how near vision is measured always 
needs to be qualifi ed for it to make much sense. 
Presbyopia-correcting drops are essentially 
being tested in emmetropic or “distance-cor-
rected” conditions. A patient who is wearing 
progressive spectacles or is otherwise not fully 
corrected at distance may not get the same 
effect. Lighting is also a key element because 
to really test these drops, we need to know how 
well they work in dim (mesopic) light. 

At least 1 presbyopia drop company has been 
reporting its early results under photopic con-
ditions, which is not very useful because bright 
light improves near vision. In clinical trials, 
distance from the reading card, lighting condi-
tions, and refractive correction are all standard-
ized. In the real world, there will be much more 
variability in these factors and patients may 
judge the drops better or worse accordingly. 

Maintaining distance acuity
What good would a drop be if it improved near 
vision but compromised distance vision? The 
goal with these presbyopia drops is to provide 
the near gains with no (or minimal) impact on 
distance vision—specifi cally, no more than a 
1-line loss. You’ll hear some buzz about myopic 
shift, but keep in mind that the stability of 
distance vision is “baked in” to the end point 
criteria in these studies.

Hours and days
The bottom line for many of us is how long 
will these drops last. End points have varied 
between hour 3, day 30,2 and up to as long as 

9 to 10 hours after instillation. This will be a key 
point of differentiation once we have multiple 
products available. 

Testing results after a month of daily use is 
also important to give us more confi dence and 
insight into tolerability and safety. Early adopt-
ers have found that patients seem to see better 
and have fewer adverse effects after a few days 
or weeks of use, so it may be important to tell 
patients not to give up if their day 1 results aren’t 
as hoped. 

Adverse e� ects
The elephant in the room with miotic drops 
is retinal detachment (RD). There have been 
reports of RD3,4 and vitreous detachments, but 
these were not reported during clinical trials. 
A prudent approach for patient safety is to con-
duct dilated retinal exams to ensure those with 
preexisting retinal pathologies or other RD risk 
factors such as high myopia can be identifi ed.

Conclusion
We were fortunate enough to participate in 
many of these trials. The patients who par-
ticipated were extremely impressed with the 
concept of topical correction of presbyopia. This 
is an exciting time with new study data for pres-
byopia drops coming out every quarter. 

It is worth following these clinical trials 
with an open mind to see what might be on 
the horizon. But at the end of the day, personal 
experience and patient satisfaction will play the 
biggest role in which ones we recommend.

Milton M. Hom, OD, FAAO, 
is in practice at Canyon City 
Eyecare in Azusa, California. He is 
a consultant to AbbVie/Allergan, 
Bausch + Lomb, Eyenovia, Ocuphire, 
and Visus Therapeutics.
eyemage2@gmail.com 

The full article, 
including references, 
can be found online.

https://optometrytimes.com/view/making-sense-out-of-presbyopia-clinical-study-data
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 1  INDICATIONS AND USAGE 

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

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

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

 8  USE IN SPECIFIC POPULATIONS 
8.1 Pregnancy 
Risk Summary 
There are no available data on Xiidra use in pregnant 
women to inform any drug-associated risks. Intravenous 
(IV) administration of lifitegrast to pregnant rats, from  
premating through gestation day 17, did not produce  

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

By Jason E. Compton, OD, FAAO

Scleral lens fi tting is a portion of our profession 
that has seen dramatic increases over the past 
few years. Although scleral lenses date to the 
1800s,1 their popularity is fairly new.  

According to the Scleral Lenses in Current 
Ophthalmic Practice Evaluation (SCOPE) study, 
more than 54% of current scleral lens prescrib-
ers say they fi t their fi rst lens after 2010 and 
more than 80% after 2005.2  

With the increased popularity comes an 
increased attention by manufacturers to 
provide better, more reliable products. Today’s 
labs have the ability to modify lenses on the 
micron level and alter curves that enable us to 
adequately fi t the most complicated patients. 
Those patients experiencing mild to severe 
keratoconus, pellucid marginal degeneration 
and keratoglobus, and even patients suffering 
from postsurgical complications can fi nd relief 
where they previously had no other option.3  

Unfortunately, the labs have a limitation. If 
we do not provide the lab with accurate data, 
we are possibly hindering their potential for 
success. Increasing effi ciency with these lenses 
is crucial and starts at the very beginning.

Accurate selection of your initial lens can 
go a long way in decreasing unnecessary chair 
time as well as enhancing the probability of a 
successful fi t. Within this article we will review 
2 methods of selecting an initial scleral lens.  

METHOD 1: Profi le viewing
You may fi nd practitioners who recommend 
using keratometry readings as a starting point 
for scleral lens fi tting. However, literature does 
not typically support this, as the relationship 
between keratometry and scleral shape is quite 
weak.4 Scleral lens fi tting is based much more 
on sagittal height and it is diffi cult to extrapo-
late cornea values to understand scleral shape.5  

Alone, corneal topography is helpful in 
determining the overall corneal shape and 

steepest portion of the cornea, but it has its 
limitations. Corneal topography provides no 
data on the scleral landing zone.6

A recent study demonstrated that scleral 
shape is highly asymmetric and that the 
asymmetry is not often the same amount as 
found within the corneal toricity.7 This is clear 
evidence that more information is needed than 
what our keratometers and corneal topogra-
phers are providing.

Understanding the scleral shape is necessary 
when starting the scleral lens fi tting process.  
Measuring a patient’s side profi le without any 
instrumentation is a skill that I have learned to 
enhance over the years.  

This method involves lifting the upper and 
lower lid and evaluating the overall scleral 
shape (Figure 1). Although this method only 
allows you to evaluate the corneoscleral angle 
superiorly and inferiorly, it is an excellent 
starting point in lieu of other instrumentation.

The theory behind this method is rein-
forced by a series of studies performed out of 
Pacifi c University.8 The studies reviewed the 
anatomical angles that are formed beyond the 
limbus.  Although this review was not inher-
ently designed to support profi le viewing, it 
was one of the fi rst studies to quantify the clear 
differences within scleral shape. These are the 
differences that we hope to expose with this 
method of initial lens selection.   

Profi le viewing is a skill that we can learn on 
our own. This method uses the understanding 
that we have to take both the cornea and scleral 
landing zone into consideration when selecting 
an initial lens.  

The fi rst few attempts may require revision 
in bracketing selections as you place various 
diagnostic lenses on the patient’s eye. Once 
you fi nd the correct lens (one that adequately 
vaults the steepest portion of the cornea), 
remove the lens and reevaluate the side profi le.  

Now that the correct sagittal value has been 
found, take a mental image of what that scleral 

sagittal value looks like. This will increase your 
success rate over time. Effi ciency takes a great 
deal of practice, trial, and error. 

A major fl aw with this method is that it is 
heavily reliant on the fi tter’s level of expertise. 
Once you have a lens on an eye, it is up to you 
to accurately assess your fi ndings and forward 
that information to the manufacturer. 

This becomes increasingly challenging when 
dealing with conjunctival irregularities such as 
pinguecula or any type of scleral asymmetry. 
There is much variability beyond the limbus. A 
recent study that evaluated this found that the 
majority of participants, who were prospective 
scleral lens wearers, were asymmetric or irreg-
ular beyond the limbus.8

METHOD 2: Profi lometry
Profi lometry is a method of getting topograph-
ical data about the sclera. This holds valuable 
information for initial lens selection because 

Figure 1. The profi le viewing method of scleral lens 
fi tting involves lifting the upper and lower lid and 
evaluating the overall scleral, allowing for the evaluation 
of the corneoscleral angle superiorly and inferiorly.

1
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the sagittal height and a detailed description 
of the sclera are instantly provided (Figure 2). 
This instrumentation provides quantitative 
data points that can guide your process, mak-
ing initial lens selection seamless. 

There are currently 3 instruments available 
that offer the ability to measure the topography 
beyond the limbus. Two of the designs are 
placido disc-based. Those instruments include 
the Eye Surface Profi ler (Eaglet) and sMap3D 
(Visionary Optics). The placido disc instru-
ments require fl uorescein for image capture.
The third instrument is a rotating Scheimpfl ug 
imaging camera called the Pentacam Corneal 
Scleral Profi le (Oculus).  This provides thou-
sands of data points covering a range of 18 to 
22 mm diameter of the sclera.9–11

Once an image is taken, the software will 
guide you on the best sagittal height and 
peripheral curves before any lens is placed 
on to the eye (Figure 3). If data collection is 
optimal, trial and error is often not required. 
Even new fi tters can enjoy instant success, as 
the algorithms are quite effective in fi nding the 
correct initial lens.

In addition to accuracy, there are other 
advantages to pro-
fi lometry for initial 
lens selection. These 
advantages were high-
lighted during the 
COVID-19 pandemic, 
where reusing diag-
nostic lenses and time 
spent within the offi ce 
became real concerns.  

With the added 
accuracy of initial 
lens selection, prac-
titioners can order 
lenses completely 
empirically and 
perform an over-
refraction on a lens 
designed specifi cally 
for a patient. This 
method also dramat-
ically decreases chair 
time, as the success 
rate for these lenses is 
very high. 

Diameter selection
An equally important factor in initial lens 
selection is around the diameter that will be 
used. Proper diameter selection of the lens 
speaks to the overall purpose and actual defi ni-
tion of a scleral lens.  

The Scleral Lens Education Society recently 
updated the accepted language for the 
defi nition of scleral lenses. Scleral lenses are 
currently defi ned as a lens “fi tted to vault over 
the entire cornea, including the limbus, and to 
land on conjunctiva overlying the sclera.”12  

Selecting the correct diameter for your 
initial scleral lens is a process that can be very 
straightforward. Once you obtain the horizon-
tal visible iris diameter (HVID) for a patient, 
adding 5 to 6 mm is suffi cient to adequately 
land a few millimeters beyond the limbus.

Ready to get started?
Scleral lens fi tting can be a rewarding experi-
ence for both the practitioner and the patient.  
Although this article discussed only 2 methods 
of selecting an initial lens, other viable options 
include ocular coherence tomography13 and 
even impression-based models.14

Regardless of the method that you choose 
for initial lens selection, it is important to 
take a systematic, evidence-based approach 
to ensure success. It goes without saying that 
there is much more to scleral lens fi tting than 
initial lens selection. However, increasing 
effi ciency with this portion of the exam will 
streamline the process and dramatically 
increase your success rate. 

Jason E. Compton, OD, FAAO, 
is the owner of Compton Eye Associates, a 
3-location private practice in the New York City 
area. He is an assistant adjunct faculty for the SUNY 
College of Optometry in New York, New York; is a 
regional trustee for the New York 
State Optometric Association; 
and is president and founder of 
TheRightContact.com, a contact 
lens resource used by eye care 
professionals worldwide.
jcompton@comptoneye.com 

Figure 2. The profi lometry method of receiving 
topographical data about the sclera holds valuable 
information for initial lens selection because it 
instantly provides sagittal height and a detailed 
description of the sclera. 

Figure 3. The Pentacam Corneal Scleral Profi le (Oculus) provides a “Projected 
Final Lens” and “Recommended Trial Lens” using the profi lometry data, 
projecting sagittal height and peripheral curves before a lens is placed on the 
eye. (All images courtesy of Jason E. Compton, OD, FAAO)
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The full article, 
including references, 
can be found online.

https://optometrytimes.com/view/getting-started-methods-of-initial-scleral-lens-selection


N O T  J U S T  A N Y  S O L U T I O N

Complete and long-lasting resolution of NK for most patients*1-4

•  Up to 72% of patients achieved complete corneal healing in clinical trials*†1-3

•  80% of these patients remained healed at 1 year (REPARO trial)*4

* Resolution was evaluated in clinical trials as complete corneal healing, defined as the absence of staining in the lesion area and  
no persistent staining in the rest of the cornea after 8 weeks of treatment and as <0.5-mm lesion staining at 48-week follow-up.1-3

†  Key study findings were after 8 weeks of treatment, 6 times daily. REPARO (Study NGF0212): 52 European patients with 
neurotrophic keratitis (NK) in 1 eye per group; 72% of patients completely healed; vehicle response rate 33.3%.  
Study NGF0214: 24 US patients with NK in 1 or both eyes per group; 65.2% completely healed; vehicle response rate 16.7%.2,3

For the treatment of all stages  
of neurotrophic keratitis (NK) 

Important Safety Information
WARNINGS AND PRECAUTIONS
Use with Contact Lens
Contact lenses should be removed before applying 
OXERVATE because the presence of a contact lens  
(either therapeutic or corrective) could theoretically  
limit the distribution of cenegermin-bkbj onto the area  
of the corneal lesion. Lenses may be reinserted 15  
minutes after administration.
Eye Discomfort
OXERVATE may cause mild to moderate eye discomfort 
such as eye pain during treatment. The patient should  
be advised to contact their doctor if a more serious eye 
reaction occurs.
ADVERSE REACTIONS
In clinical trials, the most common adverse reaction was 
eye pain following instillation which was reported in 
approximately 16% of patients. Other adverse reactions 
occurring in 1% to 10% of OXERVATE patients and more 
frequently than in the vehicle-treated patients included 
corneal deposits, foreign body sensation, ocular 
hyperemia, ocular inflammation and tearing.
USE IN SPECIFIC POPULATIONS
Pregnancy
There are no data from the use of OXERVATE in pregnant 
women to inform any drug associated risks.

Lactation
The developmental and health benefits of breastfeeding 
should be considered, along with the mother’s clinical 
need for OXERVATE, and any potential adverse effects  
on the breastfed infant from OXERVATE.
Pediatric Use
The safety and effectiveness of OXERVATE have been 
established in the pediatric population. Use of OXERVATE 
in pediatric patients 2 years of age and older is supported 
by evidence from adequate and well-controlled trials of 
OXERVATE in adults with additional safety data in children.
INDICATION
OXERVATE® (cenegermin-bkbj) ophthalmic solution 
0.002% (20 mcg/mL) is indicated for the treatment  
of neurotrophic keratitis.
DOSAGE AND ADMINISTRATION
Instill one drop of OXERVATE in the affected eye(s),  
6 times a day at 2-hour intervals for eight weeks.
To report ADVERSE REACTIONS, contact Dompé U.S. Inc. 
at 1-833-366-7387 or FDA at  1-800-FDA-1088 or  
www.fda.gov/medwatch.
Please see the Brief Summary of full Prescribing 
Information for OXERVATE on the following page.
References: 1. OXERVATE® (cenegermin-bkbj) ophthalmic solution 0.002% (20 mcg/mL) [US package 
insert]. Boston, MA; Dompé U.S. Inc.; 2019. 2. Bonini S, et al. Ophthalmology. 2018;125:1332-1343.  
3. Pflugfelder SC, et al. Ophthalmology. 2020;127:14-26. 4. Data on File. Clinical Study Report (NGF0212). 
Dompé U.S. Inc., 2016. 
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See more clinical data 
OXERVATE.com/hcp

https://oxervate.com/hcp/


Brief Summary of full Prescribing Information 
Consult the full Prescribing Information for complete 
product information, available at  
www.oxervate.com/prescribing-information.

INDICATIONS AND USAGE 
OXERVATE® (cenegermin-bkbj) ophthalmic solution 0.002% 
is indicated for the treatment of neurotrophic keratitis. 

DOSAGE AND ADMINISTRATION 
General Dosing Information 
Contact lenses should be removed before applying 
OXERVATE and may be reinserted 15 minutes after 
administration.
If a dose is missed, treatment should be continued as 
normal, at the next scheduled administration.
If more than one topical ophthalmic product is being used, 
administer the eye drops at least 15 minutes apart to avoid 
diluting products. Administer OXERVATE 15 minutes prior to 
using any eye ointment, gel or other viscous eye drops.
Recommended Dosage and Dose Administration

Instill one drop of OXERVATE in the affected eye(s), 6 times 
a day at 2-hour intervals for eight weeks.

WARNINGS AND PRECAUTIONS
Use with Contact Lens

Contact lenses should be removed before applying 
OXERVATE because the presence of a contact lens 
(either therapeutic or corrective) could theoretically limit 
the distribution of cenegermin-bkbj onto the area of the 
corneal lesion. Lenses may be reinserted 15 minutes after 
administration.
Eye Discomfort

OXERVATE may cause mild to moderate eye discomfort such 
as eye pain during treatment. The patient should be advised to 
contact their doctor if a more serious eye reaction occurs.

ADVERSE REACTIONS
Clinical Studies Experience

Because clinical studies are conducted under widely varying 
conditions, adverse reaction rates observed in the clinical 
studies of a drug cannot be directly compared to rates in the 
clinical studies of another drug and may not reflect the rates 
observed in practice.
In two clinical trials of patients with neurotrophic keratitis, 
a total of 101 patients received cenegermin-bkbj eye 
drops at 20 mcg/mL at a frequency of 6 times daily in the 
affected eye(s) for a duration of 8 weeks. The mean age 
of the population was 61 to 65 years of age (18 to 95). The 
majority of the treated patients were female (61%). The most 
common adverse reaction was eye pain following instillation 
which was reported in approximately 16% of patients. Other 
adverse reactions occurring in 1-10% of OXERVATE patients 
and more frequently than in the vehicle-treated patients 
included corneal deposits, foreign body sensation, ocular 
hyperemia, ocular inflammation and tearing.

USE IN SPECIFIC POPULATIONS
Pregnancy

Risk Summary 
There are no data from the use of OXERVATE in pregnant 
women to inform any drug associated risks.
Administration of cenegermin-bkbj to pregnant rats or 
rabbits during the period of organogenesis did not produce 
adverse fetal effects at clinically relevant doses. In a 
pre- and postnatal development study, administration of 
cenegermin-bkbj to pregnant rats throughout gestation and 
lactation did not produce adverse effects in offspring at 
clinically relevant doses.
Lactation 
Risk Summary
There are no data on the presence of OXERVATE in human 
milk, the effects on breastfed infant, or the effects on 
milk production. The developmental and health benefits 
of breastfeeding should be considered, along with the 
mother’s clinical need for OXERVATE, and any potential 
adverse effects on the breastfed infant from OXERVATE.
Pediatric Use 
The safety and effectiveness of OXERVATE have been 
established in the pediatric population. Use of OXERVATE in 
this population is supported by evidence from adequate and 
well-controlled trials of OXERVATE in adults with additional 
safety data in pediatric patients from 2 years of age and older. 
Geriatric Use 

Of the total number of subjects in clinical studies of 
OXERVATE, 43.5 % were 65 years old and over. No overall 
differences in safety or effectiveness were observed 
between elderly and younger adult patients.

NONCLINICAL TOXICOLOGY
Carcinogenesis, Mutagenesis, Impairment of Fertility

Carcinogenesis and Mutagenesis 
Animal studies have not been conducted to determine the 
carcinogenic and mutagenic potential of cenegermin-bkbj.
Impairment of fertility  
Daily subcutaneous administration of cenegermin-bkbj  
to male and female rats for at least 14 days prior to  
mating, and at least 18 days post-coitum had no effect  
on fertility parameters in male or female rats at doses up  
to 267 mcg/kg/day (1709 times the MRHOD). 
In general toxicology studies, subcutaneous and ocular 
administration of cenegermin-bkbj in females was 
associated with ovarian findings including persistent estrus, 
ovarian follicular cysts, atrophy/reduction of corpora lutea, 
and changes in ovarian weight at doses greater than or 
equal to 19 mcg/kg/day (119 times the MRHOD).
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These 5 strategies for hiring, 
training, and retaining 

optometry sta�  are critical 
Your employees are your greatest allies; building a team the right way 

from the very beginning is the foundation of your success

Diana Canto-Sims, OD

How we hire, onboard, and retain staff 
in our optometric practice has changed 
dramatically in this new world. We can 
no longer rely on the methods used 10, 5, 
or even 2 years ago to attract great staff. If 
you still do things the way you did before 
COVID-19, you are probably facing multiple 
challenges. With use of technology, auto-
mation, and a proven 5-step onboarding 
system that is consistent, you will be able 
to hire, train, and retain excellent staff.

Your staff is your ally. Well-trained 
employees will be a pleasure to work with 
daily and will help serve your patients in the 
best possible way. Your practice will stand 
out among competitors if workers are well 
trained, happy, and knowledgeable, and 
provide an excellent customer experience. 
This can also turn your practice into a referral 
powerhouse. When patients are satisfi ed, they 
share that experience with family and friends.

If you want to grow your practice and 
acquire new patients, your staff will play a 
vital role. Hiring the right individuals, giving 
them proper training, and implementing 
strategies for retaining them are essential. 
This process is not a sprint; it is a marathon. 
It will require time, energy, and technology 
that provides automation. Soon, you will be 
on your way to attracting excellent staff. 

Following are some tools and resources to 
help you navigate the onboarding process like 
a pro. It is imperative to know your state and 
federal labor laws to ensure you are not doing 
anything illegal when hiring. You also want 
to be clear and transparent when making a 
job offer, salary offer, or any bonuses. If you 

promised a raise or bonus after a specifi c 
period, make sure you follow through.

STEP 1: Job ad, application, and email 
link for scheduling a phone interview
This step is the most challenging, and sets the 
foundation for attracting your ideal candidate.

Job ad
Your job ad should have a detailed description 
of whom and what you are looking for to 
add to your dream team. When writing the 
description or ad, speak to the staff member 
you want to attract. A generic description or 
ad will speak to many individuals; however, 
it may not attract your ideal candidate. 
Be precise and detailed with your job 
description. Here is an example: “Looking 
for a reliable, punctual stylist optician 
with a passion for fashion in all things 
eyeglasses, sunglasses, and contact lenses.”

Application
Today we have technology that allows 
us to create intake forms and job appli-
cations, as well as links to schedule 
appointments for the day and time you 
choose, automatically sending email or 
text notifi cations and reminders to candi-
dates. Once you set it, you can forget it.

There are many options as far as soft-
ware and apps that allow you to automate 
onboarding. Some of these automated 
systems have free versions that are very 
robust; Acuity Scheduling, Appointy, 
Squarespace Scheduling, and Calendly are 
a few. Remember that paid versions of this 
software send email and text reminders 
to candidates to ensure they do not miss 

the scheduled interview. Technology to 
help you stay organized and on sched-
ule is essential for onboarding staff.

Take advantage of these software sched-
uling platforms to create intake forms and 
job application templates to attach to the 
email you send your candidates. Consistency 
is key. All candidates go through the same 
hiring process. Once candidates have fi lled 
out the online template application you 
created, they can schedule their phone inter-
view at the day and time you have already 
established with the scheduling software.

Phone interview
Pay attention during the phone interview. 
If you are interviewing for a receptionist 
position, ensure the candidate speaks clearly. 
The tone they use during their phone inter-
view with you is the same tone they will use 
when communicating with your patients. 
Once candidates excel in their phone 
interview, they are ready for the next step.

STEP 2: Email link for an 
in-person interview
Once the candidate performs well during 
the fi rst step, they are ready for the in-per-
son interview. In this step, you can create 
a preset calendar with days and times you 
are available for interviewing, using the 
scheduling software. Depending on the 
software, you can also schedule remind-
er emails and texts for candidates.

STEP 3: Training
We offer our candidates paid 4-hour training. 
We schedule this training with clusters of 3 to 
5 candidates who have excelled in the phone 



34 PRACTICAL CHAIRSIDE ADVICEDecember 2022

Name, 
bio.  
email

Indispensables

and in-person interviews. Training in groups 
is effi cient and cost-effective. It also creates a 
sense of urgency to learn processes and proce-
dures quickly and accurately, because candi-
dates feel they are competing for the position.

STEP 4: Training implementation
In this step, candidates show how quickly, 
effi ciently, and accurately they can fol-
low the processes and procedures they 
learned during their training. They also 
highlight how they interact with patients 
and staff. If the candidate excelled during 
training, they move on to the next step.

STEP 5: The discovery session
A discovery session is a meeting with the 
candidate to discover what went well during 
training, what they (and staff members) 

discovered—positive and negative—what 
challenges they faced, and whether they 
are a good fi t for our practice. If all is well, 
we offer them an employee package.

Retaining your excellent sta� 
Global data from McKinsey & 
Company1 state that the top 4 reasons 
for quitting a job between April 2021 
and April 2022 were as follows:

1. 41% of employees quit due to a lack of career 
development or advancement.
2. 36% quit due to inadequate total compensa-
tion or pay. 
3. 34% quit due to uncaring and uninspiring 
leaders. (Hint: You are the leader.)
4. 29% quit due to the lack of meaningful work.
To retain your employees, you must train 

them well and ensure they feel empowered 

to do meaningful work. Please ensure you 
pay them well and offer benefi ts such as 
paid time off and fl exibility. Lastly, assure 
them that you have their back as their leader, 
and they know you care about them.

R E F E R E N C E
1. De Smet A, Dowling B, Hancock B, Schaninger B. The great attrition is 
making hiring harder. Are you searching the right talent pools? McKinsey 
& Company. July 13, 2022. Accessed November 9, 2022. https://www.
mckinsey.com/capabilities/people-and-organizational-performance/
our-insights/the-great-attrition-is-making-hiring-harder-are-you-
searching-the-right-talent-pools

Diana Canto-Sims, OD, 
is CEO and founder of La Vida 
Eyewear. She is in practice with 
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If you identify new or changing signs or symptoms, consult 
with an eye doctor who specializes in TED right away.1,7

For patients with Graves’ disease (GD), Thyroid 
Eye Disease (TED) may be hiding in plain sight.1,2

Up to 50% of patients with GD may develop TED, a separate 
and distinct disease which can progress if left untreated. 
Look out for the early signs and symptoms3-6:

© 2022 Horizon Therapeutics plc DA-UNBR-US-00303-2-B 10/22

If you identify new or changing signs or symptoms, consult 

Look out for the early signs and symptoms

■  Proptosis ■  Sensitivity to light
■  Diplopia ■  Grittiness
■  Dry eyes ■   Pain or pressure behind the eyes

Visit TEDimpact.com to fi nd a TED Specialist 

References: 1. Barrio-Barrio J, Sabater AL, Bonet-Farriol E, Velázquez-Villoria Á, Galofré JC. Graves’ ophthalmopathy: VISA versus EUGOGO classifi cation, assessment, and management. J Ophthalmol. 
2015;2015:249125. 2. Bothun ED, Scheurer RA, Harrison AR, Lee MS. Update on thyroid eye disease and management. Clin Ophthalmol. 2009;3:543-551. 3. Bahn RS. Graves’ ophthalmopathy. N Engl J Med. 
2010;362(8):726-738. 4. Bartalena L, Krassas GE, Wiersinga W, et al. Effi  cacy and safety of three different cumulative doses of intravenous methylprednisolone for moderate to severe and active Graves’ orbitopathy. 
J Clin Endocrinol Metab. 2012;97(12):4454-4463. 5. Patel A, Yang H, Douglas RS. A new era in the treatment of thyroid eye disease. Am J Ophthalmol. 2019;208:281-288. 6. Ponto KA, Pitz S, Pfeiffer N, Hommel G, Weber 
MM, Kahaly GJ. Quality of life and occupational disability in endocrine orbitopathy. Dtsch Arztebl Int. 2009;106(17):283-289. 7. Ross DS, Burch HB, Cooper DS, et al. 2016 American Thyroid Association guidelines for 
diagnosis and management of hyperthyroidism and other causes of thyrotoxicosis. Thyroid. 2016;26(10):1343-1421.
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Free your patients with OPTI-FREE®

Puremoist®, Alcon’s #1 doctor 
recommended, multi-purpose 
solution.1 Its dual-disinfecting 
formula cleans while the 
HydraGlyde® Moisture Matrix 
moisturizes, for comfort that 
lasts from morning ‘til night.2–4
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THEIR DAY
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