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extremely rare condition. 
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“THE ORIGINAL MEMORY METAL” 
Flexon Eyewear is an American brand founded in 1988 by Marchon Eyewear. Flexon’s memory 
metal material is a metal alloy comprised of titanium and nickel which unlike other metals, can  
“remember” and return to its original set shape.

FLEXON EYEWEAR IS BORN 
Marchon Eyewear patented the Flexon material and launched the first large-scale application of 
Flexon optical frames in 1988, with the AutoFlex Collection. In 1991 Marchon launched the Flexon 
Eyewear Collection geared toward a younger male with more progressive designs. By 1997 Flexon 
became a global brand which includes men’s, women’s and children’s frames. 

Since its launch Flexon has become the #1 Optical frame in US and has changed the world of eye-
wear with its unique attributes, utilizing Japanese materials and technology. Flexon frames are lighter, 
stronger and more comfortable than any of its competitors. From simple classic designs to edgy styles 
the original memory metal frames appeal to the widest range of men, women and children. 

BENEFITS OF FLEXON 
BETTER FIT. DURABILITY. GREATER COMFORT. 

BETTER FIT 
Flexon is used in the bridge, top bar and temples of frames. This allows frames to keep the shape 
originally set by the dispenser. Once fit, they stay fit – putting an end to frames that stretch out of 
shape, slide down the nose and sit unevenly.

Flexon temples are the spring hinge without the spring. The temples take the stress, not the endpiece. 
In the bridge and temples, Flexon prevents fronts from twisting out of shape.

DURABILITY
Conventional metals will kink or break if bent back and forth even a few times. But Flexon temples can 
be bent back and forth literally hundreds of times without breaking. Although, not indestructible, the 
benefits of frames made with Flexon are improved fit, comfort and durability over standard frames.

GREATER COMFORT
Flexon is 25% lighter in weight than metals conventionally used in frames. And it’s stronger. So Flexon 
frames require less material for equivalent strength. The result? Flexon frames weigh less than conven-
tional metal frames, and are a lot more comfortable.

www.flexon.com
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An Exam Lane on Your 
Smartphone

What if your entire exam 
lane could fi t in your 
pocket? Where would 

you go with it? Perhaps you’d 
take it to the remotest parts of the 
world where it’s too diffi cult to 
transport all the usual equipment 
to perform eye exams? 

That’s the idea behind Peek (por-
table eye examination kit), which 
packs a range of ophthalmic tests 
into a typical smartphone. 

The goal: To allow trained per-
sonnel (not necessarily eye doctors) 
to take detailed diagnostic evalu-
ations of people in all areas of the 
world who might otherwise never 
have access to an eye exam. 

Developed by a team in the UK, 
Peek combines a mobile app and a 
clip-on eyepiece to provide a num-
ber of optical tests and ophthalmic 
evaluation procedures. “Peek can 
diagnose blindness, visual impair-
ment, cataracts, glaucoma, macular 
degeneration, diabetic retinopathy 
and other retinal and optic nerve 
diseases, and crucial indicators of 
brain tumor and hemorrhage,” the 
developers stated in a news release. 

The device is not yet available, 
but is being fi eld tested in Kenya, 
Antarctica and Scotland. 

“Preliminary results show it is 
effective at picking up conditions 
such as optic disc cupping, pale 
nerves and swollen nerves,” says 
one of Peek’s head developers, oph-
thalmologist Andrew Bastawrous, 

MRCOphth, of the London School 
of Hygiene & Tropical Medicine. 

The device not only performs 
eye tests, it stores each patient’s 
contact information and GPS data. 
This information is integrated with 
Google Maps, creating a novel way 
to follow up and treat patients in 
far-fl ung regions. 

It’s not intended to be used by 
the general public to self-diagnose. 
“Peek does not replace an exami-
nation by a trained health care pro-
fessional,” Dr. Bastawrous says. 

The inventors hope to release 
Peek next year. It currently runs on 
Android 4.0, but they anticipate it 
will be available for use across all 
platforms. They expect the app to 
be widely available and probably 
free, and the clip-on hardware to 
be sold at a reasonable cost. 

Eye doctors who want to 
beta-test Peek (and are willing to 
provide feedback) before its offi cial 
release can contact the developers 
through the Peek website: www.
peekvision.org. 

IN THE NEWS

Bausch + Lomb launched a refor-
mulated version of its PreserVision 
AREDS 2 Formula eye vitamins at 
the 2013 American Society of Retina 
Specialists Annual Meeting in late 
August. This reformulated version was 
updated to match the latest nutritional 
supplement recommendations from 
the Age-Related Eye Disease Study 
2 (AREDS2). A daily dose of the revised 
PreserVision AREDS 2 Formula provides 
500mg vitamin C, 400IU vitamin E, 
10mg lutein, 2mg zeaxanthin, 80mg 
zinc and 2mg copper. The most notable 
change from the original 2010 formula-
tion was the elimination of 1,000mg of 
omega-3 fatty acids. 

Oral beta-carotene supplementation 
improves visual function in patients 
with retinitis pigmentosa (RP), ac-
cording to a study in August’s JAMA 
Ophthalmology. Israeli researchers 
found that 34.5% of patients treated 
with beta-carotene exhibited a sig-
nifi cant improvement in dark-adapted 
maximal b-wave amplitude compared 
to zero patients treated with a placebo. 
Beta-carotene may represent a new 
therapeutic approach for some patients 
with RP, the investigators concluded.

The FDA has approved Tivicay (dolute-
gravir, GlaxoSmithKline), a once-daily 
drug for the most common form of HIV. 
Classifi ed as an integrase inhibitor, 
Tivicay blocks the virus from entering 
healthy cells. The drug is indicated 
to treat infected adults as a fi rst-line 
therapy, or may be prescribed to estab-
lished HIV patients who have previously 
tried other agents. Additionally, Tivicay 
may be prescribed to HIV+ children 
ages 12 and older. 

V O L .  1 5 0  N O .  9  ■  S E P T M E B E R  1 5 ,  2 0 1 3

New app might make taking an eye exam almost as easy 
as making a phone call. By John Murphy, Executive Editor

Mobile app puts full exam in your hand. 
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CLEAR CARE® 
Cleaning & Disinfecting Solution
For more information, contact your sales representative today.

The gold standard in peroxide cleaners, CLEAR CARE® 
Solution is proven to give your patients more by leaving 
them with less residual H2O2 than they can feel.

WHEN IT COMES TO 
RESIDUAL PEROXIDE,
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CLEAR CARE® Solution1
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Trust the unique formula of CLEAR CARE® Solution 
to leave even your most sensitive patients with pristine 
clean and irritant-free comfort.
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News   Review

A bill that would expand 
optometrists’ scope of prac-
tice in California has been 

shelved—at least for this year.
State senator and optometrist Ed 

Hernandez (D-West Covina) pulled 
Senate Bill 492 for this legislative 
session, and will instead push for its 
passage in 2014.

The bill would expand the role of 
optometrists to permit treatment of 
certain systemic diseases, including 
diabetes mellitus, hypertension and 
hypercholesterolemia. It would also 
authorize ODs to use all therapeutic 
pharmaceutical agents approved by 
the Food and Drug Administration, 
as provided. Additionally, the bill 
would remove limitations on the 
types of diagnostic tests an optom-

etrist could order.
“This bill mat-

ters,” Sen. Her-
nandez says. “It is 
important that we 
provide Californians 
with greater access 
to quality care. I will 
continue listening 
to stakeholders, but 
I expect to get this 
legislation into law.”

Sen. Hernandez 
also sponsored two 
separate bills this 
year to expand the scope of practice 
for other medical professionals, 
with an aim toward providing bet-
ter access to health care for more 
Californians. 

“This legislation will 
increase access to criti-
cal care for millions of 
Californians, and we are 
pleased that it passed the 
Senate,” says California 
Optometric Association 
President Fred Dubick, 
OD. “It is a two-year 
bill, which is consistent 
with every advancement 
of scope bill we have 
run in the past decade. 
Our discussions in the 
Assembly have been 

positive. We will continue to work 
with stakeholders in the interim 
with the expectation that the bill 
will go to the governor for signature 
at the end of session.”

Optometry Bill Stalls in California

Statin use 
significantly 
decreases an 

individual’s risk of 
cataract develop-
ment, according to 
research presented 
at the European So-
ciety of Cardiology 
Congress in Amster-
dam, Netherlands. 

In a meta-analysis 
of 13 clinical trials, John B. Kostis, 
MD, professor at the Robert Wood 
Johnson Medical School in New 
Brunswick, NJ, and associates 
investigated the incidence of cata-
ract development in nearly 2.4 mil-
lion patients on statin therapy. The 
mean age of the total study popula-
tion was 61 years. 

The researchers concluded that 
patients who remained on statin 

therapy for an aver-
age of 54 months 
were approximately 
20% less likely to 
develop cataracts 
than those with no 
history of statin use. 

Further, the 
research indicated 
that the longer 
patients remained on 
statin therapy, the 

less likely they were to develop cat-
aracts. More specifically, patients 
who received statin treatment for 
six months exhibited a 10% risk 
reduction for cataractogenesis, 
whereas those who used statins for 
14 years experienced a 55% risk 
reduction. 

Interestingly, the overall inci-
dence of cataractogenesis varied 
dramatically depending upon 

patient age. “Our analysis shows 
that people in their 40s who use 
statins have a 50% lower chance of 
getting cataracts. For people in their 
70s, risk is lowered by just 10%,” 
Dr. Kostis said. So, “it is possible 
that the two processes [aging and 
statins] work in parallel or interac-
tively.” 

This research shows statins are 
not only safe, but useful against cat-
aracts. “There is persistent concern 
among physicians and other health 
care providers about the possible 
cataractogenicity of statins,” said 
Dr. Kostis. However, “our findings 
dispel worries about the safety of 
statins when it comes to cataracts, 
and lends additional support to 
long-term statin use.” 
Kostis JB, Dobrzynski JM. Statins prevent cataracts: a meta-
analysis. Presented at the European Society of Cardiology 
Congress 2013. August 31-September 4; Amsterdam, 
Netherlands. 

Statins Prevent Cataracts, Study Says

Sen. Ed Hernandez, OD, 
plans to revive California’s 
optometric bill in 2014. 

The longer patients use statins, 
the less likelihood of cataracts. 
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Novel pharmacological 
agents known as opsin-
amides could potentially 

be used to help patients who suffer 
from light-sensitivity associated 
with migraine headaches, according 
to a study in the August 25 online 
version of Nature Chemical Biol-
ogy. 

These sulfonamide-derived 
compounds inhibit the function of 
melanopsin, a photopigment found 
in retinal ganglion cells that helps 
regulate circadian rhythms and 
pupillary light reflex. The research-
ers noted that melanopsin-based 
receptor activity is largely respon-
sible for triggering light sensitivity 
in cases of migraine headache. 

In a rodent study, the researchers 
evaluated hundreds of chemicals to 
determine if any effectively blocked 
melanopsin, but did not inhibit 
the function of similar receptors 

responsible for visual processing. 
After extensive testing, they deter-
mined that in vivo administration 
of opsinamides prevented a normal 
pupillary response when the mice 
were exposed to bright light. Fur-
ther, the opsinamides appeared to 
have no effect on mice that were 
lacking melanopsin, indicating that 
the compounds were specifically 
targeting the intended receptors.

“There are many people who 
would like to work when they 
have migraine pain exacerbated 
by light,” says lead author Satchi-
dananda Panda, PhD, associate 
professor at the Regulatory Biology 
Laboratory of the Salk Institute in 
La Jolla, Calif. “If these drugs could 
stop the light sensitivity associated 
with the headaches, it would enable 
them to be much more productive.” 
Jones KA, Hatori M, Mure LS, et al. Small-molecule antago-
nists of melanopsin-mediated phototransduction. Nat Chem 
Biol. 2013 Aug 25. [Epub ahead of print]

New Sulfa Drug Could 
Control Migraines

Nobel Prize-winning Scientist Developing ‘AMD Glasses’
When the wife of Walter Kohn, PhD, began developing age-related macular degeneration, 
the Nobel prize-winning chemist of the University of California Santa Barbara invented a 
novel method for precisely measuring the visual distortions experienced by individual AMD 

patients. Now, Dr. Kohn is developing 
eyeglasses and computer aids to correct 
these distortions.

To do so, patients view a standard 
Amsler grid (which appears distorted to 
their eyes). Using a computer mouse or 
a touch screen and specialized software, 
patients reconstruct the Amsler grid so 
it appears undistorted. This data is used 
to perfectly correct a pair of customized 
lenses for an individual’s eyeglasses, for 

example. Other potential tools include interactive software to allow images and text to be 
viewed on a computer screen without distortion, or a handheld device (such as a smart-
phone or tablet) that can correct for distortions while scanning a scene, image or text. ■

AMD-distorted 
image.  

Distortion 
corrected. 
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Letters to the   Editor

(        )Finding Flaws in the Formula
Regarding AREDS2 (“What to Do With 

AREDS2?” June 2013), there are two fl aws in the 
study that I am aware of. 

The researchers eliminated beta-carotene. If the 
researchers used the same form of beta-carotene 
found in the Bausch + Lomb AREDS1 formula, they 
employed synthesized beta-carotene rather than the 
natural form of the ingredient. Studies have shown 
that the natural form of beta-carotene does not have 
the same consequences in smokers that the synthe-
sized ingredient causes.

 Also, as for the results with fi sh oil, if the investi-
gators used the ethyl ester form (the most common 
form) rather than the triglyceride form, their results 
might have been quite different. I recommend only 
the triglyceride form of fi sh oil to my patients.

—E. Michael Geiger, OD
Delray Beach, Fla.

Distinction of Dua’s Layer
We read with interest your article “More Details 

on Dua’s Layer of the Cornea” (July 2013) with the 
subtitle: “Perhaps discovered two decades ago, its 
meaning for primary eye care is unsure.” 

In the body 
text of the 
article, one 
comment drew 
our attention: 
“Incidentally, 
Dr. Dua may not 
have been the 
fi rst to report 
this layer. A 
paper published 
in 1991 by 
Perry Binder, 
MD, describes 
a network of 
fi bers located at the interface of the posterior stroma 
and DM, although it was not identifi ed as a distinct 
corneal layer.” Dr. Binder’s elegant work on the ul-
trastructure of the anterior and posterior cornea has 
been misquoted. Dr. Binder’s study reported hitherto 
unknown attachments between the Descemet’s mem-
brane and the posterior stroma.1 This is a different 
plane to the one we have reported, which is between 
6µm to 15µm anterior to the Descemet’s membrane.2

A careful read of both papers will make this distinc-
tion clear. ■

—H.S. Dua, MD, PhD; Lana Faraj, MD, MSc; 
Dalia Said, MD, FRCS; Trevor Gray, MSc; 

James Lowe, MD, FRCPath
The University of Nottingham

Nottingham, UK

1. Binder PS, Rock ME, Schmidt KC, Anderson JA. High-voltage electron microscopy of normal 
human cornea. Invest Ophthalmol Vis Sci. 1991 Jul;32(8):2234-43.
2. Dua HS, Faraj LA, Said DG, Gray T, Lowe J. Human corneal anatomy redefined: a novel pre-
Descemet’s layer (Dua’s layer). Ophthalmology. 2013 Sep;120(9):1778-85.

Sight   Gags
By Scott Lee, OD

Dr. Binder’s elegant work on the 
ultrastructure of the anterior and posterior 

cornea has been misquoted ... This is a 
different plane to the one we have reported, 
which is between 6µm to 15µm anterior to 

the Descemet’s membrane.

Dua’s layer is located 6µm to 15µm 
anterior to Descemet’s membrane.
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50 Why Dry Eye Trials
Often Fail

From disease variability to confounding underlying conditions, 
there are countless reasons why new dry eye drugs have come 
up short in FDA testing. 
By Paul M. Karpecki, OD, Co-Chief Clinical Editor

61 A Lifetime of
Dry Eye

Dry eye can strike patients of any age. Do you know the subtle 
signs and symptoms to look for, and the particular treatments to 
provide, among patients of different ages?
By Cheryl G. Murphy, OD, Contributing Editor
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reached a new era in comfort.

The First and Only Water Gradient Contact Lens

UNIQUE WATER GRADIENT
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WATER CONTENT (%)

Ultrasoft, hydrophilic surface 
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exceptional lubricity

LASTING LUBRICITY
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and core water contents, 
optimizing both surface 
and core properties1

UNIQUE WATER GRADIENT

Enlarged Water GradientContact Lens Cross-Section

Lasting lubricity for 
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PERFORMANCE DRIVEN BY SCIENCE™

Let your patients experience the DAILIES TOTAL1® contact lens difference today.

*In vitro measurement of unworn lenses
1. Thekveli S, Qiu Y, Kapoor Y, Kumi A, Liang W, Pruitt J. Structure-property relationship of delefi lcon A lenses. Cont Lens Anterior Eye. 2012;35(suppl 1):e14.
2. Based on the ratio of lens oxygen transmissibilities among daily disposable contact lenses. Alcon data on fi le, 2010.
3. Alcon data on fi le, 2011.
4. In a randomized, subject-masked clinical study, n=40. Alcon data on fi le, 2011.
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DAILIES TOTAL1® Water Gradient Contact Lenses feature an 
increase from 33% to over 80% water content from core to 
surface1* for the highest oxygen transmissibility,2 and lasting 
lubricity3 for exceptional end-of-day comfort.4
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Consider Extended Wear for Patients 
Who Sleep in Their Contact Lenses

So your patients are sleeping in their 
contact lenses. For patients who are 
good candidates for overnight wear, 

fi t them in a lens that best fi ts their lifestyle 
and needs. Changing a patient’s habits may 
be near impossible, but it’s easy to change 
their lenses, especially since the FDA has 
approved certain lenses for extended wear. 
Here, we’ll take a look at how to choose 
the right candidates for extended wear.

Know Who to Target
Advances in extended wear contact 

lens technology have led us to a lens that 
is better for continuous wear due to its 
high Dk/t and deposit resistance: the 
AIR OPTIX® NIGHT & DAY® AQUA 
(lotrafi lcon A) contact lens. ODs can also 
help reduce any risks by taking a careful 
approach to patient selection and wearing 
recommendations. First and foremost, we 
need to identify which patients are sleeping 
in their lenses. However, don’t just ask 
them directly. Instead, while you have them 
behind the slit lamp (a.k.a. lie detector), ask 
how often they fall asleep in their lenses. 

A patient who doesn’t sleep in his lenses 
will answer quickly, but a patient who 
does sleep in his lenses will pause before 
answering, and his eyes will change gaze 
(usually looking up to the side of the brain 
that calculates numbers) while he tries to 
fi gure out how often he actually does sleep 
in his lenses. You’ll be surprised at how 
this method reveals a much more accurate 
picture of the patients in your practice 
who sleep in their lenses.

Once I have revealed a patient who 

sleeps in his contact lenses, I always 
point out the positives of his contact lens 
modality along with what he can do for 
the best results.

Th e Case for Continuous Wear
I tell my patients that my preference 

is daily disposable contact lens wear, but 
that this modality is not appropriate for 
over night wear. So, if they do tend to 
sleep in their lenses, then I recommend 
fi tting them in a lens option that is better 
for their lifestyle—one that has excellent 
lipid deposit resistance and promotes 
compliance: the AIR OPTIX® NIGHT 
& DAY® AQUA contact lens. 

Once I fi t a patient with AIR OPTIX® 
NIGHT & DAY® AQUA contact lenses, 
I review the following basic rules of 
continuous wear:

For extended or continuous wear lenses, 
I have found that educated, informed 
patients help me do a much better job 
of successfully fulfi lling their needs 
while providing a healthy alternative. A 
study by Schein, et al. has given us great 
evidence-based science that shows that 
a patient can have healthy extended/

continuous wear in their contact lenses.1

Th is rigorous post-market surveillance 
study of 6,000+ lotrafi lcon A contact 
lens wearers showed less than 0.04% 
incidence of microbial keratitis resulting 
in reduction of visual acuity (<4 out of 
10,000 patients),1 a low 0.18% overall 
annual rate of presumed microbial 
keratitis (18 out of 10,000 patients)1 and 
lower rate of presumed microbial keratitis 
with ≥3 weeks continuous wear vs. <3 
weeks (p=0.02).1

Proof in Practice
Primary care optometrists must accept 

the reality that a good portion of our 
contact lens wearers sleep in their lenses, 
whether we approve them to do so or not. 
It is our charge to know who these patients 
are and to fi t them in a lens appropriate for 
their lifestyle and approved for their lens 
wearing behavior.

In fi tting the AIR OPTIX® NIGHT 
& DAY® AQUA contact lens as my lens 
of choice for all patients who sleep in 
their contact lenses, I have found a huge 
clinical benefi t in patients not touching 
their eyes. Th e patients who fare the best 
in my practice are the 30-day continuous 
contact lens wearers who only need to 
handle a lens and touch their eye 12 
times a year!

Reference: 1. Schein OD, McNally JJ, Katz J, et al. The 
incidence of microbial keratitis among wearers of a 30-day 
silicone hydrogel extended-wear contact lens. Ophthalmology. 
2005;112(12):2172–9.

Pamela Lowe, OD, is the owner and director of Professional Eye Care Center, Inc., in the greater Chicago area.ADVERTORIAL

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

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

•  Never sleep in contact lenses if eyes 
are exposed to any swimming or 
hot tub water sources without fi rst 
properly disinfecting them.

•  Never wear lenses longer than the 
FDA-approved time of 30 days.

•  If any issues arise, contact your 
optometrist.
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Whenever I go to the mov-
ies, I feel bad for the kid 
who works the counter 

at the concession stand. Appar-
ently they’re all forced to deliver 
the same spiel to each and every 
person, hawking some fast food 
special that the theater assumes—
based on zero evidence—customers 
will consider a newfound delicacy.

“Welcome to Regal Cinema,” 
the listless teen will say with uncon-
cealed boredom. “Would you like 
to try our jalapeño and onion pret-
zel bites with Chili Cheez Whiz?” 
No, thanks. That sounds revolting. 
More importantly, it’s not what I 
just waited in line 15 minutes to 
order. I know what I want—your 
tepid sales pitch is definitely not it.

Is this how you feel your patients 
will react if you mention some of 
the pricier products you dispense at 
the practice? It’s a common refrain: 
despite relying on optical dispens-

ing to generate the bulk of their 
practice revenue, optometrists have 
an uneasy relationship with the 
‘sales’ encounter. But too much def-
erence to a perceived impropriety 
might actually deprive a patient of 
an outcome they hoped to achieve 
by visiting you in the first place.

So, what does the movie conces-
sion kid get wrong? At least three 
things. First, he assumes I want his 
recommendation. I do not. In what 
way is he an expert on the matter? 
Second, he fails to customize the 
experience to me. A one-size-fits-all 
sales pitch shows obvious lack of 
concern for the individual’s unique 
needs and interests. Third, he does 
not convey value. Nothing he 
tells me convinces me that adding 
another item or switching my order 
is in my best interest. 

Optometrists, by contrast, are 
experts whose recommendations 
are highly valued, and who devote 

the entire encounter to identifying 
the patient’s unique needs. So, I 
think it comes down to that third 
item—the ability to communicate 
value—that separates high-volume 
practices from the less robust ones.

As emphasized in this month’s 
feature on competing with online 
retailers (see page 36), perceived 
value is the key driver of buying 
decisions. Patients will price shop 
if you’ve given them no compelling 
way to differentiate your services 
from cut-rate discounters.

That also might explain why 
ODs don’t do better with daily dis-
posable lenses, recommending them 
for only about 15% of their single 
vision soft lens fits, according to 
data from Kantar Media Healthcare 
Research’s 2013 Eyecare Reader-
ship report. When the convenience 
and health benefits are communi-
cated clearly, patients will be recep-
tive and it won’t feel like a sales job.

You’ll find plenty of creative 
ideas from your colleagues in our 
Dispensary Report this month. For 
instance, Justin Bazan, OD, uses 
a UV meter to test the safety (or 
lack thereof) of the patient’s sun-
glasses as a way to stress the value 
of better products. And Lorraine 
Labiento Smith, OD, noticed that 
petite women kept trying on the 
kids’ frames at her practice—so, 
she started promoting that!

Opportunities for healthier 
patients—and revenue—abound 
once you give up the notion 
that ‘sales’ is a four-letter word. 
Thumbs up to that. Make some 
popcorn and dig in. ■

Value your services appropriately—and patients will do the same. 
By Jack Persico, Editor-in-Chief

From the Box Office to Your Office

Eye-opening Data
Just how routine is “routine dilation”? It varies considerably. When asked how often they 
dilate patients during comprehensive exams, the optometrists polled by Kantar Media 
diverged widely in their practice patterns. The mean response was 55.6% of exams, but 
the distribution follows a bimodal curve, with peaks at both the 21-30% and 91-99% 
ranges. Just 7% of respondents said they dilate 100% of their patients. Note that the ques-
tion specified ‘comprehensive’ exams.

In our own recent survey of Review of Optometry readers, we found greater affinity for 
routine dilation in patients with diagnosed cases of glaucoma or diabetes. Readers told us 
that 74% dilate such patients at least annually and another 20% do so commensurate with 
the level of disease severity. It’s encouraging to see that optometrists recognize the impor-
tance of routine dilation in the presence of pre-existing pathology, but a sizable number are 
still not on board with routine dilation being part and parcel of a comprehensive exam. 

To rediscover your enthusiasm for this essential service, and improve your technique, 
be sure to check out “Put the ‘Fun’ Back in Funduscopy” on page 58 this month. It’s the 
second installment of our series on the ‘lost arts’ of optometry. Enjoy!
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Optometry’s Wisest Words
“It ain’t a rare zebra if a horse is in your chair.” Optometry has many such colorful 
and wise sayings, most of which I forget. Here are some more! By Montgomery Vickers, OD

M ost of us old timers 
built our success on our 
understanding of tried 

and tested words of optometric 
wisdom. So, as summer ebbs and a 
new optometry school year starts, 
please allow me to remind you, in 
no particular order, of... 

Optometry’s wisest words!
• “7 and 4 and out the door.”

Hmm, this one may not work any-
more as technology and the evolu-
tion of medical eye care require us 
to do more than just refraction and 
retinoscopy. On the other hand, 
I ain’t giving up refractions to 
anybody in my office. It’s the only 
thing I do better than they do!

• “Anesthetic first, gonioscopy 
second.” Try it the other way once 
and you’ll never forget. I did and I 
don’t. 

• “Read the red-capped bottle 
before using.” Sure, atropine is a 
great dilator, but your patient may 
actually have to go to work some-
time in the next couple of weeks.

• “Never re-hire a former 
employee.” No matter how good 
she or he was, please heed this 
warning. Even if she was Mother 
Teresa.

• “Always check references.” In 
my whole career, the applicant who 
no doubt had the best interview 
was wanted on a federal warrant 
for money laundering and drug 
dealing in the state of Illinois. She’s 
great with insurance billing, but 
my phone has been tapped since 
1984.

• “Never agree to let a patient 
make payments.” It makes more 

sense to just give them whatever 
they want so you don’t spend 10 
years trying to collect the money.

• “Brown eyes are a sign of high 
intelligence.” This has nothing to 
do with my own brown eyes. It’s 
just a fact. 

• “Beware all engineers.” They 
probably know more about optics 
than you do. I’ve found that the 
best way to communicate with 
them is with optometry shorthand. 
They will never admit they don’t 
know what NPBDR means. They 
just nod wisely and Google it later.

• “A hyperopic shift makes the 
doctor seem smarter.” I have no 
doubt in my mind about this. 

• “A myopic shift makes the doc-
tor seem dumber.” It’s true for all 
patients older than 42.

• “The closer a patient’s Rx is 
to plano, the more likely they’ll 
change doctors every year.” They’ll 
be back once they get it through 
their thick skulls that you were 
right after all. Strive to be the third 
doctor who recommended a PAL. 
By then, their will has been broken.

• “Mo’ employees, mo’ prob-
lems.” When we had eight employ-
ees, we had two who really 
worked hard. 
Now that we 
have two 
and a 

half employees, they work like 
they’re eight employees. 

• “99% of doctors install their 
office security system exactly 24 
hours after they are robbed.” I did. 

• “EHRs mean less paper.” Bull. 
• “EHRs will free up your time 

to do more important things.” For 
example, you’ll have time to spend 
calling your EHR company so they 
can fix what doesn’t work right. 

• “Sending reports to the 
patient’s PCP leads to more refer-
rals”—to their ophthalmologist golf 
buddy. (Seriously, after 30 years of 
consistent written reports, my refer-
rals from PCPs have increased by 
100%! Last year we got four.)

• “ODs talking about fees is an 
antitrust violation.” So, let’s have 
politicians decide what doctors 
should make—and doctors decide 
what politicians should make. 

I hope you feel smarter now. 
Relish it. It won’t last long. ■
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with daily disposable lenses know (and tell their patients) 
that daily disposables can be a great value. 

I have found that actually doing a quick written 
calculation for the patient crystallizes this. I list the 

price of a year’s supply of 
DAILIES® AquaComfort Plus® 
contact lenses, subtract the 
manufacturer’s rebate, and then 
compare that to the annual price 
of the 2-week lenses the patient 
is currently wearing, plus the 
cost of a year’s supply of contact 
lens solution. Seeing just how 
affordable the daily disposable 
option can be helps patients 
to frame the decision more 
clearly, and they leave the exam 
room feeling positive and well-
informed. 

Bring it All Together
I work with my staff to keep messaging around daily 

disposable lenses consistent, upbeat, and reinforced with 
point-of-purchase advertising materials and discussions 
on social media. Patient enthusiasm for these lenses, 
moreover, has generated signifi cant word-of-mouth 
referrals to our practice. 

Any patient who is eligible for daily disposable 
contact lenses should be offered an opportunity to 
try them—there is no reason to continue in another 
modality if a more satisfying option is available. My 
daily disposable lens patients are enthusiastic, loyal, 
and reliably return for their annual visits. DAILIES® 
AquaComfort Plus® brand contact lenses offer a simple 
way to turn satisfi ed patients into exceptionally happy 
ones who remain with the practice and talk about it to 
their friends and neighbors.

Jeffrey C. Fogt, OD, practices at Professional Vision
Services in Defi ance, OH.

REFERENCE
 1. Dumbleton K, Richter D, Berkenske P, Jones LW. Compliance with lens replacement 

and the interval between eye examinations. Optom Vis Sci. 2013;90(4):351-8. 

* Compliance with manufacturer-recommended replacement frequency.

About 60% of the patients in my northwest Ohio 
practice are contact lens wearers, and just under 80% 
of them are in daily disposables. I attribute this success 
to my practice team’s consistent presentation and 
messaging about these lenses.

First, I talk to every eligible 
patient about contact lenses. 
With the technology available 
today, virtually any patient with 
healthy eyes, refractive need, 
and appropriate motivation can 
be a contact lens wearer—and 
many, if not most, can wear daily 
disposables. 

As an early adopter of daily 
disposables—for myself as well 
as my practice—I have an easy 
time conveying enthusiasm 
about them. Not only are 
daily disposables the most 
convenient contact lens modality, I fi nd them to be the 
most comfortable—and I let patients know that. While not 
all eyecare practitioners will be able to give a personal 
endorsement like this, an important key to success with 
daily disposables (as with any technology) is a strong 
recommendation in the exam room.

The Comfort Connection
When I introduce DAILIES® AquaComfort Plus® 

contact lenses to patients, I always talk about comfort. I 
tell patients that the lenses are engineered for sustained 
comfort, with a built-in wetting agent that is released 
with every blink, all day long. I bring this message home 
by linking the comfort benefi ts of these lenses to each 
patient’s situation and needs.

Once a patient has expressed an interest in wearing 
daily disposables—and I have completed the exam 
and found a suitable fi t—I send the patient home in 
the lenses, with enough additional lenses to last until a 
follow-up visit scheduled in 5 to 7 days. 

Work the Numbers
Some patients assume that daily disposable lenses 

come at a high price—and some practitioners may avoid 
offering these lenses on the assumption that patients will 
balk at paying for them. But practitioners who succeed 

Rx  only

Build Patient Loyalty and Practice Success 
with Daily Disposables

Grow your daily disposable contact lens volume
by emphasizing their value—and by letting patients experience
their comfort and convenience fi rsthand. — Jeffrey C. Fogt, OD

SECURING THE ANNUAL SUPPLY
Purchasing an annual supply is the 

“default” option in my practice—and 
50% to 60% of our patients opt for it. My 
staff and I base all discussions of cost on 
an annual supply, and we offer a small 
discount. But the benefi ts to patients—
particularly daily disposable wearers—are 
more than just economic: Patients who 
purchase an annual supply are also more 
compliant.1*
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Coding   Abstract

I’m going to work one day a 
week at another doctor’s office. 

I’m not credentialed for his third-party 
plans and he wants to bill the exams I 
do under his provider number. Is this 
legitimate and might I be at any risk 
participating?

Yes, it’s legitimate. The abil-
ity for a fill-in doctor to see 

the patients of a regular practitioner 
is allowed by the appropriate use of 
the Q5 or Q6 modifiers.

 
Q5 for Reciprocal Billing

Q5 denotes a reciprocal billing 
arrangement. The regular doctor 
may submit the claim and receive 
payment for covered services 
(including emergency visits), which 
are provided by a substitute doctor 
on an occasional reciprocal basis, if 
all of the following apply:

• The regular doctor is unavail-
able to provide the services.

• The patient has arranged or 
seeks to receive the services from 
the regular doctor.

• The substitute doctor does not 
provide the services to Medicare 
patients for a continuous period of 
more than 60 days.

• The regular doctor identifies 
the services as “substitute doctor 
services” by entering the appropri-
ate CPT code with the -Q5 modifier 
(“service furnished by a substitute 
doctor under a reciprocal billing 
arrangement”) after each specific 
procedure code. 

Q6 for Locum Tenens
Q6 is used to indicate when there 

is a locum tenens arrangement. 

Practices usually use a locum tenens 
(“deputy” in Latin) doctor when 
the regular doctor is absent because 
of vacation, illness, childbirth, busi-
ness, education, active duty or hav-
ing left the practice. 

The regular doctor may submit 
the claim and receive payment for 
covered services (including emer-
gency visits) of a locum tenens doc-
tor who isn’t an employee of the 
regular doctor, if all of the follow-
ing apply:

• The regular doctor is unavail-
able to provide the services.

• The Medicare beneficiary has 
arranged to receive the services 
from the regular doctor.

• The regular doctor pays the 
locum tenens for his/her services on 
a per diem or similar fee-for-time 
basis.

• The substitute doctor does not 
provide the services to Medicare 
patients for longer than a continu-
ous period of 60 days.

• The regular doctor identifies 
the services as “substitute doc-
tor services” by entering in the 
appropriate CPT code with the -Q6 
modifier (“service furnished by a 
locum tenens physician”) after each 
specific procedure code. 

Follow the Rules
To ensure you get paid and stay 

in compliance, you must adhere to 
Medicare and commercial payer 
guidelines—and the rules are fairly 
specific.1 

For instance, the period a temp 
doc may substitute for the regular 
doctor cannot be more than 60 

continuous (not work) days. 
There are obligations and 

responsibilities for both parties dur-
ing this period. For instance, the 
regular doctor must bill for the ser-
vices of the temporary doctor, must 
put his or her National Provider 
Identification (NPI) number on all 
filed claims, and may reimburse the 
temp doc a fixed amount per diem 
or similar fee. Also, the regular doc-
tor is the only one who can break 
the 60-day period, and can reset 
the 60-day period by returning to 
practice and seeing patients one day 
after the initial 60 days and using 
the same fill-in doctor.

Meanwhile, the temporary 
doctor cannot bill Medicare for 
services within the 60-day continu-
ous period in his or her name or 
NPI. Also, the temp doc cannot 
fill in for more than 60 continuous 
calendar days (unless the regular 
doctor comes in and resets the 
60-day period), and cannot reset 
the 60-day clock by taking a day 
off. The temporary doctor doesn’t 
have to be enrolled in the Medicare 
program to see Medicare patients.

Some commercial payers have 
different rules on the use of a locum 
tenens doctor—Tricare, the Blues 
and some Medicaid programs come 
to mind. Following the rules will 
protect your practice, protect your 
patients, protect the temporary doc-
tor and protect your cash flow. ■

1. Centers for Medicare & Medicaid Services. Chapter 
1: General Billing Requirements. In: Medicare Claims 
Processing Manual. Updated Feb 1, 2013. Available at: www.
cms.gov/Regulations-and-Guidance/Guidance/Manuals/
downloads/clm104c01.pdf. Accessed Aug 21, 2013

For temporary physician services, use the Q modifiers—with care. 
By John Rumpakis, OD, MBA, Clinical Coding Editor

Mind Your Ps & ‘Q’s

A

Q
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Office Design

Q I’m not really crazy about our 
current, rectangular layout. 

But I’m not exactly sure how to 
remedy the problem. Do you have 
any suggestions about how we 
could make it more appealing and 
welcoming?

Barbara W. Wright: This office 
is suffering from a bad case of the 
“blahs.” All the colors are safe 
neutrals. Replacing the stark white 
walls with a rich color (like sage 
green or brick red, for example) 
and reupholstering the chairs in a 
patterned fabric that blends with 
the wall color would make a big 
difference. 

Patricia Bobilin: The space can 
very easily be transformed into 
something interesting by add-
ing accent colors and finishes, 
improved lighting and additional 

walls. They need to work with a 
professional designer who can show 
them how to accomplish this goal

Lori Estrada: I’d use the win-
dows more for display, put in a 
nice seating area on one side (per-
haps with a refreshment bar), and 

use the other side of the room for 
optical. This would give it a less 
“symmetrical” look and make the 
display area more cohesive. 

As it is now, the displays are in 
several smaller sections, with no 
designation as to what merchan-
dise is where, such as women’s or 
men’s frames, kid’s or even sun-
glasses. Just like in any retail store, 
it’s nice to know you’re looking 
in the right department where you 
can find the product that’s right 
for you. 

You asked, and the experts answered. Design specialists share their top tips for office 
layout and flow, optical space, fixing common office design blunders, and more. 
By Colleen Mullarkey, Senior Editor/Web Editor

Design Do’s & Don’ts
  From the Experts

Meet the Experts
•  Barbara W. Wright, CID, president of Barbara Wright Design in Smyrna, Tenn. 
•  Patricia Bobilin, managing director, Southern Region, at Eye Designs in Collegeville, Pa.
•  Lori Estrada, designer at Fashion Optical Displays in Paradise, Calif.

Does your office, like this one, have a case of the ‘blahs’? Start afresh by adding 
some color and rearranging the space to create a more cohesive display area. 
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QMy current optical layout has 
a lot of bottlenecks. Can you 

suggest any ways to improve the 
flow?

BW: Most bottlenecks in the 
optical can be improved two dif-
ferent ways: separating or dupli-
cating. Duplicating how and/or 
where a patient pays for services 
can fix payment bottlenecks. Add-
ing another payment station to the 
front desk is one way; but if a prac-
titioner doesn’t have space to do 
this, he or she can add a tablet with 
payment capabilities so opticians 
can take payments right at the dis-
pensing table.

PB: To minimize bottlenecks, 
we typical look at the traffic pat-
terns as well as the function of the 
area to ensure there is ample space 
to move freely through the office. 
For instance, if the check-out area 
is close to the main corridor, we’d 
move it back to allow patients and 
staff to move through the space. 

We also suggest using “transi-
tion” displays to attract and guide 
patients into the optical. And there 
must be a non-obstructive path 
into the optical so patients feel 
comfortable to wander in without 
having to be invited by optician or 
receptionist.

LE: There should be a minimum 
of three feet around each dispens-
ing table, per the Americans with 
Disabilities Act. However, take 
into account that chairs are mov-
ing in and out, and often there are 
additional chairs for a spouse or 
guest of your patients, so the more 
space you can provide, the fewer 
bottlenecks.  

Using certain stations for fitting 
and ordering frames and lenses, 
and other stations for picking up 
and adjusting glasses, will maxi-
mize staff efficiency and minimize 
extra traffic on the optical floor. 

If patients are allowed to browse 

Optometry Design on a Dime
When optometrist Cathy Wittman opened her private practice in Lubbock, Texas, she had 
only a shoestring budget for office design. But with a little creativity and resourcefulness, 
she managed to cut costs without sacrificing style. 

“If I had the funds, it would have been nice to have a design company do it. But it was 
fun to shop around for deals, and getting plugged into Pinterest was a great way to save 
ideas,” she says. “That’s what happens when you have to do things on a budget—you 
have to look around and get creative.”

The Pinterest page Dr. Wittman created, “Optometry Office Ideas,” allowed her to store 
design ideas from all over the web and easily access them in one place. Now with nearly 
600 followers, it’s also provided an excellent forum to save and share those ideas with 
other ODs (http://pinterest.com/caprockeyedoc/optometry-office-ideas). She got inspiration 
not only from professional optometry design companies, but also from local consignment 
shops, thrift stores, discount retailers, and even eBay and Craigslist. 

Dr. Wittman’s design scheme actually came together after a great find for just $600 at 
a local consignment store—a high-end custom design couch with the packing slip still 
attached. “I wasn’t particularly drawn to it, but my friend who’s 
good with design said I should take a look at it because ‘it 
looks like waiting room furniture,’” she says. “We actually put 
together a color scheme, just like an interior designer would 
do, by color matching with the couch. I kept that color scheme 
in my purse for months so that whenever I was out and about, 
I could use it to match items.” 

One of the most eye-catching design pieces in the office 
was low on cost but high on ingenuity. With a little black paint and some 
scrapbook paper, Dr. Wittman transformed some wall clocks (which she bought on clear-
ance from Amazon) into wall art inspired by the Farnsworth D15 color blindness test. 

“Overall, it took a lot of time and effort, but it was worth it,” she says. “We spent less 
than $5,500 for our entire office décor—including couches, display cases, desks, chairs, 
dispensary tables, artwork and various decorations (but not including optometry equipment 
or our frame inventory).”
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and try on frames, make sure there 
is adequate space in front of the 
displays, and easy access to a mir-
ror, so patients don’t have to walk 
around unnecessarily. 

Q. I’m trying to figure out 
a better office layout, to 

improve the flow starting from the 
moment patients step into the office 
until they exit. Any suggestions? 

BW: Patient flow issues are often 
difficult to solve and usually require 
changes in the floor plan. A profes-
sional designer can look at your 
floor plan and see possibilities in 
it that you won’t see on your own. 
(Better yet, engage an optical 
specialist to design your floor 
plan with great patient flow in 
the first place, so you don’t have 
to try to fix it later.)

PB: The best way to fig-

ure an improved layout with 
improved patient flow is to learn 
how the doctor likes to work and 
move patients through the office, 
which will identify any potential 
bottlenecks and lead to a layout 
that addresses the office’s proper 
design needs. 

LE: In addition, it’s also good 
to assess your office flow from 
the perspective of your patients. 
It’s sometimes difficult to look at 
things differently when you are 
used to seeing the same thing day 
after day, so try walking into your 
practice as if you’re a brand new 
patient, and then ask yourself:

•  Is it obvious where I should 
check in?

•  Is there a staff person there to 
greet me immediately?

•  Is there a clear path to the 
reception desk, or do I have to 
walk through a crowded waiting 
room and/or a busy optical to get 
there?

•  Is there adequate seating? 
Note: Bench seats and couches 
are OK for families, but are not 
as practical as individual chairs. 
Couches take up more space and 
patients don’t generally like sitting 
next to people they don’t know. 

•  Are the hallways wide enough 
for foot traffic and wheelchairs? 

•  Is there a dedicated check-
out area, preferably with some 
privacy, where patients are not 
discussing finances in front of 
others who are checking in? ■

Have you recently renovated your office? 
Turn to page 30 to enter our 2013 “New 
Look” Office Design Contest, and you might 
see your office in the pages of Review!

Office Design

Building The Retina Company

optos.com

Now with AutoCapture
∙ Up to 200° of the retina in a single capture
∙ Ultra-high resolution digital images in less than a second
∙ Non-mydriatic, through 2mm pupils
∙ Color, red-free, autofluorescence images

For more information call 800-854-3039 or email BDS@optos.com

A R E Y O U S E E I N G
T H E  F U L L  P I C T U R E ?

optomap® optomap® af 

© 2013 Optos. All rights reserved. Optos, optos and optomap are registered trademarks of Optos plc.   P/N GA-00116 / 1
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To learn more about the show specials and how you can achieve: 

Vision excellence with i.Scription® technology.
“ i.Scription technology is the next logical evolution in customized eye 

care and is the necessary standard of care in private practice if you 

are going to be successful in the 21st century.” 

Dr. David Kaplan, Family Eyecare of Glendale.

Visit www.zeiss.com/equipment or call 858-790-7629.

The moment your wavefront refraction  
creates an unparalleled visual outcome. 
This is the moment we work for.

Visit us at  VEWBooth # LP8065

Only i.Scription by ZEISS combines wavefront 

aberrometry from the i.Profiler plus® with your 

subjective refraction to create customized 

eyeglasses that deliver better vision in all 

lighting conditions.

//  EXCELLENCE 
MADE BY ZEISS
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 Danbury Eye Physicians & Surgeons, New Milford, CT

St. John’s Eye Associates, Ponte Vedra, FL

Ratchford Eye Center, Berlin, CT
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for Excellence in Eyecare Education
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embody Rick’s commitment to the profession, including 
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greater good.

Support the Education of Future Healthcare & Eyecare Professionals

About Rick
Rick Bay served as the publisher 
of The Review Group since 1991.

To those who worked for him, 
he was a leader whose 

essence was based 
in a fi erce and 
boundless loyalty.

To those in the 
industry and the professions he 
served, he will be remembered 
for his unique array of skills 
and for his dedication to 
exceeding the expectations of his 
customers, making many of them 
fast friends.

Interested in being a partner with us?
Visit www.rickbayfoundation.org
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Y
ou’re finishing 
your first patient 
exam of the day—a 
young professional 

in his late 20s who 
needed a change in his 
prescription to opti-

mize visual function. You discuss 
the lens options with him that will 
provide the best visual quality. An 
anti-reflective treatment along with 
a photochromic lens seems to best 
meet his lifestyle needs. 

Additionally, he has expressed 
the desire for a second pair of 
glasses so that he has different 
styles to select from. He sincerely 
thanks you for your thorough 
examination and for providing 
him with all of the information he 
needs… to order the glasses from 
an online retailer for the best price! 

Mixed Messages 
Although we may be disap-

pointed—even upset—with our 

patient’s pur-
chasing decision, 
we need to understand 
the rationale behind it. 
Consumers make purchas-
ing decisions for all of their 
needs, including health care, 
based on perceived value. Using 
information they’ve gathered on 
the products or services they want, 
they then determine the “worth” 
of those products or services. (See 
“Online Optical: Not as Close as 
You Think,” on page 40.) So, how 
do they decide which retailer to 
purchase from?

Ask yourself why so many people 
buy a Starbucks coffee that might 
cost three times as much as a cof-
fee from another retailer, or much 
more than that if they make it at 
home. Consumers expect to see 
differences in cost that proportion-
ally match the perceived quality of 
the product. So, quality is just as 
important a factor as price in the 

consumer’s decision-making pro-
cess.

But, to get back to our original 
dilemma: Why would our patient 
want to purchase his eyewear 
online? 

Creating Commodities
Let’s try to understand the fac-

tors that may be influencing this 
patient’s decision. Via direct-to-
consumer advertising, online glasses 
retailers are constantly sending our 
patients two messages: 

• Their glasses are the same as 
what you get at traditional brick-
and-mortar locations.

• Their products cost less than 
traditional brick-and-mortar retail-
ers.

Online retailers are doing their 
best to commoditize eyewear. Com-
modities are essentially products 
that, in a consumer’s mind, have 
few to no differences among them. 
Ultimately, price is the only thing 
that differentiates one commod-
ity from another. So, if the patient 
relies on the information from the 
online retailer, price is then the 
only factor in purchasing a pair of 
eyeglasses. As we know, this is far 
from the truth—and it’s based on 
misinformation. 

Online Retailers?
Do We Stand a Chance Against

Dispensary Issue

More patients seem to be bypassing the optical and buying eyewear online. 
How do we turn the tide on these net-surfing consumers?
By Mile Brujic, OD, David Kading, OD, and Tami Hagemeyer, ABOC
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Make It Personal 
We know there are variations 

in the quality of the frame materi-
als, lens designs and services that 
we provide those who purchase 
eyewear from our office. But how 
many of our patients know about 
these differences?

For most of our patients, glasses 
have become something of a com-
modity because large online retail-
ers have controlled the conversation 
about eyeglasses. Our young pro-
fessional described in the original 
example believes he can get the 
same glasses from an online retailer 
at a lower price—in his mind, it’s 
a no-brainer. So, how do we cre-
ate an awareness of the differences 
that exist in products? How do 
we establish and communicate the 
value of the eyewear that we retail? 

We need to offer them something 

online retailers can’t—a personal 
experience. The patient needs to 
understand that they can get much 
more from the eye doctor’s office 
than measurements. An accurate 
prescription and PD measurement 
are just the beginning. (See “To PD 
or Not PD?” below.) In the optical, 
patients not only have a multitude 
of frames laid out before them, they 
also have experts at their disposal 
to provide guidance, walk them 
through the process and explain the 
various options. 

All patients have expectations 
walking into our practices, and we 
want their experiences to be posi-
tive. To maximize that experience, 
we have to do our best to exceed 
the patient’s expectations. If we 
exceed expectations, we’ve created 
a positive experience. On the other 
hand, if we fail to meet their expec-

tations, we’ve created a negative 
experience. 

So, ensuring a positive experience 
by making certain we’re conscious 
of the perceptions we’re creating 
ultimately helps de-commoditize 
our services and products, and adds 
value as well.

Value-building Strategies 
How can we do this? Here are 

some strategies that work:
• Educate yourself and your 

staff about the latest lens options.
Proper patient education starts with 
superior office education. Be sure 
to include all the key players who 
work with patients in the optical—
the prescribing optometrist, the 
opticians and the paraoptometrics. 
When everyone is up to date on 
the newest ophthalmic lenses and 
lens options, they have the product 
knowledge necessary to offer the 
options that best suit the patient. 
The ability to explain the differ-
ence between a lens worn for a 
specific job or sport vs. those worn 
on a daily basis builds the patient’s 
confidence in the services we’re 
providing and lets them know we’re 
aware of their individual needs. 

• Provide service with a smile 
and communicate with conviction.
Phone etiquette is critical because 
it shapes initial patient perceptions. 
When anyone in the office answers 
the phone, it is important to “speak 
with a smile” and express a positive 
attitude for patients or potential 
patients. You should also apply this 
basic but fundamental principle to 
communication when the patient is 
in the office. Our patients receive 
much of their information about 
products through our recommen-
dations, so it’s important to speak 
with honesty and conviction when 
we make suggestions to the patient 
in order to build confidence and 
trust.

To PD or Not PD? 
Lately, a sensitive issue among eye care practitioners is whether to release the pupillary 
distance as part of the patient’s spectacle prescription. Should you do it—and if you do, 
should you add an additional charge for it? There are several different viewpoints on this, 
but the first place to look for an answer is your specific state laws to find out what is legal 
and/or required in the state that you practice.  

Some doctors charge a fee for giving a patient a PD, but then offer that as a credit if the 
patient purchases glasses from the practice. Others simply give the PD in good faith and 
with some education on the benefits of the eyewear that they dispense. We find merit to 
both of these options and, depending on where you work, you must decide for yourself on 
what is best for your patient and your practice.   

Which is better? Despite the Internet’s convenience, most consumers still prefer to 
shop for eyeglasses in person. It’s up to you to keep providing that personal touch.

Dispensary Issue
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• Establish your role in the pro-
cess. Let patients know that you’re 
still concerned about their care even 
after they leave your chair. After 
you complete the patient’s exam, 
you might say something like: “We 
measured your prescription to a 
high level of precision today, and 

these measurements will help us 
ensure that your new eyeglasses 
provide you with the best vision 
possible.” This conveys that there 
is a direct relationship between the 
optometrist and the optical, and 
that you always work together to 
deliver the best visual outcome for 
them.

• Ensure a smooth transfer of 
care. When you’re finished with 
the exam, deliberately transfer 
the patient’s care to the optician 
or paraoptometric who will guide 
them through the rest of the pro-
cess. Introduce the patient to the 

optician and provide a brief ver-
bal summary of the exam along 
with eyewear recommendations. 
This further shows the high level 
of expertise, communication and 
organization in your practice, and 
ensures that everyone is on the 
same page in the process. 

• Offer high-end frames as well 
as options for the price-conscious 
shopper. Regardless of the price 
tag, the frames we display need to 
be fashionable, comfortable and 
dependable. It is always a good idea 
to provide a few higher-end frames 
to show the patients there is some 
exclusivity in our practice. But it’s 
also useful to have a few lines that 
appeal to the bargain shopper. 
Some patients will remark that they 
want “cheap frames” when they’re 
actually looking for value frames—
it’s important to educate the patient 
about the difference. 

A cheap frame describes one that 
is inexpensive and of poor qual-
ity. A “value frame” is one that 
may be at a lower price point but 
has a certain level of quality that 
you’re comfortable working with 
and dispensing. This distinction is a 
significant one, and one you should 
take into consideration when select-
ing a value line. Discuss the features 
that separate these glasses from the 
others in your office to help your 
patients understand the differences 
between lens and frame qualities as 
well as price. 

• Give great follow-up. One area 
where online vendors fall short, and 
we shine, is great follow-up service. 
Be sure to let patients know that 
you welcome them to return for 
any problem or difficulty with the 
products you sell. Can an online 
vendor make a quick adjustment 
to the frames while the patient 
waits? Not likely. Right from the 
start, educate patients about this 
important distinction between your 
friendly optical and some faceless 
website. 

• Use social media as another 
optical display. Social media pro-
vides a great venue for consumers 
to see your practice. It can provide 
an active means of staying in touch 
with your patients and affords 
another avenue to deliver informa-
tion about your eyewear via posts, 
photos or even special events, such 
as frame shows.

Ultimately, the more effectively 
you provide an exceptional experi-
ence, the better your chances are to 
compete with online vendors. ■

Dr. Brujic is a partner of Premier 
Vision Group in northwest Ohio. 
Dr. Kading owns Specialty Eyecare 
Group, a Seattle-based practice 
with multiple locations. Ms. Hage-
meyer is a certified optician at Pre-
mier Vision Group. 

Online Optical: Not as Close As You Think
Online shopping for eyewear is still uncommon—only about 2.9% of consumers who 
recently purchased eyeglasses bought them over the Internet, according to the Vision 
Council’s 2012 VisionWatch Internet Influence Report (a survey of more than 9,000 
American adults on their Internet eyewear purchasing activities). That translates to approx-
imately 1.8 to 2.0 million pairs of eyeglasses purchased online (out of 68.8 million total 
pairs sold during the 12-month period ending September 2012). 

Indeed, only about 16% of consumers used the Internet whatsoever when purchasing 
their most recent pair of Rx eyeglasses. (By comparison, 27.1% used the Internet to some 
extent for shopping for Rx contact lenses.) 

The VisionWatch Internet Influence Report also found that online Rx eyeglass buyers 
prefer to use websites operated by eyewear retailers, especially retailers that have a pres-
ence only on the web (e.g., eyebuydirect.com, framesdirect.com, coastal.com). 

Indeed, most consumers avoid the Internet for spectacle shopping because they enjoy 
buying eyewear in person and cannot physically try on eyewear online. “For American 
adults who recently purchased Rx eyeglasses, the trusted relationship they have with their 
eye care professional or retailer was another factor that impeded their use of the Internet 
when recently purchasing eyeglasses,” the report found. 

In short, buying glasses online hasn’t swept the nation yet. But by no means should you 
remain complacent. In fact, the number of eyewear buyers who “will possibly or probably” 
use the Internet to buy eyewear in the future continues to increase—some 26.1% of recent 
eyewear buyers indicate they will likely use the Internet to directly purchase eyewear in 
the future. And online consumers are happy about it. More than 90% of those who bought 
glasses online were satisfied––40.2% rated their online purchase experience as “good,” 
while 51.8% rated it as “excellent.”

Dispensary Issue
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THERE’S NO DOUBT THAT SILICONE 
hydrogel contact lenses have made a 
signifi cant impact on our patients and 
our practices. Silicone hydrogel contact 
lenses provide oxygen fl ow to the corneal 
surface at levels that are impossible 
to achieve using traditional hydrogel 
contact lenses. Silicone hydrogel contact 
lenses also account for a full 64% of all 
contact lenses prescribed in the United 
States.1 And that’s not the only shift in 
fi tting behavior. Monthly replacement 
contact lenses exceed two-week contact 
lenses as the most-prescribed modality in 
the marketplace.1

Early Use of Silicone
If you’ve been in the industry for more 
than a few years, you’re most likely all 
too familiar with the challenges that 
were presented by early silicone contact 
lens materials, such as wettability and 
deposits. Inherently, when silicone is 
exposed at the contact lens surface, 
there’s a reduction in the ability to 
maintain a hydrophilic, or wettable, 
surface and that can lead to deposits. 
Those of us who fi t pediatric aphakic 
patients and true aphakic patients with 
silicone contact lenses in the 1980s 
were also plagued with constantly 
having to replace contact lenses due 
to high lipid or protein deposits and 
debris, which resulted in poor vision and 
uncomfortable lenses.

First Steps Forward
Silicone hydrogel lens technology took 
a giant step forward when AIR OPTIX® 
brand contact lenses were introduced in 
2008. Thanks to the combination of high 
oxygen transmissibility, a biocompatible 

NOT ALL MODALITIES—OR CONTACT 
LENSES—ARE CREATED EQUAL 

*Refer to the contact lens brands’ package inserts for cosmetic use warnings such as: eye irritation, infection, or lens damage may result if cosmetics, lotion, soap, cream, hair spray, deodorant, aerosol 
products or foreign particles come in contact with lens. **Compliance with manufacturer-recommended replacement frequency. †Compliance with the manufacturer-recommended replacement frequency; 
based on subjective ratings at end of day and when lenses need replacing, in a survey of 1,389 silicone hydrogel contact lens wearers. ^Trademarks are the property of their respective owners.

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

References: 1. Third party industry report, 12 months ending October 2012; Alcon data on fi le. 2. Nash W, Gabriel M, Mowrey-McKee M. A comparison of various silicone hydrogel lenses; lipid and protein deposition as 
a result of daily wear. Optom Vis Sci. 2010;87:E-abstract 105110. 3. Ex vivo measurement of lipid deposits on lenses worn daily wear through manufacturer-recommended replacement period; CLEAR CARE® Cleaning 
and Disinfecting Solution used for cleaning and disinfection; signifi cance demonstrated at the 0.05 level; Alcon data on fi le, 2008. 4. Luensmann D, Srinivasan S, Yu M, Yang J, Jones L. The impact of cosmetics on the 
physical dimension and optical performance of silicone hydrogel contact lenses. Contact Lens & Ant Eye. 2012;35S:e6. 5. Yeung K, Forister J, Forister E, et al. Compliance with soft contact lens replacement schedules and 
associated contact lens-related ocular complications. The UCLA Contact Lens Study. Optometry. 2010;81(11):598-607. 6. Dumbleton K, Woods C, et al. Patient and practitioner compliance with silicone hydrogel and daily 
disposable lens replacement in the United States. Eye & Contact Lens. 2009;35(4):164-171. 7. Jones L, Dumbleton K, Fonn D, et al. Comfort and compliance with frequent replacement soft contact lenses. Optom Vis Sci. 
2002;79(12s):259.  8. Dumbleton K, Woods C, Jones L, et al. Comfort and vision with silicone hydrogel lenses: Effect of compliance. Optom Vis Sci. 2010;87(6):421-425.  9. Alcon data on fi le, 2012. 10. In a survey of 2,224 
AIR OPTIX® AQUA, 2,815 ACUVUE^ OASYS^ brand and 1,063 Biofi nity^ brand contact lens wearers based on self-reported comfortable hours of contact lens wear, p<.001; Alcon data on fi le, 2012. 
See product instructions for complete wear, care, and safety information.
© 2013 Novartis     8/13     AOA13063AD-B

A D V E R T O R I A L

BY ROY A. KLINE, OD

There’s a lot to be said about silicone hydrogel contact lenses. But viewing all silicone hydrogel contact lens 
modalities and brands as equals doesn’t do your patients—or your practice—any favors.

permanent plasma surface treatment 
and moisture retention, we now have 
a monthly replacement contact lens 
platform that truly leads to a great 
patient lens-wearing experience.

It’s important to highlight the qualities and 
characteristics of the AIR OPTIX® brand 
contact lens material because it helps us 
understand why patients show such an 
affi nity for these lenses.

•  Permanent plasma surface. One 
only has to look at comparative contact 
lens studies to see how uniquely AIR 
OPTIX® brand contact lenses perform. AIR 
OPTIX® brand lenses resist up to 14 times 
the lipid deposition of a Biofi nity^ contact 
lens.2,3 When looking at ACUVUE^ OASYS^ 
contact lenses, studies show up to 31 
times more lipid deposition at the end of 
the two-week recommended replacement 
versus an AIR OPTIX® AQUA contact lens 
worn for the one-month recommended 
replacement schedule.2,3

•  Minimal impact with cosmetic use. 
In an in vitro study, AIR OPTIX® AQUA 
contact lenses were the only brand tested 
not signifi cantly impacted by mascara, 
hand creams and makeup removers.4 
ACUVUE^OASYS^, Biofi nity^ and PureVision^ 
2 contact lenses had signifi cant impacts 
to both diameter and base curves when 
exposed to makeup removers.4 While it’s 
always good practice to recommend that 
patients insert their contact lenses before 
applying cosmetics*, this in vitro testing 
demonstrated another potential benefi t of 
the material properties of the AIR OPTIX® 
family of contact lenses.

•  A motivating modality. In my 
experience, patients who wear monthly 
replacement lenses  like AIR OPTIX® 

AQUA lenses are more compliant. Several 
studies support this, having found better 
compliance with monthly replacement 
contact lenses than with two-week 
replacement lenses.5-7** Also, compliant 
patients rate end-of-day comfort and 
vision signifi cantly better than non-
compliant patients.8 † Teaming AIR OPTIX® 
brand contact lenses with OPTI-FREE® 
PureMoist® MPDS—which features 
HydraGlyde® Moisture Matrix—also adds 
one more dimension of comfort to a 
patient’s lens-wearing experience and 
promotes an even more wettable, deposit-
resistant surface.

Patient Feedback Says It All
AIR OPTIX® AQUA contact lenses 
translate to outstanding patient comfort, 
as reinforced by a new survey in which 
9,600 patients participated.9 AIR OPTIX® 
brand contact lens patients reported an 
average of 14.2 hours of comfortable lens 
wear a day, compared to 13.1 hours per 
day reported by ACUVUE^ OASYS^ brand 
contact lens patients and 12.8 hours per 
day reported by Biofi nity^ brand contact 
lens patients.10

I often receive unsolicited testimonials 
from patients whom I have switched 
from a two-week modality to monthly 
replacement AIR OPTIX® brand contact 
lenses. At their yearly contact lens 
evaluations, they tell me how much more 
comfortable these lenses are at the end 
of the month and how much clearer their 
vision remains during their wearing cycle. 
What’s more, the monthly replacement 
wearing schedule is easier for them 
to remember, which makes life—and 
compliance—that much easier.

Dr. Kline is in group practice in Glens Falls, N.Y., where he specializes in contact lenses, 
ocular disease, glaucoma management, laser surgery co-management and post-op care.
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Dispensary Issue

T
hink about what it feels 
like to be outside, enjoying 
a sunny summer day. You 
can feel the warmth of the 

sun on your face. You’re enjoying 
the beautiful scenery and hope-
fully you have your shades on. The 
sun––although 93 million miles 
away––makes its presence known 
with thermal energy and visible 
light. 

However, it’s the unseen ultra-
violet radiation (UVR) that’s the 
problem. 

Most people are aware of the 
dangers of sun exposure to their 
skin and take appropriate precau-
tions, such as using sunscreen. But 
most people don’t take the same 
precautions to protect their eyes 
from UVR. A 2013 Vision Council 
observational study revealed that 
40% of adults don’t wear sun-
glasses while outside—an abysmal 
statistic on such a major ocular 
issue with easy-to-implement solu-
tions.1

Unfortunately, this is probably 
due to inadequate patient educa-
tion and lack of emphasis on tak-
ing action. But the most influential 

person, and the one with the big-
gest opportunity to help, is you, 
their eye doctor. For our patients 
to practice what we preach about 
UVR protection, we first must 
preach—louder and more often. 

Show and Tell
During the exam, be a UV-edu-

cating chatterbox. We know UVR 
affects nearly every part of the eye, 
but patients don’t know this. It’s 
up to us to tell them—and show 
them. (See “‘Sunglass Tie’ = Fash-
ion + Function,” page 46.) 

Here is a simple formula that 
has been proven (in my practice) to 
educate patients: 

Be sure patients know that sunglasses aren’t just a fashion choice. Sunwear is 
necessary protection against the dangers of UV radiation. Education and options start 
with you. By Justin Bazan, OD

    From Your Chair
Prescribe Sunwear 

Show the patient a close-up look at what UV can do their eye—such as this one with 
pterygium. It drives the point home that they must wear their sunglasses. 

Photo: José M
iguel Varas, M
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1. Describe what you’re looking 
for. 

2. Show what you found.
3. Explain why it’s happening.
4. Inspire action.
5. Ask if they understand and 

agree to take action.
While performing the slit lamp 

examination, use the following 
script to help educate the patient 
and to inspire them to protect their 
eyes from UVR damage and the 
consequences associated with it. 

Let’s take the common pinguec-
ula as an example.

1. Describe What You’re Look-
ing For

 “I’m taking a close look at the 
surface of your eye. The powerful 
UV rays from the sun can often 
cause serious damage to it. I’ve 

found some damage to your eye 
that we need to talk about now.” 

2. Show What You Found
If you see something, show 

them. 
Showing patients images—

whether you use your own imaging 
system or simply pull up the image 
on Google—helps drive the point 
home. 

Showing patients a close-up look 
at their eyes—or what their eyes 
could look like if they continue not 
to wear shades—is very persuasive. 
It often evokes a powerful emo-
tional response that can contribute 
to solidifying their understanding, 
leading to them taking action and 
wearing shades. 

Using an exam lane computer, 
a laptop or an iPad, simply do a 

Google Image search for “pin-
guecula,” for example. You’ll see a 
variety of pingueculae images that 
range from mild to severe, which 
will aid you in the education pro-
cess. 

3. Explain Why it’s Happening
Keep your scientific knowledge 

on a general level to ensure the 
patient obtains the basic com-
prehension. You can always get 
into “p53 tumor suppressor gene 
expression” and “elastogenesis” 
afterwards, if the patient expresses 
interest in more advanced knowl-
edge. 

Show them a pinguecula that 
is similar to theirs, then explain: 
“Most of the light passes through 
the front of your eye and ends 
up being focused on the back of 
your eye, which allows you to 
see. However, some of the light 
ends up being focused into this 
area. That light contains harmful 
ultraviolet radiation, which causes 
damage to the surface of your eye. 
Have you ever looked in the mir-
ror and noticed this yellowish area 
on the white of your eye? This is 
called a pinguecula, also known as 
a sun spot. It’s not a big deal right 
now, but it will be if you don’t 
help to protect it from the sun and 

Dispensary Issue

UV Conditions Patients Should 
Know About
UVR can cause damage in a number 
of eye-related areas. Patients need to 
understand the following susceptible areas 
and conditions, and have the desire to take 
preventable action against them.

•  Periocular skin. Dynamic canthal 
lateral wrinkles, skin cancers

•  Ocular surface. Pinguecula (pictured 
here), pterygium, photokeratitis/conjunc-
tivitis

•  Crystalline lens. Cataract
•  Retina. Macular degeneration

Prepare for Sunwear Before the Appointment
To ensure that a patient develops and maintains an interest in wearing sunglasses, UVR 
awareness must start even before he or she arrives for an exam and continue well after the 
individual has left the office. Appropriately preparing the patient for his or her visit, using 
your staff as educators and providing supplemental online content are all necessary to help 
maximize awareness and compliance.

So, at the time of booking, be sure that patients are instructed to bring the glasses and 
sunglasses they wear most, as well as their contact lens Rx. This simple request under-
scores the fundamental importance of sunwear in the ultimate goal of appropriate UVR 
protection. 
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other environmental conditions 
like the wind.”

4. Inspire Action
The next challenge is convincing 

them to want to take action now. 
How? Show them moderate and 

severe pingueculae, and explain: 
“If you continue not to wear your 
shades while outside, the chances 
of it getting worse are extremely 
high. When it gets to this point, 
not only is it extremely unsightly, 
it is extremely uncomfortable. 
Nobody wants to have red, irri-
tated, uncomfortable eyes all the 
time. They really become a prob-
lem and treatment is often ineffec-
tive, so the best thing you can do is 
to slow down the progression and 
help to ensure it never gets to that 
point. Are you going to be able to 
keep your eyes healthy by wearing 
your sunglasses more often, and 
not just on sunny summer days, 
but all throughout the year?”

5. Ask if They Understand and 
Agree to Take Action

5. Wait for confirmation that 
they will do the best they can at 

preventing future damage, and 
then ask if they have any ques-
tions. If not, move on to the next 
discussion point and apply the 
same formula.

Remind them that it’s pretty 
easy to protect against UVR. Limit 
sun exposure and, in addition to 
sunglasses, use other forms of pro-
tection such as wide-brimmed hats. 

Contacts that are designed to 
help block UVR can also play a 

significant role in protecting their 
eyes. They can block 90% or 
more of UVA/B from reaching the 
cornea and structures located pos-
terior to it. They are an excellent 
idea for those forgetful types, and 
provide an added layer of protec-
tion from UVR damage that may 
still be occurring even with protec-
tive eyewear, due to reflected UV 
and UV that is entering from the 
sides of the eyewear. 

Develop a short but meaningful 
quote that you can deliver at the 
summary of the exam: “Your eyes 
are healthy. The most important 
thing you can do to keep them 
that way is to see me annually and 
make sure to wear your shades. As 
you now know, the sun is one of 
the most damaging things to our 
eyes. Its effects are cumulative, so 
being better about wearing them 
now will ensure that your eyes 
are as healthy as can be down the 
line.”

From Chair to Sunwear
At the conclusion of the exam, 

you have an excellent opportunity 
to hand off a primed patient to 
the optician, who can help them 

‘Share’ Your Content
Social media allows us to engage our 
patients outside of the office. We can have 
important conversations with them on 
Facebook, Twitter and newly emerging 
social media platforms.

Keep an eye out for opportunities that 
provide good subject matter for a post. 
Celebrities who capture the attention of your 
patients provide eye-catching material for 
you to use. One excellent recent example: 
Anderson Cooper’s bout with photokeratitis. 
There were many online articles, interviews 
and video clips that all lent themselves as 
fodder for education and outreach through 
social media. 

Dispensary Issue

Use social media to educate patients. 
Anderson Cooper’s recent “sun blind-
ness” was a great conversation starter.

‘Sunglass Tie’ = Fashion + Function
No longer do I wear the standard garb of a clini-
cian. I’ve swapped out one piece of the usual 
optometrist’s outfit with a patient education tool: 
My traditional tie has been replaced with a pair of 
sunglasses. 

It’s a simple, yet highly effective, way to 
engage my patients in a conversation about UVR. 
It helps to serve as a reminder to ask about their 
sunwear habits. It gives me an opportunity to 
back up what I’m saying. It’s easy to just to grab 
them and say: “I have mine, do you have yours?” 

The custom-branded pair I choose to wear in 
the office is very inexpensive, yet 100% UV block-
ing. If a patient doesn’t own a pair of sunglasses, 
it will become their pair before they leave. 

Hopefully, the “sunglass tie” is a fashion trend 
that will soon sweep optometry. 

Justin Bazan, OD, makes a real 
fashion statement: “Wear your 
sunglasses!”
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get the protective eyewear that 
they now want: “We discussed UV 
protection and we agree that it’s 
extremely important. Please make 
sure he is fully protected in both 
his new glasses and sunglasses.”

After the solid in-office educa-
tion you’ve provided, the patient 
is now more open and ready for 
the purchase of sunwear. Be sure 
to have a selection of shades in the 
dispensary to take advantage of 
the patient’s interest.

Start Sunwear Early
Children are usually spend more 

time outside than adults, so their 
risk of UVR is often greater. And 
even highly educated parents may 
believe that UVR damage occurs 

later in life, and fail to understand 
that it is the cumulative effect on 
the eyes, which begins early in 
life. Be sure to explain that par-
ents themselves should set a good 
example by wearing sunglasses. 

Fortunately, educating the par-
ents is usually the easy part. Once 
they realize the risk their children 
are exposed to, they often take 
action. Offering reasonably priced 
sunglasses provides an answer to 
the often-heard objection: “I’m 
not spending a lot on a pair they 
will break or lose the first day they 
wear them.” 

Forming the habit of wearing 
sunglasses early is helpful in estab-
lishing it as a lifelong pattern. Take 
an active role in achieving sunwear 

success in children by making the 
commonly practiced after-exam 
reward a pair of custom-branded 
shades. You’ll soon recoup the 
small financial outlay for the pair 
because you have now converted 
them into a sunglass wearer who 
most likely will purchase another 
pair in the future. 

Most importantly, you are lay-
ing the foundation for a lifetime of 
UV protection. ■

Dr. Bazan is in private practice 
in Brooklyn, NY. He lectures fre-
quently on social media and refrac-
tive eye care.

1. The Vision Council. The Big Picture: Eye Protection is 
Always in Season. May 2013. Available at: www.thevision-
council.org/consumers//media/PDFs/VCUVReport2013FI-
NAL.PDF. Accessed August 16, 2013. 

There is a piece of equipment, invaluable in UV education, that 
many offices have, yet is often covered under a layer of dust and 
tucked into a dark, out-of-the-way cabinet: The UV meter. 

Go and get it out of storage right now. 
Few things are as impactful as showing a patient that their 

sunglasses are not adequately keeping their eyes protected. It 
gives us a chance to talk to them that it is not so much about how 

much they paid for their shades, but more about if they bought a 
reputable brand from a reputable dealer. 

Move the UV meter out of the lab dungeon and place it in a 
highly visible location up front, preferably in earshot of other 
patients. Conduct the UV testing of their eyewear in front of them. 
Patients are amazed and impressed. They are a captive and 
engaged audience for your tech to educate them on UV protection. 

The biggest opportunity here is to educate the patient 
that all eyewear should be “sunglasses,” meaning that even 
clear lenses should be protecting their eyes from UVR. It is 
all too common for a patient’s habitual pair to provide them 
with less-than-adequate protection. 

Our office has made a pledge to Rx only lenses that inher-
ently block UVR. We no longer sell lenses made of materials 
that need to be coated to protect eyes from UVR. We have 
seen too many lenses that either were never coated with UV 
protection or in which it has worn off. CR39 is no longer an 
option in our office. 

The safest approach is to use a material, like polycarbon-
ate, that inherently provides adequate UV protection. 

Because of the thorough patient education about UVR, 
most patients in our practice express a desire for UV protec-
tion. For a more complete level of UV protection, lenses are 
also treated to minimize the reflected UV that bounces of the 
backside of the lens and into their eyes. 

When presented as part of the features of their new 
lenses, their understanding affords them a better apprecia-
tion of this benefit.

Dispensary Issue

Instruct your patients to bring their sunglasses to the exams. Then 
put those shades to the test. Many patients will be surprised at the 
level of UV protection their sunglasses provide—or don’t provide. 

Put Your UV Meter to Work for You
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Dispensary Issue

A
few years ago, I 
decided to go solo 
and open a new 
practice. However, 

our small town already 
had both a well-known 
optician and a national 
chain. These businesses 
were established, while I 
was starting from scratch 
and on a budget. How 
could I compete?

Rather than opposing 
them head-on, I decided 
to look for a niche. Our 
town is an outer suburb 
of Boston that is very 
popular with families. 
Looking around, I saw 
many other businesses—
doctors, dentists, salons 
and clothing stores—that had 
achieved success by catering to the 
children’s market. 

I found out that nearly one-
third of our residents (32.5%) 
are under age 18. Moreover, we 
are surrounded by other family-
oriented communities. I was 
convinced that all these children 

represented an opportunity for my 
eye care practice. 

Building a Better Option
In researching the market, I found 

few options for children’s eye care. 
Most eye care professionals provide 
a one-size-fits-all experience. How-
ever, they really aren’t very family 

friendly. Their stores—full 
of fragile frames and sharp 
corners—aren’t designed 
to be comfortable for par-
ents with small kids. And 
their selection of children’s 
frames leaves a lot to be 
desired. 

I decided that my niche 
would be the opposite: An 
optical designed to make 
families feel comfortable, 
with a wide selection of 
fashionable children’s eye-
wear that both kids and 
their parents would love.

From our humble 
beginnings, we’ve grown 
beyond my expectations. 
Today, patients come to 
us from more than 40 

surrounding towns, and we enjoy 
very high rates of customer loyalty 
and referrals. As our profits have 
grown, we’ve reinvested back in the 
practice—expanding our selection 
of frames, investing in new, state-of-
the-art equipment, and buying and 
remodeling a building for our newly 
expanded optical.

Selling children’s eyewear can be a profitable niche business—but you have to think 
differently. Here’s what one optometrist learned while building a successful children’s 
optical in her practice. By Lorraine Labiento Smith, OD, and Matthew Smith

Children’s Optical:
Little Tykes, Large Opportunity

Selling kids glasses may seem like an afterthought, but it can 
be a profit center. Dr. Lorraine Labiento Smith (pictured here 
with patient Emily) has turned it into a nice niche business. 
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Our success should not be 
an isolated story. According to 
the 2010 Census, there are 82 
million children under the age 
of 18 in the US—more than a 
quarter of the total population. 
And, the World Health Orga-
nization estimates that between 
5% and 15% of children have 
a refractive error. So, I’m con-
vinced there’s an opportunity 
to create profitable children’s 
opticals in many other com-
munities. However, in order to 
take advantage of this oppor-
tunity, optometrists will need 
to think differently about their 
practices. 

Here are the most important les-
sons I learned from building a chil-
dren’s optical in my practice:

Find a Family Community
The single most important factor 

in creating a successful children’s 
optical is to find the right commu-
nity. If you’re going to serve kids, 
you should be in a market where 
lots of kids live. Not only does this 
give you a patient base to serve, it 
also provides you with a network of 
professionals and organizations that 
can provide referrals, be involved in 
collaborative marketing and public-
ity opportunities, and offer general 
support and advice to help grow 
your practice.

How do you find the right com-
munity? Start by looking for highly-
ranked school districts. Strong 
school systems tend to attract fami-
lies that are committed to investing 
in their children’s well being. 

Also, look for complementary 
businesses that serve children, such 
as pediatricians, pediatric dentists, 
dance studios, children’s salons 
and clothing stores. If others make 
a nice living serving families with 
children, that’s a good sign that you 
can, too.

Market to Moms
Having a children’s optical is dif-

ferent from a normal, retail optical 
because many prospective custom-
ers don’t realize that they need you. 
Even if you have a prime retail 
location, many parents will never 
bring their kids in the door because 
they don’t consider going to the eye 
doctor as a part of their children’s 
health routine. 

Instead, parents learn they might 
need your services through school 
screenings, pediatrician visits, 
educational outreach and word of 
mouth. Then, they research options 
on the Internet. 

When we were opening, I didn’t 
have the budget for a prime loca-
tion. So, I started off with an inex-
pensive office on the second floor 
of a professional building. I didn’t 
even have a street sign. To compen-
sate, I spent a lot of time building 
relationships with pediatricians, 
school nurses, ophthalmologists and 
community organizations. Many of 
my patients come from these profes-
sional referrals. In addition to refer-
rals, I advertise, have a website and 
am listed in insurance directories.

Always remember this: You may 
be serving kids, but moms make the 

decisions. So your marketing should 
really target moms rather than chil-
dren. And remember, parents have 
jobs and need flexible office hours. 
The peak times for kids are week-
day afternoons from 3 to 6 o’clock. 

Be Visible Online
Whether the patients came 

through referrals, advertising or 
insurance company provider direc-
tories, they almost all have some-
thing in common: they research 
on the Internet before choosing a 
doctor or optical. For this reason, 
our website has been the most 
important factor in attracting new 
patients. 

Our site is not fancy, and 
was actually very inexpensive to 
develop. However, it does two 
things very well: 

First, it gets us found on search 
engines, so that when someone 
searches for terms like “children’s 
glasses” or “pediatric optical” in 
our local area, we come out at the 
top or near the top of the rankings. 

Second, it provides patients with 
the medical and optical information 
they need in order to evaluate and 
trust us. 

Design a Family-Friendly 
Optical

It’s very helpful to actually be a 
parent before going into this niche. 
After I became a parent of young 
children, my perspective on opticals 
changed dramatically. I no longer 
focused solely on the beautiful fix-
tures and frames. In designing my 
optical, I tried to make it family 
friendly, while still preserving the 
aesthetics and merchandising of a 
good retail setting. 

This starts with the waiting area. 
I placed the waiting area away from 
the optical so they cannot grab the 
eyeglasses—a big cause of parental 
stress. All of our outlets have safety 

Dispensary Issue

Locate the children’s waiting area away from 
the optical—but make it fresh, bright and fun. 
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covers. I minimized sharp corners, 
pinch points and tempting fragile 
things that kids might grab and 
break.

I tried to make it an area in which 
kids wouldn’t mind waiting. There 
is age-appropriate entertainment 
(origami for the older kids), some 
kid-sized furniture and the never 
failing fish tank.

Finally, I worked with my fixture 
design company and frame reps to 
merchandise the frames. We came 
up with a variety of fun displays for 
different categories—tweens, tots, 
sports and sunglasses. We also tried 
to give them a “kid feel” while still 
offering fashion and quality.

Pick the Right Frames
How do you get started? Here 

is a crash course. The pediatric 
market is divided into three distinct 
groups: ages zero to three, three to 
seven, and eight to 14. I originally 
started with about five different 
frame styles for each gender in each 
category, and expanded as I grew. 

•  0 to 3. For babies and tod-
dlers, basic durable eyeglasses are 
sold in kits of six to eight different 
frame styles and color samples. 
The two categories are the nylon 
one-piece designs and the semi-
custom metal frames (e.g., Fisher 
Price). With these kits, the optician 
has a lot of control over the frame 
front, nose bridge and temple 
design, and the parent chooses the 
color palette. 

•  3 to 6. In buying frames for 

this age group, it’s important that 
they are well made and come with 
a good warranty. I look for smaller 
manufacturers because the qual-
ity is better and they don’t market 
TV icons. Kids like to choose their 
favorite colors, so offer bright 
colors with cute details. Instead of 
stocking a huge inventory, keep 

some specialty catalogs on hand. 
•  8 to 14. Pre-teens: need I say 

more? Actually, this is a very fun 
group and I have the largest selec-
tion in this area. Tweens have very 
definite opinions about style and 
trends. Our job is to provide direc-
tion in appropriate fit and use of 
the prescription. 

Important note: Pick contem-
porary styles and choose a single 
manufacturer’s complete line. It 

is simpler, more cost effective and 
easier to market. Even if you only 
carry one line, make sure there are 
multiple size and color options 
available. My number one line is 
Ocean Pacific. They target tweens to 
young adults, are well made, trendy, 
have many size and color options, 
and have a good exchange policy. 

Because children’s needs vary, I 
prefer to custom order the correct 
sizes and colors as needed rather 
than stock excessive inventory. The 
parents will recognize the extra 
effort and their loyalty is ensured. 
Be sure to provide protective eye-
wear and sunglass options that are 
prescription ready. Offer a reason-
able sunglass package and you will 
easily sell multiple pairs. 

Before you sell, educate! Discuss 
the prescription, frame benefits, 
warranties and wearing schedule. 
My practice is 98% premium anti-
glare. It is an easy up-sell and I 
believe it’s important to the success 
of the prescription. Why premium? 
Kids are messy and always have 
smudged lenses. These lenses are 
easier to clean and have stronger 
scratch-resistant coating. Parents 
rarely turn down this option.

To succeed in the cost-driven 
competitive optical business, doc-
tors need to find opportunities to 
provide unique services to their 
patients. A pediatric section added 
to an adult optical can provide 
such an opportunity. A small 
investment caring for an under-
served population will increase 
patient numbers and lead to 
increased optical and medical prof-
its. Plus, it’s a lot of fun! ■

Dr. Labiento Smith is a former 
staff optometrist at Massachu-
setts Eye and Ear Infirmary, and 
now practices in Sudbury, Mass. 
Mr. Smith is the practice’s VP of 
marketing.

Dispensary Issue

Petite Frames Aren’t Just for Children
As I began selling children’s frames, I noticed something unexpected: Moms kept trying on 
the frames. The tweens frames fit petite women perfectly! Because I was already market-
ing to moms, I took advantage of this unique niche. So, in addition to children’s eye wear, I 
now market my optical for petite women.

I have a nice following and when I sell to a petite woman, it’s always a multi-pair sale. 
When I attend trade shows, I look for frames with small eye sizes in mature colors and 
higher-end design for this small (that is, petite!) population. 

Fun frame boards appeal to kids—but 
still offer fashion and quality to win over 
parents. 
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Part one of the “Lost Arts” series 
detailed the intricacies of binocu-
lar indirect ophthalmoscopy and 
provided tips for scleral depression 
(see “A Refresher on Scleral Depres-
sion,” August 2013). This install-
ment focuses on a skill that many 
optometrists perform on a routine 
basis––fundus biomicroscopy. 

A
dilated fundus examina-
tion with slit-lamp biomi-
croscopy is essential to a 
complete stereoscopic health 

evaluation of the optic nerve, mac-
ula, vitreous and retina. But do you 
remember the “tricks of the trade” 
that experts use to maximize perfor-
mance? Here are six tips to improve 
your examination skills. 

1. Use Your Tools Effectively
 Many optometrists have a favor-

ite fundus biomicroscopy lens for 
general applications. Just keep in 
mind, depending upon the condition 
being examined, you can select from 
a variety of lenses that can be used 
in concert to maximize your view of 

the patient’s retina. 
For example, the optic nerve and 

macula are best examined through 
a low-dioptric (60D) biomicroscopy 
lens. These low-powered lenses per-
mit greater magnification without 
requiring the examiner to use the 
high mag of the biomicroscope, 
which can yield a slightly hazy 
view due to diffraction. Addition-
ally, with such high magnification, 

the examiner can acquire a clear, 
detailed view of the neuroretinal rim 
tissue. This is essential in the diag-
nosis and management of glaucoma, 
or when visualizing neovasculariza-
tion of the disc. 

Further, a detailed view of the 
macula is essential when observing 
the internal limiting membrane, 
identifying a subtle epiretinal mem-
brane or examining for retinal 
pigment epithelium (RPE) changes 
indicative of early macular disease.

Any biconvex fundus biomi-
croscopy lens produces an inverted 
image. Anatomically, the optic 
nerve appears nasal to the fovea. 
When viewing through a biconvex 
fundus lens, the optic nerve looks 
to be temporal to the nerve and the 
superior retina appears inferiorly. 
At first, it is easy to forget this 
principle; however, it is absolutely 
essential to record a lesion’s cor-
rect location. For example, when 
observing the area near the first 
arterial bifurcation through a bio-
microscopy lens, any lesion that 

These tricks of the trade will help hone and perfect your approach to fundus evaluation. 
By Philip E. Walling, OD, and Amy Dinardo, OD, MBA

Put the ‘Fun’ Back 
in Funduscopy

The Lost Arts of Optometry, Part Two

1. Be sure to use disc diameters when 
determining the size and location of 
retinal lesions. 

Fundus Evaluation
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appears in the superior portion of 
the view actually is located inferi-
orly in the eye. As such, the entity 
should be documented accordingly 
in the medical record. 

After performing binocular indi-
rect ophthalmoscopy (BIO), it may 
be useful to examine a peripheral 
retinal lesion in more detail via slit-
lamp biomicroscopy. Peripheral 
fundus lesions are seen well with 
a high-powered, non-contact lens 
such as a 90D SuperField (Volk 
Optical) or an Ocular MaxField 
Standard 90D (Ocular Instruments). 
These lenses allow the examiner to 
observe questionable retinal lesions 
in greater detail than with BIO 
alone. The combined views from 
BIO (with or without scleral depres-
sion) and the peripheral non-contact 
biomicroscopy lens likely yield all 
the required information necessary 
to make a specific diagnosis.

To view the peripheral retinal 
lesion with the slit lamp, instruct 
the patient to look in the direc-
tion of the lesion. Once the lesion 
is visualized with the fundus lens 
of your choice, move the slit lamp 
away from the area to be examined. 
For example, a lesion located at 12 
o’clock can be seen by asking the 
patient to look straight up. When 
the biomicroscopy lens is centered 
over the pupil and the fundus 
is visualized, move the slit lamp 
downward (usually by rotating the 
joystick counterclockwise) until the 
lesion can be seen.

2. Size Matters
Fundus photography is helpful 

in establishing and tracking the 
exact size of a retinal lesion, such as 
a nevus. However, if fundus pho-
tography is unavailable, remember 
to delineate the lesion’s horizontal 
and vertical measurements along 
with any other relevant detail. 
Most practitioners use the patient’s 
optic disc diameter as a reference 
point when determining the retinal 
lesion’s dimensions. This approach 
is quite useful, because the optic 
disc diameter generally will not 
change over time. 

However, some patients exhibit 
obliquely inserted discs, peripapil-
lary atrophy or other optic disc 
anomalies that make it more dif-
ficult to establish an anatomical 
benchmark for comparison. By 
using optic nerve transillumination 
with a parallelepiped slit image off 
to either side, the examiner can dis-
tinguish the disc outline to calculate 

a more accurate estimate of the 
optic nerve head size. 

Additionally, when a retinal 
lesion is identified, be sure to track 
its exact anatomical location using 
disc diameters (DD) as a guide. For 
example, figure 1 shows a choroi-
dal nevus 1.5DD in size that was 
located 2DD superotemporally to 
the optic nerve head along the supe-
rior arcade. 

3. Always Use a Filter
A red-free examination is 

extremely useful when examining 
patients with glaucoma or other 
optic nerve disorders. Use the red-
free filter to highlight wedge defects 
located in the retinal nerve fiber 
layer or to distinguish optic nerve 
head drusen. By obscuring retinal 
hue, a red-free filter dramatically 
enhances the appearance of blood 
vessels as well as preretinal, intra-
retinal and subretinal blood. 

Red-free filtering makes some 
retinal lesions, such as microaneu-
rysms and dot/blot hemorrhages, 
look dark black and well demar-
cated. Further, it causes cystoid 
macular edema to appear as a light 
gray, fluid filled area in the macula. 
Also, changes in the arteriovenus 
crossings or scattered areas of blood 
leakage appear increasingly high-
lighted upon red-free filtering. 

Because the RPE attenuates 

Viewing Peripheral Retinal Lesions with Non-contact Fundus Lenses
1. Instruct the patient to look in the lesion’s direction.
2. Place the lens over the relocated pupil.
3. Pull the slit lamp almost all the way back toward yourself, then center the slit beam 

over the pupil.
4. Place the lens in front of the pupil, look through the oculars, and move the slit lamp 

toward the patient in the direction of the red reflex.
5. Once the fundus is in focus, move the slit lamp in the opposite direction of the lesion. 

(Note: The lens causes the image to appear inverted.)

2, 3. A nevus in white light (left) and red-free light (right). Note its disappearance. 

Fundus Evaluation
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red-free light, a filter can be used to 
determine the etiology and depth of 
a retinal lesion. Deeper structures 
located below the RPE (e.g., choroi-

dal nevi) disappear or diminish with 
the use of the red-free filter, whereas 
more superficial entities located 
above the RPE (e.g., hypertrophy) 

remain (figures 2 and 3). Optic 
nerve head drusen (mitochondrial 
calcification) generally becomes vis-
ible at the disc surface in the second 

Volk Low Power/High Magnification Lenses

Lens Power
Field of View 
(in degrees)*

Image 
Magnification

Working Distance Comments

60 D 68/81 1.15x 13mm
High magnification; detailed disc and 
macular evaluation

78 D 81/97 0.93x 8mm Good general-use lens

Super 66 80/96 1.0x 11mm
High magnification; detailed disc and 
macular evaluation

Digital 1.0x Imaging 60/72 1.0x 12mm
High magnification; detailed disc and 
macular evaluation

Digital High Mag 57/70 1.30x 13mm
Very high magnification; detailed disc and 
macular evaluation.

Volk High Power/Low Magnification Lenses

Lens Power
Field of View 
(in degrees)*

Image 
Magnification

Working Distance Comments

90 D 74/89 0.76x 7mm
Good general-use lens; useful for small 
pupils; good for peripheral retinal viewing

Superpupil XL 103/124 0.45x 4mm
Useful for small pupils; miniaturized version 
of SuperField NC lens

Superfield NC 95/116 0.76x 7mm Magnification of 90 D with large field of view

Super Vitreofundus NA NA NA
Useful for small pupils; good for peripheral 
retinal viewing

Digital Wide Field 103/124 0.72x 4-5 mm
Good general-use lens; useful for small 
pupils; good for peripheral retinal viewing

Ocular Instruments Low Power/High Magnification Lenses

Lens Power
Field of View 
(in degrees)*

Image 
Magnification

Working Distance Comments

Ocular MaxField 54D 86/137 1.10x 10mm
High magnification; detailed disc and 
macular evaluation

Ocular MaxField 60D 85/154 1.0x 10mm
High magnification; detailed disc and 
macular evaluation

Ocular MaxField 66D 91/144 0.91 8mm
High magnification; detailed disc and 
macular evaluation

Ocular MaxField 72D 102/155 0.83x 7mm Good general-use lens
Ocular MaxField High Mag 
78D

88/154 0.98x 10mm Good general-use lens

Ocular Instruments High Power/Low Magnification Lenses

Lens Power
Field of View 
(in degrees)*

Image 
Magnification

Working Distance Comments

Ocular MaxField 84D 105/158 0.71x 5mm
Good general-use lens; useful for small 
pupils; good for peripheral retinal viewing

Ocular MaxField Standard 
90D

94/153 0.75x 5mm
Good general-use lens; useful for small 
pupils; good for peripheral retinal viewing

Ocular MaxField 100D 110/146 0.60x 4mm High-power lens with large field of view
Ocular MaxField 120D 120/173 0.50x 4mm High-power lens with large field of view
Ocular Ultra View Small 
Pupil 132D

99/158 0.45x 4mm
Useful for small pupils; good for peripheral 
retinal viewing

* Static field of view/dynamic field of view

Fundus Evaluation
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to third decades of life.1 The drusen 
appear as highly reflective spherical 
nodules that can give the disc a scal-
loped margin appearance. Red-free 
light causes these retractile bodies to 
autofluoresce, which may help dis-
tinguish them from other anomalies 
(e.g., peripapillary atrophy).

4. Work Up the Nerve 
Optic disc hemorrhages are a risk 

factor for progression in all forms 
of glaucoma. Surprisingly, they are 
easy to overlook during a standard 
funduscopic examination. Accord-
ing to the Ocular Hypertension 
Treatment Study (OHTS), eye care 
practitioners missed almost five 
times as many optic disc hemor-
rhages through slit-lamp biomicros-
copy than via fundus photograph 
observation.2 However, not every 
practitioner takes fundus photo-
graphs––or even has a fundus cam-
era to use––at every exam. 

Take a systematic approach when 
evaluating the optic nerve for glau-
coma, looking specifically for disc 
hemorrhages. Be aware that they 
often appear near areas of peripapil-
lary atrophy, notching or nerve fiber 
layer defects. Two-thirds of glau-
comatous optic disc hemorrhages 
appear inferotemporally.3 

Both vertical cup-to-disc (C/D) 
ratio and neuroretinal rim tissue 

size are crucial factors in diagnosing 
glaucomatous optic nerve damage. 
Fortunately, neither metric requires 
expensive diagnostic imaging. When 
evaluating the optic nerve and/or 
performing fundus biomicroscopy, 
the C/D ratio is important because it 
provides indirect information about 
the neuroretinal rim tissue (figure 
4). To better define your neuroreti-
nal rim tissue estimation, record the 
horizontal C/D ratio. Additionally, 
when recording the vertical C/D 
ratio, include the superior and infe-
rior rim measurements. 

A patient with early glaucoma 
can exhibit a vertical C/D ratio of 
0.6, which––at first blush––does 
not sound glaucomatous. However, 
a superior neuroretinal rim tissue 
width of 0.3 and an inferior neu-
roretinal rim tissue width of 0.1 
would be highly suspicious for early 
glaucomatous damage due to the 
asymmetry. 

5. Master the Macula 
For practitioners who do not 

have immediate access to an opti-
cal coherence tomography device, 
a Watzke-Allen test is helpful in 
differentiating macular holes from 

pseudoholes (figure 5). For this test, 
you place a narrow slit-lamp beam 
over the fovea, then ask the patient 
to look directly into the center of 
the beam and describe its overall 
appearance. 

If the patient says that the beam 
looks unbroken and completely 
rectangular, the macula is most 
likely intact. If, however, he or she 
reports that the beam appears nar-
row or distorted in the center, this 
could indicate a partial-thickness 
(lamellar) hole. Finally, if the patient 
says the beam as looks broken in 
the center, he or she may have a 
full-thickness hole. Vision usually 
is significantly compromised at this 
point, and the patient may further 
describe missing areas of text when 
reading. 

To perform the test accurately, it 
is helpful to present the beam both 
horizontally and vertically. More 
effective patient responses are elic-
ited when the individual is given 
visual examples to choose from. 
If the macula of the opposite eye 
appears generally healthy, perform-
ing the Watzke-Allen test in that 
eye may provide the patient with a 
point of comparison. 

4. Here is an illustration of the proper 
vertical cup-to-disc assessment method, 
with symmetrical superior and inferior 
rim tissue. 

5. Potential patient responses when performing the Watzke-Allen test. 

Fundus Evaluation
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6. ‘We’ve Got Your Back’ 
Patients must be comfortable dur-

ing clinical procedures. However, 
throughout a busy workday, it is 
easy to overlook your level of physi-
cal comfort. Optometrists perform 
slit-lamp biomicroscopy numerous 
times every day. Compared to fam-
ily practice practitioners, eye care 
professionals report a much higher 
incidence of neck, back, hand and 
wrist pain.5 Ergonomic consider-
ations are essential because, over 
time, poor posture will take its toll 
on the body––leading to decreased 
efficiency, unwanted aches and 
pains, and even musculoskeletal 
disorders. 

How many times have you found 
yourself in an awkward position 
while performing slit-lamp biomi-
croscopy? Have you ever used the 
slit lamp and suddenly realized that 
your neck is hyperextended, your 
back is strained and your fingers 
feel tingly? Eventually, this type of 
repetitive strain can be detrimental 
to your career and quality of life. 

It is always better to adjust the 
patient’s orientation to best accom-
modate your positioning than vice 
versa. Be sure to use an adjustable 
chair and slit-lamp table. When 
sitting behind the slit lamp, take 
the extra time to raise or lower the 

patient to a height where your back 
remains straight while you look 
through the oculars. Move the chair 
and slit lamp to best suit your needs 
(figures 6 and 7). 

Years of performing fundus bio-
microscopy with your elbow on the 
table can lead to ulnar neuropathy. 
This occurs as a result of ulnar 
nerve entrapment due to constant 
pressure applied to the elbow. The 
ulnar nerve controls fine movements 
of the hand and runs through the 
bony groove at the elbow, which 
has very little fat protection. Most 
people know the result of ulnar 
nerve stimulation when they feel the 
tingle of hitting their “funny bone.” 

Unfortunately, years of ulnar 
nerve compression while perform-
ing fundus biomicroscopy can lead 
to finger numbness and/or hand 
weakness. A good way to avoid this 
condition is to cushion and sup-
port the elbow by attaching a thick, 
soft-foam pad to the slit-lamp table 
(figure 8).

Remember to practice your 
funduscopy technique on a regu-
lar basis to ensure that it does not 
become a “lost art” for you. 

If you are interested in improv-
ing your gonioscopy skills, be sure 
to read the final installation of our 
series: “Going Back to Gonio.” ■

Dr. Walling is a professor and 
chief of the Medical and Surgical 
Service at the Michigan College of 
Optometry’s University Eye Center 
in Big Rapids. Dr. Dinardo is an 
assistant professor at MCO.
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6, 7. Improper patient/doctor ergonomic posture (left) vs. proper ergonomic posturing (right).

8. The use of a foam pad at the slit lamp 
can reduce elbow stress tremendously.
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Case Report

S
olar retinopathy is caused 
by unprotected macular 
exposure to direct sunlight 
or other forms of radiant 

energy. The diagnosis is made via a 
positive history of direct sun expo-
sure along with the clinical presen-
tation of foveal lesions. 

No definitive medical treatments 
currently exist. So, abstaining from 
direct sunlight gazing for any reason 
is the primary preventative measure 
against solar retinopathy. 

This article outlines two separate 
cases of solar retinopathy. In addi-
tion to reviewing the most current 
literature on the condition, we 
describe the typical clinical presen-
tation and discuss a potential vari-
ant—eclipse retinopathy. 

Case One
History

A 62-year-old white male pre-
sented complaining of blurred vision 
and associated photosensitivity in 
both eyes. The patient said that he 
first noticed these complications 
several years earlier. He admitted 
to gazing at the sun for unknown 
lengths of time while under the 

influence of lysergic acid diethyl-
amide (LSD). He did not report 
wearing any protective filters at that 
time. The visual symptoms mani-
fested shortly after the incident and 
have persisted ever since. 

The patient’s last eye exam was 
five years ago. Ocular and fam-
ily histories were unremarkable; 
however, his medical history was 
significant for diabetes, hyperten-
sion, hyperlipidemia and schizo-
phrenia, as well as cocaine, alcohol 
and nicotine dependence. His cur-
rent medications included aspirin, 
hydrochlorothiazide, metformin, 

mirtazapine and potassium chloride. 
He reported drug allergies to thora-
zine, penicillin and haloperidol.

Diagnostic Data 
On initial examination, his best-

corrected visual acuity measured 
20/20-2 OD and 20/25+2 OS. His 
pupils, extraocular motilities and 
confrontation visual fields were 
within normal limits. Slit lamp 
examination was significant for 
conjunctival pingueculas and trace 
lenticular nuclear sclerosis OU. 

His IOP was 17mm Hg OD and 
16mm Hg OS. Funduscopy revealed 

Solar and eclipse retinopathy can cause permanent visual acuity impairment, in 
addition to other serious ocular complications. 
By Chung To, OD, Wendy McGonigal, OD, and Shephali Patel, OD, MS

Too Much Sun,
Not So Fun

1, 2. Fundus photographs of the 62-year-old patient described in Case One (OD left, OS 
right). Note the red lesions located at both foveas.
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pink and distinct optic nerves with 
an estimated cup-to-disc ratio of 0.7 
OU. The macular regions revealed 
red lesions at both foveas, and were 
surrounded by a well-circumscribed 
area of retinal pigment epithelium 
(RPE) hyperpigmentation (figures 
1 and 2). The posterior poles and 
peripheral retinae were within nor-
mal limits OU.

We obtained a spectral-domain 
optical coherence tomography (SD-
OCT) scan of the maculae and optic 
nerves, which revealed central RPE 
disruptions with an intra-retinal 
cyst in each eye (figures 3 and 4). 
Central macular thickness measured 
222µm OD and 211µm OS. Addi-
tionally, the SD-OCT scan revealed 
normal retinal nerve fiber layer 
(RNFL) thickness without any evi-
dence of thinning OU.

Diagnosis
Based upon the patient’s history 

and clinical findings, we diagnosed 
him with solar retinopathy.

Case Two
History

A 64-year-old white male pre-
sented complaining of longstanding 
blurred vision in his left eye that 
did not improve with spectacle use. 
At a previous eye examination, the 
patient reported staring at a partial 
solar eclipse on July 9, 1964 with 
his left eye, while holding his right 
eye closed. After viewing the eclipse 

for several min-
utes, the patient 
noted seeing only 
“white” out of 
his left eye for the 
rest of the after-
noon. He did not 
report wearing any 
protective filters 
during the eclipse 
gazing. 

His ocular his-
tory was remark-
able for pigment 
dispersion glau-
coma. His medi-
cal history was 
significant for 
hypertension and 
bipolar disorder. 
Current medica-
tions included 
latanoprost, dor-
zolamide/timolol, 

atenolol, hydrochlorothiazide/
lisinopril and lithium carbonate. He 
reported no known allergies. 

Diagnostic Data
On examination, his best-

corrected visual acuity measured 
20/50+1 OD and 20/25-2 OS. His 
pupils, extraocular motilities and 
confrontation visual fields were 
within normal limits. Slit lamp 
examination revealed corneal 
Krukenberg spindle and iris transil-
lumination defects OU, as well as 
visually significant, bilateral nuclear 
sclerotic cataracts (OD > OS). 

His IOP measured 14mm Hg 
OD and 16mm Hg OS. Fundus-
copy revealed pink and distinct 
optic nerves in both eyes, with an 
estimated cup-to-disc ratio of 0.65 
OD and 0.7 OS. The left optic nerve 
exhibited superior notching and 
vessel barring, while the right nerve 
appeared healthy. The macular 
region of the left eye demonstrated 
pigment irregularity surrounded 

3, 4. SD-OCT scan revealed central RPE disruptions and an intraretinal cysts OU (OD left, OS right). 

5. In Case Two, the 64-year-old patient’s 
left eye exhibited pigment irregularity 
surrounded by an area of hypopigmenta-
tion at the macula.

Case Report
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by an area of hypopigmentation 
(figure 5). Again, the right macula 
appeared healthy. Both posterior 
poles were within normal limits; 
however, the peripheral retinae were 
significant for pavingstone degen-
eration OU. 

SD-OCT of both maculae and 
optic nerves revealed central RPE 
disruptions and a central thickness 
of 282µm OS. Additional imaging 
using the high-definition, five-line 
raster highlighted the RPE disrup-
tion (figure 6). The scans of the 
right eye revealed a normal foveal 
contour with a central thickness of 
287µm. 

The SD-OCT scan also revealed 
thinning in the RNFL superior 
quadrant of the right eye, as well 
as thinning in all quadrants of the 
left eye (figure 7). A review of the 
patient’s previous 24-2 Humphrey 
visual field test showed scattered 
defects OU.

Diagnosis
Based upon the patient’s history 

and clinical findings, we diagnosed 

him with eclipse retino-
pathy. 

Treatment and 
Follow-up

We educated both 
patients on our findings 
and firmly discouraged 
any future direct sunlight 
gazing for any reason. 
We also discussed the 
benefits of UV-protective 
eyewear while outdoors. 

We scheduled both 
patients for regular 
follow-up examinations 
every six-months to mea-
sure the stability of their 
best-corrected visual 
acuities, as well as obtain 
dilated fundus photo-
graphs and macular SD-

OCT scans. 

Discussion
Solar retinopathy results from 

retinal and macular damage second-
ary to direct exposure to sunlight 
and/or other light radiant energy. 
Variants of solar retinopathy that 
sometimes are used synonymously 
include eclipse retinopathy and 
foveomacular retinitis. Eclipse reti-
nopathy is a unique form of solar 
retinopathy that is a consequence 
of retinal damage sustained dur-
ing solar eclipse viewing, whereas 
foveomacular retinitis describes the 
clinical characteristics of solar reti-
nopathy without eliciting a history 
of solar exposure.1

The exact prevalence of solar reti-
nopathy is unknown. This likely is 
because most cases are unreported 
due to the mild and nonspecific 
visual complaints following sun 
exposure. Nevertheless, the inci-
dence of reported cases tends to 
increase following a national public 
announcement of a solar eclipse.2 
The largest nationwide active case 

study was conducted by the British 
Ophthalmological Surveillance Unit 
following the full solar eclipse on 
August 11, 1999.3 Its researchers 
reported 70 cases of solar retinal 
injury within the UK alone. In 39% 
of the cases, the time spent looking 
at the eclipse was reported to be 
less than 60 seconds. The male-to-
female ratio was 1.2:1.0, with an 
average age of 29.5 years.3 A cross-
reference of smaller studies follow-
ing the 1999 eclipse revealed similar 
trends.4

Solar eclipse gazing remains the 
most common reason why patients 
stare into the sun.5 Other explana-
tions described in the literature 
include religious and cultural ritu-
als, mental illness, hallucinogenic 
drug abuse, recreational sunbath-
ing, military deployment in bright/
desert environments and incidental 
exposure secondary to simple curi-
osity.1,6,7

During solar retinal exposure, 
most patients often report a posi-
tive afterimage with short-term 
dazzling sensations.1 Visual distur-
bances arise quickly after exposure, 
with varied complaints of a small 
central scotoma, photophobia or 
reduced visual acuity. In cases of 
severe exposure, metamorphopsia, 
chromotopsia and headaches with 
orbital and retro-orbital pain also 
may occur.1,4

The most common visual com-
plaint is decreased visual acuity 
(ranging from 20/30 to 20/200), 
which generally varies with expo-
sure severity.8,9 One study of 319 
patients with solar retinopathy 
indicated improvements in vision 
to 20/40 or better in 80% of cases 
without any deterioration over 
time.5 The researchers also reported 
no color vision defects.5 A simi-
lar study of 70 cases revealed no 
permanent visual loss over a three-
month duration.3 

6. High-definition, five-line raster of the left eye 
highlighted the RPE disruption.

Case Report
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The clinical course and presenta-
tion of solar retinopathy is con-
sistent throughout the literature. 
Within the first 24 to 48 hours 
following solar retinal exposure, 
clinical examination of the macula 
typically reveals normal to subtle 
pigmentary mottling and edema. A 
yellow spot develops in the fovea 
with a loss of reflex, and a sur-
rounding cuff of hyperpigmentation 
becomes more apparent within a 
week after exposure. The macular 
changes include RPE hypopigmenta-
tion, with an increase in foveal ery-
thema after one month. Persistent 
macular pigmentary irregularity is 

observed as a longstanding change, 
followed by resolution of foveal ery-
thema with or without retention of 
foveal RPE hypopigmentation.1,3,10,11 

The mechanism of how light 
causes retinal damage has been 
studied thoroughly.1,12-14 For light 
to harm any part of the eye, it must 
be absorbed. In the human eye, the 
ocular media—including the cornea, 
aqueous, lens and vitreous—control 
the absorption of radiant energy 
from light reaching the retina.1 

The transmissions through 
these structures remain a constant 
throughout life, with the exception 
of the lens secondary to age-related 

changes. Light transmission via 
an aging lens is reduced to longer 
and less harmful wavelengths, due 
to both reflection and scattering.12

Interestingly, cataract development 
can be a protective measure against 
chronic shorter wavelengths that 
ultimately cause retinal changes.1

However, the ocular media’s 
transparency permits light to focus 
entirely on the retina—particularly 
the macula. As a result, the retina 
becomes highly susceptible to light 
absorption and consequent dam-
age.12 

Three models of how light dam-
ages the retina have been proposed, 
including mechanical, thermal and 
photochemical methods. Mechani-
cal and thermal disruptions are 
caused by absorption of shorter 
wavelengths that alter retinal struc-
ture. Mechanical damage produces 
sonic transients or shock waves, 
whereas thermal damage is the 
result of increased temperature 
within the retina (typically by 10ºC 
to 20ºC). Neither of these processes 
are likely to cause solar retinopa-
thy, and are in fact intentionally 
exploited during ophthalmic laser 
treatment (e.g., Nd:YAG and argon 
laser photocoagulation).12 

Photochemical damage, on the 
other hand, results when long-
wavelength blue and/or UV light is 
absorbed. This initiates a chain of 
chemical reactions that disrupt the 
normal physiological structure of 
the retina.12,13 Recent research pro-
vides evidence that solar retinopathy 
chiefly is caused by photochemical 
effects.13,14

With the development of more 
advanced imaging devices, the 
understanding of solar retinopathy’s 
impact on vision has improved 
dramatically in the last decade. 
Several reviews of OCT findings 
indicated that patients with solar 
retinopathy exhibit significant 

7. SD-OCT scan of both eyes revealed thinning in the RNFL superior quadrant of the 
right eye, as well as thinning in all quadrants of the left eye.

Case Report
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foveal pathology.10,15,16 In these stud-
ies, associated retinal defects were 
concentrated centrally at the level of 
the inner and outer photoreceptor 
segment junction.10,15,16

In another evaluation of OCT 
findings in patients with a history of 
solar eclipse retinopathy, research-
ers documented the presence of 
voids with decreased foveal thick-
ness at the photoreceptor layer in 10 
of 21 affected eyes.17 Signal defects 
in both the inner and outer photore-
ceptor segments also were observed. 
In these individuals, there appears 
to be a strong correlation between 
decreased central foveal thickness 
and full-thickness voids on OCT 
analysis with reduced visual acu-
ity.17-19 Such findings are consistent 
with those documented in smaller 
case reports using OCT analysis 
as a predictor of visual function in 
patients with confirmed solar reti-
nopathy.11,20,21 

Additionally, a retrospective, 
observational case series compar-
ing OCT findings and fluorescein 
angiography (FA) was published in 
2009.20 Most defects observed on 
FA revealed small punctate or pin-
point central RPE transmission, or 
window defects. It is worth noting 
that in all reported cases of defini-
tive solar retinopathy, FA did not 
reveal characteristic lesions of the 
disease.20 

Multifocal electroretinogram 
(mfERG), a newer electrophysiolog-
ical technique that objectively maps 
retinal function, also has been used 
to screen patients suspected of solar 
retinopathy. One study showed that 
eight patients experienced a reduc-
tion in central retinal function after 
initial solar exposure using mfERG 
testing.22 

At the two-month follow-up, 
all patients showed improvements 
in both visual acuity and mfERG 
amplitude; however, when com-

pared to normal subjects, there was 
still an overall acuity reduction.22

Another study showed similar 
reductions in mfERG findings, with 
gradual visual recovery in a smaller 
patient population.23 The long-term 
effects of retinal function in patients 
with chronic solar retinopathy 
also elicited a decrease in mfERG 
response.23,24 These testing results 
accurately correlate to the clinical 
presentation and visual acuity out-
come in solar retinopathy patients.

In addition to the retina, acute 
and chronic UV exposure damages 
other ocular structures that absorb 
light. The five most common sun-
induced ocular disorders include: 
cataracts, age-related macular 
degeneration, pterygium, photoker-
atitis and periocular skin cancer.25

Other sunlight-related eye diseases 
include pinguecula, conjunctival 
melanoma, climatic droplet kera-
topathy, primary spheroidal degen-
eration and intraocular malignant 
melanoma.25

Ultimately, the best treatment for 
solar retinal damage is prevention. 
Adequate education on the harmful 
effects of sunlight on retinal tissue 
and other ocular media should be 
discussed. Appropriate referrals for 
psychological services should be 
considered for patients who con-
tinue to practice such behavior.1 

Proper UV protection should be 
recommended for individuals who 
are more prone to light damage––
specifically those who spend con-
siderable time outdoors or live in an 
environment that receives a signifi-
cant volume of sunshine throughout 
the year. It is important to note that 
during a solar eclipse, normal sun 
spectacle eyewear is insufficient to 
protect the retina. Indirect observa-
tion (e.g., watching a live broadcast 
on the computer or television) is the 
safest course.1 Viewing with a pin-
hole camera also is permissible. 

While treatment often is unneces-
sary, the use of systemic steroids has 
been proposed.7 However, no cur-
rent clinical studies exist to confirm 
the efficacy of this approach.

Given a positive history of sun 
gazing, clinical characteristics of 
subtle foveal lesions confirmed via 
OCT and a proportionately cor-
related best-corrected visual acuity, 
you can confidently diagnose an 
individual with solar retinopathy. 
In the absence of a positive history 
with similar clinical findings, other 
conditions that involve the fovea 
should be considered, including age-
related macular degeneration, macu-
lar holes, epiretinal membranes and 
hereditary macular dystrophies. 

The exact prevalence of solar reti-
nopathy is unknown, likely because 
most individuals fail to report mild 
and/or nonspecific visual com-
plaints following sun exposure. 
Visual prognosis is excellent in 
most instances, with no treatment 
required. Finally, be sure to instruct 
all patients not to directly gaze at 
the sun or an eclipse for any reason. 

As a public service announce-
ment, the next solar eclipse is pre-
dicted to occur on November 3, 
2013, and will be visible to inhabit-
ants of Europe, Asia, Africa and 
parts of North America.26 ■

Dr. To currently is starting an 
interprofessional polytrauma/TBI 
advanced clinical fellowship in 
optometry at the James A. Haley 
Veterans’ Hospital in Tampa, Fla. 
He managed these two cases during 
his residency at the Lake City VA 
Medical Center in Florida. 

Dr. McGonigal is the associate 
chief of optometry and optometric 
residency coordinator at the Lake 
City VA Medical Center. 

Dr. Patel is a resident supervisor 
and director of low vision services at 
the Lake City VA Medical Center. 
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I
n medicine, the simple explana-
tion is often the correct explana-
tion. That is, conditions that are 
most common among the general 

population will appear more often 
in our exam chairs. Such expecta-
tions of familiar conditions govern 
our differential diagnosis list—dru-
sen suggests macular degeneration; 
punctate epithelial erosions likely 
signal dry eye syndrome. 

But we can’t fly on autopilot; as 
primary eye care practitioners, we 
need to stay vigilant to identify what 
could be a rare, potentially systemi-
cally damaging condition. Indeed, 
over the past few years, we’ve seen 
an increased incidence of once rela-
tively rare ocular conditions. Some 
of these conditions are newly on the 

rise, whereas others are 
making a resurgence. In 
either case, we may be 
seeing rarer conditions 
more often than we 
expect. 

As a profession, we 
are now recognizing 
and diagnosing more 
complicated ocular 
conditions, many of 
which have underly-
ing systemic causes. 
We have the ability to 
distinguish benign from 
irregular growths that could later be 
found cancerous. We see conjunc-
tivitis that could be the result of an 
ocular or systemic superinfection. 
Patients can present with an odd 

ocular inflammation that may turn 
out to be a neurologic manifestation 
of a sexually-transmitted infection. 
The panorama of presentations is 
truly evolving.

To aid us in paring down long 
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Now more than ever, the familiar optometric saying holds true:
‘It ain’t rare if it’s in your chair.’ By Marta C. Fabrykowski, OD, and Anupam Laul, OD

Rare Presentations
That    Aren’t That

Rare Anymore

Less rare in your chair: active ocular MRSA infection. 
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differential diagnosis lists, we may 
need to rely on laboratory meth-
ods. Meanwhile, our diagnostic 
technology has taken great strides 
in culturing, obtaining histological 
samples and imaging, thus allow-
ing us to more accurately identify 
etiology. Just to name a few: Opti-
cal coherence tomography (OCT) 
can now delineate each layer of the 
retina; bacterial culturing can take 
place either via test tube or plate; 
and cerebrospinal fluid (CSF) can 
be tested to identify even miniscule 
levels of pathogens. 

Along with these increasingly 
complicated conditions and diag-
noses come intricate treatment 
algorithms. As primary eye care 
practitioners, we may be coman-
aging patients who are receiving 
not only oral medicines, but also 
intraocular, intravenous and even 
radiologic treatment. Just like the 
evolving diseases we are seeing, our 
roles must too advance.

We’ve noticed a rise in a great 

number of conditions, but the fol-
lowing are four patient cases that 
we, like many of you, have observed 
with increasing frequency. We begin 
with anteriorly-presenting condi-
tions and progress to those that 
are more likely found in the poste-
rior segment. 

Microsporidial Keratitis
A 26-year-old black female pre-

sented to the clinic with blurred 
vision, photophobia and tearing 
after wearing her friend’s used 
cosmetic contact lens. She wore 
the lenses continuously (overnight 
wear) for two to three days until she 
started having pain the day before 
she presented. Her medical history 
was significant for HIV.

•  Diagnostic data. Pertinent exam 
findings included visual acuity of 
20/40 OD and 20/30 OS, with mild 
conjunctival injection OD and OS. 
Adnexa and lids were normal OU. 
Corneal findings revealed Grade 3+ 
punctate erosions (OD>OS). Ante-

rior chambers were deep and quiet. 
In the above case, microsporidia 

keratitis was among the consid-
erations (in addition to the usual 
offenders: keratoconjunctivitis sicca, 
infiltrative keratitis, herpetic kerati-
tis, microbial keratitis, tight lens syn-
drome, exposure keratitis, chemical 
keratitis, Acanthamoeba, epidemic 
keraconjunctivitis, and others). The 
patient is HIV-positive and has a 
history of non-compliant contact 
lens wear. Although rare, microspo-
ridial infections have been on the 
rise since the early 1990s.1-3

More than 1,500 microspo-
ridia species have been identified, 
although only a handful affect 
humans.4 Microsporidia are unicel-
lular eukaryotes that were once 
thought to belong in the protozoan 
family; however, based on DNA 
identification, we now know they 
are more closely related to fungi.4

Although the mode of transmis-
sion to human hosts is not entirely 
clear, ingestion or inhalation of 
contaminated soil or water might be 
the primary source of entry.4 Due to 
its dense electron gylcoprotein and 
chitin layer, the spores are highly 
resistant to environmental dam-
age.4-6 Some studies have shown 
microsporidial spores in human uri-
nary tracts, suggesting the possibility 
of sexual transmission.5,6 There have 
also been cases of transmission by 
zoonosis from asymptomatic domes-
tic and wild animals.5,7

Symptoms of microsporidia vary 
depending on the site of infection. 
Microsporidia can infect the respira-
tory system, intestinal and bile tract, 
urinary tract, eyes, muscles and 
brain.4,5

Microsporidia are opportunis-
tic organisms that can affect both 
immunocompetent and immuno-
compromised hosts (although they 
more commonly affect those who 
are immunocompromised).1,8,9 The 
life cycle of the organism begins 

Types of Microsporidia and How They Affect the Body

Microsporidian Species Clinical Manifestation

Anncaliia algerae
Keratoconjunctivitis, skin and deep muscle 
infection

Enterocytozoon bieneusi Diarrhea, acalculous cholecystitis

Encephalitozoon cuniculi and 
Encephalitozoon hellem

Keratoconjunctivitis, infection of respiratory and 
genitourinary tract, disseminated infection

Encephalitozoon intestinalis (syn. Septata 
intestinalis)

Infection of the GI tract causing diarrhea, and 
dissemination to ocular, genitourinary and 
respiratory tracts

Microsporidium (M. ceylonensis and M. 
africanum)

Corneal infection

Nosema sp. (N. ocularum), Anncaliia connori Ocular infection

Pleistophora sp. Muscular infection

Trachipleistophora anthropophthera Disseminated infection

Trachipleistophora hominis
Muscular infection, stromal keratitis (probably 
disseminated infection)

Tubulinosema acridophagus Disseminated infection

Vittaforma corneae (syn. Nosema corneum) Ocular infection, urinary tract infection

Source: CDC, http://dpd.cdc.gov/dpdx/HTML/Frames/M-R/Microsporidiosis/body_Microsporidiosis_page2.htm
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with the injection of sporoplasm 
via a polar tubule into the host 
cell. The sporoplasm replicates rap-
idly via binary or multiple fission. 
Spores then form by sporogony (in 
free cytoplasm or in a vacuole) to 
finally mature and release continu-
ing the cycle. 

The most common ocular pre-
sentation of microsporidia is kera-
toconjunctivitis, although at least 
one case of sclerouveitis resulting 
in retinal detachment has been 
reported.1,2,5,6,10

Typical presentation may vary 
depending on the immune response 
of the patient. Historically, epithelial 
keratitis was seen in immunocom-
promised patients, whereas stromal 
keratitis was seen in immunocom-
petent patients.1,6 This was believed 
to be due to a more aggressive 
immune response in immunocom-
petent patients, resulting in stromal 
involvement. But more recent studies 
show that such may not be the case.1

Clinical presentation includes 
multiple, coarse, superficial epi-
thelial punctate erosions in either 
a peripheral or diffuse pattern, 
or central corneal edema with an 
anterior chamber reaction and 
fine keratic precipitates.1,8 An 
infiltrate may develop after the 
epithelial keratitis.1,8

Symptoms include pain, decreased 
vision, photosensitivity, tearing and 
foreign body sensation.1,2,8

•  Diagnosis. Because the clini-
cal presentation and symptoms are 
similar to keratitis, it is sometimes 
difficult to differentiate micro-
sporidial infection from other 
etiologies. To make a definitive 
diagnosis, either corneal scraping 
or staining with gram stain, potas-
sium hydroxide plus calcofluor, or 
modified trichrome is needed. The 
chitin shell dyes bright red with tri-
chrome stain and bright violet with 
gram staining.1,6 

•  Treatment. Although there is no 
standardized treatment, several stud-
ies suggest the use of oral albenda-
zole (400mg PO BID for two to four 
weeks) in conjunction with topical 
fumagillin (3mg/ml drops every 
one to four hours for 10 days).8,11

However, topical fumagillin is not 
commercially available and must 
be compounded, making it rather 
expensive. Albendazole is an anthel-
mintic that acts on the microtubules 
of the microsporidia to prevent 
further proliferation, whereas fuma-
gillin is an antibiotic derived from 
Aspergillus fumigatus. Fumagillin’s 
mechanism of action involves inhib-
iting metalloprotease methionine 
aminopeptidase type 2 and endothe-

lial formation.8,12

Newer studies suggest that using 
a topical fluoroquinolone as mono-
therapy may be a viable first-line 
therapeutic approach.1 As men-
tioned earlier, microsporidia have 
recently been classified as fungi; but 
upon genetic sequencing, a partial 
encoding for topoisomerase IV was 
identified in some microsporidial 
species.13 As we know, fourth-gener-
ation fluoroquinolones inhibit DNA 
gyrase and topoisomerase IV in bac-
teria, which make them an effective 
choice.13

Methicillin-Resistant 
Staphylococcus Aureus

A 50-year-old white male, recent-
ly hospitalized, presented with a 
nonspecific conjunctivitis that was 
not responding to topical moxi-
floxacin. 

•  Diagnostic data. Pertinent 
exam findings include visual acuity 
of 20/30 OD and 20/25 OS. There 
was visible discharge (OS>OD) 
with diffuse keratitis and bilat-
eral, mild, upper lid swelling. The 
anterior chambers were quiet. The 
patient reported that, while in the 
hospital, he had been treated for a 
MRSA skin infection, which raised 
suspicion of resistant bacterial con-
junctivitis.

Fluctuations in antimicrobial 
resistance among ocular pathogens 
have received widespread attention, 
concerning ophthalmic practitioners 
and surgeons alike.

Since the very introduction of 
antibiotics in the 1940s, antimicro-
bials have been inciting new strains 
of bacterial resistance.14 

In 1959, researchers developed 
methicillin, a narrow-spectrum, 
second-generation penicillin that 
is insensitive to the B-lactamase 
enzyme.15 Specifically, it acts by 
inhibiting penicillin-binding proteins 
that synthesize the bacteria’s much-
needed thick cell wall. Its unique 

Superficial punctate erosions in microsporidial infection. 

Photo: M
ajed Alkharashi, M

BBS
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disruptive ability made it exception-
ally effective against various strains 
of the gram-positive Staphylococcus 
aureus.14

By 1961, a strain of Staphylo-
coccus was discovered that was 
essentially impervious to methicil-
lin, earning the name methicillin-
resistant Staphylococcus aureus
(MRSA).14 

During the last several years, 
other drug-resistant forms of Staphy-
lococcus aureus have emerged, 
including strains resistant to both 
erythromycin and, as in the case 
above, the fluoroquinolones.16,17

S. aureus is ubiquitous; it resides 
on the skin and mucous membranes 
of approximately one-third to one-
half of all healthy adults.18 Problems 
may arise when tissue barrier integ-
rity is broken via surgical means, 
trauma and/or decreased immuno-
competency.

The presence of MRSA-related 
complications have been widely 
publicized—and prior to 2006, these 
had been increasing at an alarm-
ing rate. But recently the Centers 

for Disease Control and Preven-
tion (CDC) reported that MRSA 
“superbug” infections have begun to 
decline. Data from the CDC claim 
that invasive MRSA infections that 
began in hospitals had declined 
28% from 2005 through 2008.19

This number mirrors data from the 
National Healthcare Safety Network 
(NHSN) that found that rates of 
MRSA bloodstream infections fell 
nearly 50% from 1997 to 2007.19 

This successful decline has not yet 
been verified in ophthalmic statistics. 
One study conducted in northern 
California from 1998 to 2006 found 
a 12.6% increase in ocular MRSA.20

Also, a study in south Florida found 
that MRSA had increased by 38% 
between 1994 and 2003.21

The most recent data from the 
Ocular TRUST (Tracking Resistance 
in the US Today) study in 2008, 
the world’s largest collection of 
surveillance data on eye infections, 
showed that more than 50% of S. 
aureus ocular isolates were identi-
fied as MRSA.22 More recently, the 
ARMOR (Antibiotic Resistance 

Monitoring in Ocular micRor-
ganisms) 2009 surveillance study 
showed that a number of bacterial 
isolates (such as S. aureus, S. pneu-
moniae, H. influenzae and P. aerugi-
nosa) were resistant to one or more 
antibiotics.23

Individual practitioners, mostly in 
hospital settings, have also claimed 
an increase in recent MRSA-ocular 
infections; however, these reports 
have yet to be substantiated with a 
large, multicenter study.

The spectrum of eye disease and 
possible complications caused by 
methicillin-resistant Staphylococ-
cus aureus are vast. One study from 
UCLA quantified its ocular manifes-
tations as 78% blepharoconjunctivi-
tis, 14.6% keratitis, 2.4% cellulitis, 
2.4% dacryocystitis and 2.4% endo-
phthalmitis.20 General reports state 
that the most reported MRSA infec-
tion is conjunctivitis, while the least 
common is endophthalmitis.24

•  Diagnosis. Distinguishing 
MRSA from non-MRSA-related eye 
complications can be difficult. Some 
study authors recommend perform-
ing scrapings, cultures and sensitivi-
ties of all ulcer and conjunctivitis 
cases, as using the appropriate anti-
biotics is correlated with not only 
a more favorable clinical outcome, 
but can also delay the emergence of 
resistance.14,25

•  Treatment. Treatment for sus-
pected MRSA ocular infections may 
require a combination of topical 
antibiotics—sometimes using both 
old and new regimens. Vancomycin 
is regarded as the gold standard 
and treatment of first choice for 
a MRSA infection.14,20 A newer 
fluoroquinolone, Zymaxid (gati-
floxacin, Allergan), has been found 
to be more effective against MRSA, 
though its susceptibility has gradu-
ally declined.16 Another new mem-
ber of the topical fluoroquinolone 
family is Besivance (besifloxacin, 
Bausch + Lomb), which is highly 

Scanning electron micrograph depicting a group of MRSA bacteria. Note the thickened 
cell wall material seen as clumps on the organisms’ surface.

Im
age: CDC/Janice Haney Carr

079_ro0913_f7_osc.indd   82 9/9/13   12:42 PM



REVIEW OF OPTOMETRY  SEPTEMBER  15, 2013 83

potent against gram-positive patho-
gens. It is unique in that it has been 
developed exclusively for ophthal-
mic use and has no systemic equiva-
lent, which will presumably delay 
resistance.26

Other drugs that have shown 
excellent susceptibility against 
MRSA ocular infections include 
bacitracin (excellent efficacy against 
many gram-positive pathogens), 
sulfamethazole and Polytrim (poly-
mixin B/trimethoprim, Allergan, and 
generic).14,16,20 

Vancomycin, a glycopeptide anti-
biotic, is unique in both its size and 
mechanism of action. It is a very 
large and rigid molecule and has 
very specifically configured attach-
ment sites, making it both robust 
and selectively toxic.27 Even more 
importantly, its bulky inhibitory role 
in the disruption of bacterial cell 
wall synthesis renders the acquisi-
tion of resistance to glycopeptides 
more difficult than to other antibi-
otic groups.27

Unfortunately, a few recent cases 
of MRSA infections have been resis-
tant to the treatment of vancomy-
cin—dubbed vancomycin-resistant 
S. aureus (VRSA). The first case 
came to light in 1996, with fortu-
nately fewer than a dozen subse-
quent cases.28 Treatment for VRSA 
is still under significant discussion, 
but primarily focuses on oral tri-
methoprim/sulfamethazole; other 
options are IV daptomycin, linezolid 
and rifampin, to name a few.28-30

The gradual decline in systemic 
MRSA incidence likely has had a 
number of contributing factors. In 
2006, the CDC published a 74-page 
manual on preventing the spread of 
drug-resistant organisms.31 The Soci-
ety for the Healthcare Epidemiology 
of America (SHEA) has recom-
mended daily cleaning of high-touch 
surfaces, in addition to frequent 
hand washing, and isolating sick 
patients immediately.14,31,32 Both 

such precautions, as well as vigi-
lance from medical practitioners to 
appropriately treat suspected MRSA 
infections, will hopefully continue 
the current downward trend of resis-
tance incidence.

Syphilis
A 75-year-old black male present-

ed with complaints of light sensitiv-
ity, pain and redness that had been 
worsening for the past week.

•  Diagnostic data. Pertinent exam 
findings include visual acuity of 
20/40 OD and 20/80 OS. Anterior 
segment evaluation revealed corneal 
edema (OS>OD), anterior chamber 
reaction 3+ OS and 2+ OD with dif-
fuse keratic precipitates, and minor 
cells in the vitreous of each eye. 
Funduscopic examination revealed a 
patch of “ground glass” peripheral 
retinitis in the left eye. 

Based on the presentation of 
panuveitis, syphilis was high on our 
differential diagnosis list, so blood 
work was ordered. 

Syphilis is a chronic, sexually-
transmitted systemic infection 

caused by the bacterial spirochete 
Treponema pallidum. It is often 
spread through miniscule abrasions 
in mucous membranes of skin, and 
then rapidly enters the bloodstream 
to disseminate to other tissues.33 It 
then passes through a complicated 
mélange of three stages; these may 
present in isolation, or overlap, or 
appear simultaneously. Initial infec-
tion with T. pallidum presents with 
a painless local chancre for three 
to six weeks, which after healing 
may be followed by a maculopapu-
lar rash and additional systemic 
symptoms, like malaise, weight loss, 
lymphadenopathy, alopecia, menin-
gitis, ocular inflammation and gas-
tric dysmotility, to name a few.33,34

Tertiary syphilis may present from 
one year through 46 years post-inoc-
ulation and may manifest as benign 
as localized granulomatous reactions 
or as morbid as cardiovascular and 
neurologic involvement.33-35 Neu-
rosyphilis may present at any stage 
(although rarely early).

Ocular manifestations of syphilis 
are variable and may occur at any 

Sensitivity to antibiotics in ocular infections with methicillin-resistant Staphylococcus 
aureus (MRSA) and methicillin-sensitive Staphylococcus aureus (MSSA). Against MRSA, 
vancomycin reigns superior in its treatment spectrum and susceptibility.
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stage of the disease.35 Numerous 
authors have reported the ability 
of T. pallidum to mimic a variety 
of ocular disorders, which can lead 
to misdiagnosis, delay in treatment 
and possible worsening of the condi-
tion.35-37 

What can be more diagnostically 
challenging than an infectious pro-
cess that can present at any stage 
of its evolution and may affect, in 
essence, any segment of the eye? 
Syphilis can affect the cornea, con-
junctiva, sclera, lens, uvea, retina, 
retinal vasculature and even the 
cranial nerves.35,37,38 The most com-
mon presentation of syphilis in the 
eye is uveitis and episcleritis; isolated 
episcleritis or scleritis is uncommon 
at any stage.35,36 The most common 
retinal presentation is chorioretini-
tis, which is often associated with a 
variable amount of vitreal inflamma-
tion.35

One case series reported ocular 
manifestations of syphilis as granu-
lomatous iridocyclitis (46%), non-
granulomatous iridocyclitis (25%), 
panuveitis (13%), posterior uveitis 
(8%) and keratouveitis (8%).36

Another study reported a rare case 
series of acute syphilitic posterior 
placoid chorioretinitis (ASPPC), 
where only 44 previously published 
cases were identified.39 

Not all of these conditions pres-
ent in isolation; anterior segment 
inflammation may remain confined 
to the cornea and anterior cham-
ber, or it may move posteriorly, or 
(to complicate diagnosis) it may 
begin posteriorly altogether. A clas-
sic syphilitic ocular finding is the 
Argyll-Robertson pupil, which is 
most common late in the disease.35,36 
Here, the pupils are unequal, 
irregular and miotic with light-near 
dissociation—helpful in diagnosis, 
though other ocular conditions may 
also present with similar pupils.35 
This ambiguity in clinical presenta-
tion may render it difficult to rule 

out syphilis as a cause of ocular 
inflammation based solely on 
clinical presentation, so it’s wise to 
include testing for syphilis.35-38

•  Diagnosis. Take note that 
because T. pallidum cannot be cul-
tured, diagnosis of syphilis requires 
serological testing.34,35 Patients sus-
pected of having syphilis are often 
initially screened with nontrepo-
nemal tests, including the venereal 
disease research laboratory (VDRL) 
and rapid plasma reagin (RPR) 
tests.34 Those who test positive for 
VDRL or RPR may need to undergo 
specific treponemal testing, such as 
the fluorescent treponemal antibody 
absorption assay (FTA-ABS) and 
Treponema pallidum particle agglu-
tination (TP-PA) test.34 The CDC 
also recommends that patients with 
syphilitic ophthalmic manifestations 
undergo CSF evaluation.35,38,40

•  Treatment. The recommended 
treatment for systemic syphilis, as 
detailed by the CDC, is parenteral 
penicillin—the preparation, dose 
and duration are determined by the 
stage or clinical manifestation.34,40

Standard treatment includes injec-
tion of benzathine penicillin G 
(BPG); intravenous penicillin is used 
for neurosyphilis.33,36,40 Patients who 
are allergic to the penicillins may be 
given combinations of doxycycline, 
tetracycline, ceftriaxone and azithro-
mycin.34,40

The recommended management 
of ocular syphilis is to diagnose the 
disease and treat systemically first, 
although adjunctive steroid therapy 
may also be of use.35 In cases of 
interstitial keratitis and anterior uve-
itis, topical steroids may accelerate 
resolution.35,37,38 In cases of posterior 
uveitis, scleritis and optic neuritis, 
oral or IV steroids may help.35,37,38 
Ultimately, only correctly dosed 
systemic antibiotics can render true 
recovery. 

Why does this complex disease 
merit our attention today? Accord-

ing to the latest numbers from 
the CDC, syphilis cases have been 
increasing since their lowest record-
ed level in 2000.41,42 The current 
increase, says the CDC, is thought 
to reflect recent syphilis outbreaks 
among men who have sex with men 
(MSM), and the true numbers may 
still be underreported.41,42

The number of syphilis cases diag-
nosed by eye doctors is unknown, 
but because visual changes can be a 
common presenting symptom, it is 
possible that ocular syphilis is also 
on the rise. Indeed, two recent stud-
ies, one in the UK and one in Cali-
fornia, have suggested an increased 
incidence of syphilitic uveitis.37,38

As stated above, syphilis does 
not have pathognomonic ophthal-
mic features. Its presenting ocular 
signs are often nonspecific and 
may escalate to cause significant 
visual disturbances. But, once cor-
rectly diagnosed, syphilis is emi-
nently treatable. It is important 
to be aware that syphilis is on the 
rise and to remain appropriately 
vigilant in cases of complex ocular 
inflammation.

Non-Hodgkin’s Lymphoma 
A 72-year-old white male pre-

sented with complaints of decreased 
vision in the left eye. The patient 
reported no known drug allergies 
and was on the following medica-
tions: metoprolol, amlodipine, sim-
vastatin and terazosin. He was not 
using any topical medications.

•  Diagnostic data. On examina-
tion, visual acuity with correction 
was 20/25 OD and 20/100 OS. 
Intraocular pressure measured 
15mm Hg OU. Slit-lamp examina-
tion revealed a clear cornea in the 
right eye. The left cornea had mul-
tiple keratic precipitates, some of 
which were mutton fat. The anterior 
chamber of the left eye had 1+ cell 
and flare; the anterior chamber of 
the right eye was clear. The patient 
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was pseudophakic in both eyes. 
Funduscopic examination was 

performed in both eyes. In the 
right eye, the cup-to-disc ratio was 
0.3. The macula had pigmentary 
changes. The vessel and periphery 
were without any abnormality. The 
vitreous was clear. In the left eye, 
the view was quite hazy secondary 
to the presence of cells. There were 
several sheets of cells present. Circu-
lating cells were also noted. 

•  Diagnosis. In this case, the 
diagnosis of intraocular lymphoma 
was difficult. Patients usually 
present with vague complaints of 
blurred vision, metamorphopsia 
and floaters. Examination findings 
are that of a chronic, unresolving 
uveitis or vitritis that can be unilat-
eral or bilateral.43

Ocular signs of primary vitreo-
retinal lymphoma disease include 
vitritis, RPE atrophy, subretinal 
yellow-white infiltrates and, less 
commonly, vasculitis, retinal 
artery occlusion, retinal detach-
ment and optic atrophy.44 Uveal 
lymphoma presents as thickening 
of the uveal wall, retinal detach-
ment, vitreous cells, iris infiltrates 
and pseudohypopyon.44

Intraocular lymphoma is a very 
rare condition, with fewer than 
200 cases reported in the literature. 
However, it has been on the rise 
with annual increases of 6.2% to 
6.5%.43,45

Intraocular lymphomas are 
almost always of the non-Hodgkin’s 
variety.44 They are usually B-cell 
lymphomas and are thought to be 
associated with the human herpes-
virus-8 and Toxoplasma gondii in 
immunocompetent individuals, and 
the Epstein-Barr virus in the immu-
nocompromised; however, the exact 
pathogenesis and etiology remains 
unknown.46

A primary intraocular lymphoma 
(PIOL) can precede CNS involve-
ment, although PIOL is thought to 

be a subset of primary central ner-
vous system lymphoma (PCNSL).43

Ocular PCNSL tends to invade the 
optic nerve, retina and vitreous 
and is termed primary vitreoretinal 
lymphoma (PVRL).44,46 Secondary 
intraocular lymphomas are systemic 
manifestations of non-Hodgkin’s 
lymphoma (NHL) and often affect 
the uveal tract.46

As mentioned earlier, the diag-
nosis of ocular lymphoma is rather 
difficult. The mean time of diag-
nosis from the onset of symptoms 
is 23 months.47 The reason for this 

delay is that when a patient pres-
ents with a vitreous infiltrate, it 
is often misdiagnosed as a vitritis 
secondary to either infectious or 
inflammatory disease.47

To complicate matters further, 
the condition will initially respond 
to systemic and topical cortico-
steroid therapy.47 Although the 
etiology of the vitreous response is 
lymphoid in nature, the lymphoma 
cells frequently carry a cytoplasmic 
steroid receptor that leads to cell 
lysis, which responds favorably to 
steroid therapy.47 Several cycles of 

Anterior segment infiltration of ocular lymphoma.
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Optic nerve involvement of B-cell non-Hodgkin’s lymphoma.
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resolution and recurrence will occur 
before steroid therapy becomes inef-
fective, and thus prompt further 
testing.47 

A vitrectomy along with blood 
work (including HIV test, Toxo-
plasma antibody titer, cytomegalo-
virus titer, angiotensin-converting 
enzyme, RPR test and TB skin test) 
is indicated to exclude inflammatory 
and infectious causes.43,47 The vitre-
ous sample should undergo cytology 
testing, B-cell marker testing and 
supernatant ratio of interleukin-10: 
interleukin-6.47 (Interleukin-10 is a 
growth factor for B lymphocytes.47) 

In our patient, vitreous cells 
obscured the retina in the left eye. In 
such cases, fluorescein angiography 
can be used to show areas of hyper- 
and hypofluorescence at the level 
of the RPE, and B-scan ultrasonog-
raphy can show vitreous infiltrates 
and B-cell lesions.47 If the vitreous 
analysis findings demonstrate evi-
dence of B-cell lymphoma (as in our 
patient), then an MRI (along with 
a lumbar puncture and analysis of 
the cerebral spinal fluid) is indicated 
to look for lymphoma lesions of the 
brain.48

•  Treatment. Due to the rarity 
of primary ocular lymphoma, the 
literature on treatment is limited to 
several case studies.44 The main goal 
of therapy is to preserve vision and 
to prevent it from spreading to the 
central nervous system.45 Still, CNS 
involvement is common because of 

the typical delay in diagnosis.45

Because surgery is not a viable 
option, systemic and ocular che-
motherapy are the first lines of 
treatment.44 Intravitreal injections 
of methotrexate and rituximab 
have been shown to be effective 
and well tolerated, with rare side 
effects (including vitreous hemor-
rhage, retinal detachment, cataracts 
and infection).44,45 Systemic chemo-
therapy with a combination of cyta-
rabine, methotrexate and rituximab 
has also been shown effective and 
is often used on those with CNS 
involvement.44,49

Methotrexate has been used suc-
cessfully to treat a variety of can-
cers. First introduced in the 1940s, 
methotrexate induces apoptosis of 
the cancer cells.49 It leads to the suc-
cessful remission of acute lympho-
blastic leukemia (ALL) in children, 
and is still used to this day to treat 
ALL, certain lymphomas and osteo-

sarcoma.50

Rituximab is a new kid on the 
block. It gained FDA approval in 
October 2012 and has recently 
become the go-to chemotherapy 
agent in B-cell malignancies.51,52 
Rituximab is monoclonal antibody 
that results in a stimulation of apop-
tosis and sensitization of tumor cells, 
although the exact mechanism is 
unknown.52 In vitro studies show 
that rituximab targets CD20 cells, 
which produce protein kinase essen-
tial to the antiapoptotic survival 
pathways.52

In cases where intravitreal or sys-
temic chemotherapy is insufficient, 
radiation of the posterior two-
thirds of the globe is indicated.47 
Radiation-related side effects include 
keratitis, cataract, glaucoma, optic 
neuropathy and retinopathy.44,47 

The patient in this case refused 
chemotherapy, and came in for 
monthly rituximab injections to 

B-scan shows dense vitreous opacities 
suggestive of ocular lymphoma.
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In cases where vitreous cells obscure the retina, fluorescein angiography can be used 
to show areas of hyper- and hypofluorescence of the retinal pigment epithelium. 
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maintain the vision he had. Sadly, 
he passed away a few months after 
diagnosis.

If one hears horse hooves, why 
consider a zebra? Because these 
zebras can have dangerous, resound-
ing systemic effects. The reemer-
gence of old adversaries in eye care 
may require us to re-evaluate our list 
of common differentials.

All four of the conditions 
described here require systemic 
investigation. All of these situations 
could necessitate multidisciplinary 
involvement—including patholo-
gists, internists, oncologists and 
radiologists—and may even require 
hospitalization. Timely diagnosis is 
critical, not only from an ophthalmic 
standpoint but also in consideration 
of the whole individual. 

Long gone are the days when 
optometrists were practitioners sole-
ly concerned with the optical quality 
of patients’ vision. We are doctors 
who diagnose, treat and medically 
manage a wide array of medical eye 
conditions. In most states, we can 
prescribe oral medications. But in 
every state, we are permitted to diag-
nose, topically treat, and collaborate 
with a team of practitioners to best 
manage our patients. We may be the 
patient’s first entry into the health 
care system, and so we must be espe-
cially vigilant when presented with 
ocular signs that may stem from sys-
temic problems. ■
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1. How many different types of micro-

sporidial species have been identified?

a. 100. 

b. 500. 

c. 1,000. 

d. 1,500.

2. Microsporidia can invade the eye via 

direct contact with:

a. Contaminated soil. 

b. Contaminated water. 

c. Both a and b. 

d. Microsporidia do not spread via direct 

contact.

3. Microsporidia are highly resistant to 

environmental damage due to the:

a. Hydrophobic cell membrane. 

b. Chitin layer. 

c. Xylum layer. 

d. Pectin layer.

4. Site of infection by microsporidia 

includes:

a. Respiratory system. 

b. Brain. 

c. Urinary tract. 

d. All of the above.

5. Which is an appropriate treatment for 

ocular microsporidia:

a. Topical fourth-generation fluoroquino-

lone.

b. Topical natacyn. 

c. Topical ganciclovir. 

d. Oral acyclovir. 

6. Staphylococcus aureus is:

a. Gram negative. 

b. Gram positive. 

c. Neither gram positive nor gram negative. 

d. Has both gram-positive and gram-

negative qualities.

7. In healthy adults, S. aureus resides in 

the:

a. Gastrointestinal tract. 

b. Skin and mucous membranes. 

c. Lungs. 

d. Lungs and gastrointestinal tract.

8. Which is the most common ocular mani-

festation of MRSA?

a. Blepharoconjunctivitis.

b. Dacryocystitis. 

c. Endophthalmitis.  

d. Keratitis.

9. Which is the treatment of first choice for 

ocular infection of MRSA?

a. Tobramycin. 

b. Moxifloxacin. 

c. Vancomycin. 

d. Polymixin.

10. Vancomycin’s primary mode of action 

of against bacteria is:

a. Disrupting cell wall synthesis. 

b. Inhibiting DNA transcription. 

c. Dissolving the cell wall. 

d. Both inhibiting DNA transcription and 

dissolving the cell wall.

11. Syphilis is most commonly transmitted 

by which method?

a. Airborne/respiratory.

b. Sexual contact. 

c. Sharing of hypodermic needles. 

d. Both respiratory and sexual contact.

12. The etiology of Treponema pallidum is 

best described as:

a. Viral.

b. Protozoan. 

c. Bacterial. 

d. Fungal.

13. The most common isolated presenta-

tion of ocular syphilis is:

a. Blepharoconjunctivitis. 

b. Episcleritis/scleritis. 

c. Interstitial keratitis. 

d. Uveitis. 

14. Diagnosis of syphilis is best done by:

a. Serology. 

b. In vitro culturing. 

c. Serology and CSF testing. 

d. In vitro culturing and serology.

15. Traditional treatment for systemic 

syphilis is:

a. Penicillin.

b. Prednisone. 

c. Acetazolamide. 

d. Penicillin and prednisone.

16. How many cases of primary intraocular 

lymphoma have been recorded?

a. 200.

b. 600.   

c. 1,000.   

d. 20,000.

17. In immunocompromised patients, what 

is the suspected cause of intraocular lym-

phoma?

a. Histoplasmosis.

b. Toxoplasmosis. 

c. Epstein-Barr virus. 

d. Human herpesvirus 8.

18. In primary intraocular lymphoma, what 

is the average time between onset of ocular 

OSC QUIZ
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findings until diagnosis?

a. Three months.

b. Six months. 

c. About one year. 

d. About two years.

19. What presentation does ocular lymph-

oma show on fluorescein angiography?

a. Hyper- and hypofluorescence. 

b. Dark/silent choroid. 

c. Neovascular changes in the far periph-

ery.

d. None of the above.

20. Which is an appropriate therapy for 

intraocular lymphoma?

a. Intravitreal methotrexate. 

b. Systemic methotrexate. 

c. Intravitreal rituximab. 

d. All of the above.

Important Notice: Processing Answer 
Sheets and CE Certificates
Review of Optometry is strengthening our com-
mitment to the environment and “going green.”

 Effective September 2012, we will send 
the results of any CE post-course test that is 
manually submitted (via mail or fax) to the email 
address provided on your answer sheet.

 If you do not provide an email address 
OR if you prefer to receive a hard copy of your 
certificate of completion via mail, you will be 
charged a $2.50 processing fee per certificate (via 
credit card or check payable to Jobson Medical 
Information LLC).

 We cannot process your post-course test if 
neither an email address nor $2.50 processing 
fee is provided. Any answer sheet will automati-
cally be returned to you.

 We appreciate your support of this new 
process. Please contact us via email at 
cecustomerservice @jobson.com with any ques-
tions. Thank you!

TAKE THE TEST ONLINE TODAY!
www.revoptom.com/continuing_

education/

OSC QUIZ Examination Answer Sheet 
Valid for credit through September 1, 2016

This exam can be taken online at www.revoptom.com/CEname. Upon passing the exam, you can view 
your results immediately and download a real-time CE certificate. You can also view your test history at 

any time from the website.

Rare Presentations That Aren’t That Rare Anymore

Directions: Select one answer for each question in the exam and completely darken the 
appropriate circle. A minimum score of 70% is required to earn credit.

Mail to: Jobson - Optometric CE, PO Box 488, Canal Street Station, New York, NY 10013

Payment: Remit $35 with this exam. Make check payable to Jobson Medical Information LLC.

COPE approved for 2 hours of CE credit. COPE ID# 38874-GO 

This course is joint-sponsored by the Pennsylvania College of Optometry

There is an eight-to-ten week processing time for this exam. 

  1. A B C D        1 = Excellent  2 = Very Good  3 = Good 4 = Fair  5 = Poor

 2. A B C D  
Rate the effectiveness of how well the activity: 3. A B C D 

 4. A B C D 21. Met the goal statement: 1 2 3 4 5

 5. A B C D 22. Related to your practice needs: 1 2 3 4 5

 6. A B C D   23. Will help you improve patient care: 1 2 3 4 5

 7. A B C D   24. Avoided commercial bias/influence: 1 2 3 4 5

 8. A B C D  25. How would you rate the overall
 9. A B C D    quality of the material presented? 1 2 3 4 5

 10. A B C D  26. Your knowledge of the subject was increased:  
 11. A B C D   Greatly Somewhat Little 
 12. A B C D  27. The difficulty of the course was: 
 13. A B C D     Complex  Appropriate  Basic 
 14. A B C D  How long did it take to complete this course?
 15. A B C D

 16. A B C D  Comments on this course:
 17. A B C D 

 18. A B C D

 19. A B C D Suggested topics for future CE articles:  
 20. A B C D 

Please retain a copy for your records. Please print clearly. 

You must choose and complete one of the following three identifier types: 

  1   SS #  - -

  Last 4 digits of your SS # and date of birth   State Code and License #: (Example: NY12345678) 

  2  - 3

 First Name 

 Last Name 

 E-Mail 

The following is your:    Home Address   Business Address 

 Business Name 

 Address 

 City    State 

 ZIP

 Telephone # - -  

 Fax #  - -

       By submitting this answer sheet, I certify that I have read the lesson in its entirety and completed the self-
assessment exam personally based on the material presented. I have not obtained the answers to this exam 
by any fraudulent or improper means. 

 Signature Date 
 

Lesson 109344 RO-OSC-0913

079_ro0913_f7_osc.indd   89 9/9/13   12:43 PM



REVIEW OF OPTOMETRY  SEPTEMBER 15, 201390

I
n the panoply of optometric 
conferences, it used to be that 
“Vision Expo” was synonymous 
with “Frames Expo” to many 

ODs. But in recent years, show 
organizers realized that more than 
60 percent of its attendees were 
doctors in private practice engaged 
in medical aspects of eye care, 
and so ushered in the evolution of 
the semiannual conference as an 
emerging, formidable player in the 
continuing education of ODs. 

This year’s Vision Expo West, 
scheduled for Oct. 2-5 in Las 
Vegas, continues that reposition-
ing effort. “We really had to 
change our curriculum exten-
sively to compete with other 
meetings,” says optometrist 
Kirk Smick, chair of the 
conference advisory 
board. The educational 
program will feature 325 
hours of CE, represent-
ing a wide spectrum of 
courses ranging from 
“Understanding Spec-
tral Domain OCT,” to 
“Obamacare—Efficiency 
Through Technology.” 

VEW, which is co-owned by 
Reed Exhibitions and the Vision 
Council, will feature two new 
clinical specialities this year: 14 
hours dedicated to the diagnosis 
and treatment of glaucoma and the 
debut of a nutraceutical track.

Glaucoma: 
Beyond the Diagnosis

 Many practicing ODs are adept 
at diagnosing glaucoma but tend 
to refer patients out for treatment. 
“So, we are trying to make it eas-
ier” for them to retain the patient, 

Dr. Smick says of the VEW glau-
coma program. “The technology is 
changing, the drugs are changing, 
the theories are changing,” he says. 
“If you’ve been testing the waters 
and are really ready to get going 
and get your feet wet, you can take 
this program and feel pretty com-
fortable about getting started in 
treating glaucoma patients.”

Optometrist Michael Cha-
glasian and ophthalmologist 
Harvey Dubiner will present two 
glaucoma treatment courses, 
“Treatment Decisions Part I” and 

“Treatment Decisions Part II.” 
The first session will discuss 
how to initiate therapy on 
patients with ocular hyperten-
sion, early stage open-angle 
glaucoma and normal ten-
sion glaucoma. The duo 
will review key risk fac-
tors such as 24-hour IOP, 
ocular perfusion pressure, 
and disc hemorrhages 
through case presenta-
tions. An overview of 
current topical medical 

therapy options will also 
be discussed, along with 

This year, the Las Vegas meeting’s educational program focuses on 
glaucoma treatment and nutraceuticals. By Jane Cole, Contributing Editor

Doubling 
Down on 
EducationVEW: 

1. Using the RPE contour map with SD-OCT helps doctors see the 
topography of the RPE with retinal drusen and CNV formation.

Photos courtesy of Jay Haynie, OD
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the concepts of target pressure 
and monocular trials. 

In their second course, attend-
ees will learn how to manage a 
glaucoma patient over the first few 
years of treatment. Drs. Chagla-
sian and Dubiner will also cover 
visual fields and OCT data, how 
to identify signs of disease progres-
sion, and what indicators prompt 
the need for additional medical 
therapy. Options for adjunctive 
therapy along with their pros and 
cons will also be discussed, in 
addition to considerations such as 
when laser therapy or filtering sur-
gery becomes an option. 

Renowned lecturers Ron 
Melton, OD, and Randall Thomas, 
OD, will also take the stage in 
“Glaucoma Grand Rounds.” 
This team-taught course will offer 
numerous patient presentations in 
a case-study/grand rounds format. 
Drs. Melton and Thomas will 
emphasize the diagnostic work-up, 
assessment of risk, selection of 
drug therapy and follow-up care. 

Glaucoma expert Murray Fin-

geret, OD, will be on hand to 
share his insights during course 
“Visual Fields and New Tests.” 
Dr. Fingeret will remind attendees 
that visual field tests are important 
in the diagnosis and management 
of glaucoma, and he will discuss 
the assessment of the visual field 
and signs of early loss, in addition 
to new forms of perimetry. 

Of course, optom-
etrists are often the best 
poised to first uncover 
undiagnosed glaucoma, 
as VEW presenter Leo 
Semes, OD, personally 
attests. “My grandfa-
ther was diagnosed with 
glaucoma when he went 
to his optometrist for a 
frame repair,” Dr. Semes 
recalls. “He was success-
fully managed and was 
seeing at the end of his 
life.”

Dr. Semes, who will 
co-present “Getting 
Comfortable with Glau-
coma,” along with Rich-
ard Madonna, OD, says 
optometrists have the 
opportunity to document 
with fundus photogra-

phy, for example, the status of the 
optic nerve in those who are suspi-
cious for glaucoma based on any 
of the known risk factors. These 
include elevated IOP as well as 
other clinical findings that may be 
characteristic of early glaucoma.  

VEW 2013: Just the Facts
The 25th annual International Vision Expo West will be held in Las Vegas Oct. 2-5, 2013 
(education: Oct. 2-5, exhibition: Oct. 3-5) at the Sands Expo & Convention Center.

The four-day conference will feature more than 325 hours of continuing education, 
focused on three core competencies — disease diagnosis, treatment and management; 
clinical application of products; and healthy business solutions.

Attendees can visit 475 exhibitors featuring 5,000 brands in the 190,000 square feet of 
exhibit space.

Onsite navigation and technology: My Show Planner Online Tool and onsite kiosks 
allows attendees to search for products and exhibitors, contact exhibitors for appoint-
ments, and create agendas and maps of the floor plan to ease navigation at the show. 
With MyNetwork, a new feature this year, you can search for other registered attendees to 
expand network opportunities. Also, use Vision Expo Mobile (www.visionexpomobile.com) 
through your mobile device to integrate your My Show Planner account. It also includes an 
interactive map.

Additional details are available at www.visionexpowest.com.

2. Large drusen seen with SD-OCT.

(continued on page 110)
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I have a patient who I suspect 
might have an intraocular for-

eign body, but his vision is normal. 
Does this make sense? 

Although uncommon, it’s 
possible and it must be con-

sidered. Indeed, “most patients 
with foreign bodies who present 
to a primary care office have good 
vision,” says optometrist Brian 
Den Beste, of Orlando, Fla. Why? 
Because those with poor vision usu-
ally present to the ER with other 
serious injuries, such as from a 
motor vehicle accident, tire or bat-
tery explosion, or workplace acci-
dent, he says.  

Take, for example, the recent 
case that Dr. Den Beste saw: “This 
patient had an eye injury from 
chiseling an exposed nail head—a 
fragment broke off and struck the 
center of his cornea.” 

Had the fragment penetrated? At 
first, it wasn’t obvious. “His vision 
was 20/40, the anterior chamber 
was deep and quiet, and initially it 
seemed due to the location of the 
injury on the visual axis and the 
concomitant epithelial disruption,” 
Dr. Den Beste says. “But he was 
referred to us because the injury 
was centrally located and he was a 
suspect for penetration.”

 An intraocular foreign body 
(IOFB) is serious and can have dev-
astating complications if missed. 
“If the vision is reduced and the 
patient does have an IOFB, it’s 
usually from secondary infection, 
inflammation (vitritis), vitreous 
hemorrhage or associated retinal 
issues, like detachment, retinal 

hemorrhage or choroidal rupture,” 
Dr. Den Beste says. In addition, 
the FB can penetrate the crystalline 
lens and cause an acute cataract or 
subluxation.

Due to such serious ramifica-
tions, “one is always obligated to 
see if there is a possibility that the 
foreign body penetrated the eye,” 
he says. “Grinding and metal-on-
metal histories should always alert 
the doctor of that possibility—
whatever the vision.” 

In this patient’s case, not only 
was his vision still good, but his 
anterior chamber was quiet, and 
intraocular pressure and Seidel test 
were both normal. 

Still, “I suspected the foreign 
body had penetrated [into the eye] 
because the slit-lamp exam showed 
a trail that was full thickness,” Dr. 
Den Beste says. Before dilation, a 
small injury to the anterior portion 
of the crystalline lens was visible. 
Upon dilation, a posterior subcap-

sular cataract was already forming.
Fundus evaluation is critical to 

tell if penetration has occurred, 
Dr. Den Beste says. In this case, 
“I found a large foreign body that 
stopped just short of the retina.” 

Red blood cells or pigment in the 
vitreous are also signs that foreign 
matter has entered the eye or has 
caused enough percussion to create 
a tear in the retina. “If the vitreous 
has too much blood or inflam-
mation for visualization, then a 
B-scan can be of great assistance,” 
he says. “If the B-scan is not help-
ful or available, then an orbital CT 
scan (no contrast is necessary) will 
quickly give you the answer. If a 
CT scan is not available, then an 
X-ray will also work and is inex-
pensive, although it won’t help you 
localize the exact location of the 
foreign body.”

If an IOFB is in the orbit itself, 
removal is not usually required. 
“The chance of infection is always 
possible and is usually treated pro-
phylactically,” Dr. Den Beste says. 

In this case, the patient was sent 
for vitrectomy and the IOFB was 
removed. At the time of the pars 
plana surgery, the lens capsule rup-
tured and a total lensectomy was 
performed at the same time. 

“This patient did well, but will 
need a secondary IOL or contact 
lens for final visual rehabilitation,” 
Dr. Den Beste says. “He could have 
lost his eye or had permanently 
reduced acuity if his primary care 
optometrist had not been suspicious 
and referred him on for further 
evaluation.” ■

Because the patient’s vision is good, an intraocular foreign body doesn’t seem likely—
or does it? Edited by Paul C. Ajamian, OD

Can You Nail This Diagnosis?

A

Q

Could this corneal scar be a clue to 
something deeper?
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PROGRESS IN PRESBYOPIA

I try to meet my patients’ comfort 
and vision needs by considering their 
lifestyles and the things they do on a 
day-to-day basis. So, I think beyond 
the wall chart and near card, and 
routinely have patients examine their 
cell phones or the computer in the 
exam room, and I’ll also ask them to 
step outside the offi ce wearing trial 
lenses to test their real-world vision.

Time is Money
When it comes to setting fees for 

multifocal fi ttings, it’s important to take 
into account the time and attention 
you dedicate to your presbyopic 
patients. More often than not, you’re 
spending more time fi tting a multifocal 
lens than a spherical lens. With that in 
mind, my practice places emphasis on 
this and prices these different services 
accordingly to ensure profi tability. 

For this reason, among others, 
fi tting multifocal contact lenses is a 
great practice-builder. I usually fi t my 
presbyopic patients in AIR OPTIX®

AQUA Multifocal (lotrafi lcon B) contact 
lenses because they are simple to fi t 
and patients can be fi t in as few as 
two visits. In fact, one study showed 
that on average, practitioners required 

2.4 visits and less than four lenses 
per patient to successfully fi t the AIR 
OPTIX® AQUA Multifocal contact lens.2

The wide range of ADDs meets the 
needs of patients in almost any stage 
of presbyopia. And when the need 
to troubleshoot occurs, the fi tting 
guidelines are readily available to assist. 
Due to the proven success this lens 

delivers, my presbyopic patients tend 
to be happy with their experience and 
more comfortable with the fees we set.

Results You Can Count On
Patient feedback with regard to 

adaptability, comfort, night and 
computer vision has been extremely 
positive since we began fi tting the 
AIR OPTIX® AQUA Multifocal contact 
lens in my practice. The greatest proof 
of my success with fi tting multifocal 
lenses is that my satisfi ed patients 
have brought in their friends, family 
members, and co-workers.

Happy Patients, Happy Practice
The key to successful multifocal 

lens fi tting is evaluating patients’ 
visual needs and objectives, taking 
lifestyle into account and managing 
their expectations.  Offer AIR OPTIX®

AQUA Multifocal contact lenses to 
your presbyopes and see an increase 
in both satisfi ed patients and revenue.

REFERENCES: 1. Akerman DH. 40 is the New 
20/20–Presbyopia Equals Opportunity. Contact Lens 
Spectrum. March 2010. Available at: www.clspectrum.
com/printarticle.aspx?articleID=103978; Accessed 
May 2013. 2. Rappon J, Bergenske P. AIR OPTIX® 
AQUA Multifocal contact lenses in practice. Contact 
Lens Spectrum. March 2010. Available at: www.
clspectrum.com/articleviewer.aspx?articleid=103980; 
Accessed May 2013. 

Multifocal Contact Lens 
Fitting and Your Bottom Line
This new optometrist already recognizes the value in fi tting multifocal
lenses and uses them to boost her practice.

Before age 40, the primary reason patients stop wearing contact 
lenses has to do with issues relating to comfort. After age 40, the 
reasons are often the result of both comfort and vision issues.1 
Fortunately, we can accommodate this growing patient population 
with the latest generation of multifocal contact lenses. 

MERIN A. GRAVES, OD

Dr. Graves completed a residency in ocular disease in Dallas, Texas, and practices
primary care optometry at Wallace Optometry Associates in Bessemer, Ala.

© 2013 Novartis   7/13   AOM13026AD-G

Providing clear vision at all distances, near through far

ADVERTORIAL

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

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

Tips for Multifocal Success

1. Present multifocal contact lenses 
to every presbyopic patient.

2. Fit your patients in a lens you 
know delivers results, like the AIR 
OPTIX® AQUA Multifocal lens. 

3. Set fees accordingly. Fitting a 
multifocal lens is a specialty and 
requires more time than fi tting a 
spherical lens.

4. Schedule a follow-up 
appointment with patients after a 
week to evaluate their lenses and 
dispense their new prescription. 
Remember, every patient deserves 
to have clear binocular vision.

Giving it back to them with a great 
multifocal lens will keep them happy 
and your practice growing.

Sponsored by
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What higher-order aberrations 
are expected following DSEK 

and what are the remedies, if any?  
First of all, it is important to 
note that Fuchs’ dystrophy 

patients have a higher amount of 
anterior corneal higher-order aber-
rations (HOAs) when compared 
to normal corneas. It is speculated 
that anterior stromal haze may play 
a role, and should not be ignored as 
a source of decreased visual acuity 
after DSEK.1

“The DSEK procedure seems to 
have little effect on anterior corneal 
HOAs, but does induce posterior 
HOAs, and hence total-eye HOAs,” 
says Richard Mangan, OD, Center 
Director at the Eye Center of Rich-
mond, a multispecialty comanage-
ment practice in Indiana and Ohio. 
A 2011 study found trefoil and 
quadrefoil were the predominant 
HOAs that emerged after DSEK.2

There was a correlation between 
increased HOAs and graft thickness 
24 months after DSEK, and thicker 
grafts were also associated with 
more graft folds.2 The researchers 
also determined that there was little 
association between total HOAs 
and BCVA. 

“What is more likely to contrib-
ute to decreased BCVA after DSEK 
is host-Descemet remnants at the 
donor-to-host interface, irregular 
graft thickness, interface reflec-
tion and/or donor contraction,” 
Dr. Mangan says. “In the event of 
poor BCVA after DSEK, the optical 
quality of the transplanted cornea 
can be improved by careful removal 
of the DSEK graft, and secondary 

application of a DMEK graft. Most 
consider this a better option than 
proceeding with a full-thickness 
transplant or PKP.”

In DMEK, a patient’s Descemet 
membrane and dysfunctional endo-
thelium is replaced with the healthy 
endothelium and Descemet mem-
brane from a donor cornea without 
the addition of any donor stromal 
tissue. “One reason posterior sur-
face HOAs increase after DSEK is 
because the procedure includes pos-
terior donor stromal tissue, result-
ing in variable thickness,” says 
Francis W. Price, Jr., MD, founder 
and medical director of Price Vision 
Group in Indianapolis, Ind. “Since 
DMEK does not include any donor 
stroma, it is uniform and much 
thinner than a DSEK graft.”

Another cause of posterior sur-
face HOAs is that no attempt is 
made to match the curvature of 
the donor and recipient corneas, 
so folds or wrinkles—either micro 
or macro—can develop as the 
graft conforms to the back of the 
host cornea. “The visual impact 

is significantly greater 
with DSEK than DMEK 
because a DMEK graft 
is so much thinner,” Dr. 
Price says. “Thickness 
variations and folds or 
wrinkles in the graft 
result in substantially 
increased posterior cor-
neal HOAs with DSEK.”

In contrast, the pos-
terior corneal surface 

after DMEK more closely 
resembles that in age-

matched control eyes, which is one 
reason DMEK provides superior 
visual results.3,4 In fact, in a series 
of patients who had DSEK in one 
eye and DMEK in the other, 83% 
preferred the vision in the DMEK 
eye.5 Many patients achieve excel-
lent visual results with DSEK, but 
if they’re not satisfied with their 
vision after DSEK and the anterior 
surface is fine, then repeating the 
surgery with DMEK is the best 
treatment.6 ■

1. Patel SC, Baratz KH, Maguire LJ, et al. Anterior corneal 
aberrations after Descemet’s stripping endothelial kerato-
plasty for Fuchs’ endothelial dystrophy. Opthalmology. 2012 
Aug;119(8):1522-9.
2. Seery LS, Nau CB, McLaren JW, et al. Graft thickness, graft 
folds, and aberrations after descemet stripping endothelial 
keratoplasty for fuchs dystrophy. Am J Ophthalmol. 2011 
Dec;152(6):910-6. 
3. Rudolph M, Laaser K, Bachmann BO, et al. Corneal higher-
order aberrations after Descemet’s membrane endothelial 
keratoplasty. Ophthalmology 2012 Mar;119(3):528-35.
4. Price MO, Giebel AW, Fairchild KM, Price FW Jr. Des-
cemet’s membrane endothelial keratoplasty: prospective 
multicenter study of visual and refractive outcomes and endo-
thelial survival. Ophthalmology. 2009 Dec;116(12):2361-8.
5. Guerra FP, Anshu A, Price MO, Price FW. Endothelial 
keratoplasty: fellow eyes comparison of Descemet stripping 
automated endothelial keratoplasty and Descemet membrane 
endothelial keratoplasty. Cornea. 2011 Dec;30(12):1382-6. 
6.  Ham L, Dapena I, van der Wees J, Melles GR. Secondary 
DMEK for poor visual outcome after DSEK: donor posterior 
stroma may limit visual acuity in endothelial keratoplasty. 
Cornea. 2010 Nov;29(11):1278-83.

A

Q

Because DSEK often induces posterior HOAs, many surgeons have turned to DMEK 
as an alternative. Edited by Joseph P. Shovlin, OD

Blurred Lines

Cross-sectional images of DSEK vs. DMEK corneal 
grafts taken with AS-OCT. 
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rotating color LCD screen and a rechargeable lithium ion battery. Backed by an 

industry leading three-year warranty.

Call 1.888.849.8955, or visit www.reichert.com/ipac

© 2013 AMETEK, Inc. and Reichert, Inc. (3-2013). All rights reserved. Made in America.

Vision Expo Booth #MS 9043

RO0913_Reichert Ipac.indd   1 8/15/13   3:21 PM



6 complimentary hours of CE Credit

SSATURRDAY, SEPTEMBER 28, 2013
Renaissance Dallas Hotel 

2222 North Stemmons Freeway Dallas, TX
 

SPEAKERS

 

Art Epstein, OD 
John Rumpakis, OD, MBA 

Alan Kabat, OD
Walter O. Whitley, OD 

Leo P. Semes, OD

5 WAYS TO REGISTER
Online: www.revoptom.com/OutcomesSept28

Email Lois DiDomenico:ReviewMeeting@Jobson.com 
Call: 866-730-9257
Fax: 610.492.1039

Mail: Review Group Meetings c/o Jobson
11 Campus Blvd, Ste. 100

Newtown Square, PA 19073

TOPICS
Allergy
Co-Management of Cataract 
Surgery
Dry Eye
Medical Coding & Compliance
Anti-Infectives
Contact Lenses & Lens Care
Glaucoma

SCHEDULE
7:30am-8:00am  Breakfast
8:00am-10:00am  CE Education
10:00am-10:15am  Break
10:15am-12:15pm  CE education
12:15pm-12:30pm  Break
12:30pm-2:30pm  Working Lunch

Agenda Subject to Change

Sponsored By
Supported by an independent
medical educational grant from

6 CE 
Credits 

0813AlcReg_print.indd   1 8/20/13   2:56 PM



REVIEW OF OPTOMETRY  SEPTEMBER 15, 2013 97

Review of Systems

Recent research has shed 
more light on the intensity 
of the diabetes epidemic in 

the US—indicating a 45% increase 
in the prevalence of the disease 
among American adults over the 
past two decades.1 Like many other 
specialties in health care, eye care 
has been ramping up its efforts in 
diabetes prevention and manage-
ment. We also have to take a look 
beyond the eyes of our diabetic 
patients.

Optimal ocular health and 
wellness requires comprehensive 
evaluation at appropriate intervals 
and interprofessional cooperation 
among providers. Proper control 
and management of systemic disor-
ders and metabolic abnormalities 
associated with diabetes influences 
the onset, progression and visual 
outcome of diabetic eye disease.  

More Than Just Retinopathy 
When we’re talking about dia-

betic eye disease, retinopathy and 
macular edema often dominate 
the conversation. And while these 
conditions certainly are the most 
frequent ocular manifestations of 
diabetes, they’re far from the only 
complications we have to monitor.  

Individuals living with diabetes 
are 40% more likely to develop 
glaucoma and 60% more likely to 
develop cataracts than those with-
out.2 More specifically, cataracts 
manifest earlier and progress faster 
in patients with diabetes, and the 
risk of glaucoma increases accord-

ingly with duration of disease.3,4

This means double trouble for 
seniors age 65 and older—a demo-
graphic already prone to cataracts 
and glaucoma, but also identified as 
the age group with the greatest rise 
in diabetes prevalence over the last 
20 years.1 

Other ocular anomalies asso-
ciated with diabetes include 
decreased corneal sensitivity, 
surface dryness, iris neovascular-
ization, pupillary abnormalities 
secondary to autonomic neuropa-
thy, fluctuating refractive error 
associated with sorbitol in the lens, 
a “snowflake” cataract in patients 
with type 1 diabetes, optic nerve 
abnormalities and other cranial 
neuropathies.5,6 

  
An Interprofessional Approach 

Scores of studies have supported 
the theory that optimal control over 
systemic and metabolic factors can 
effectively prevent the development 

and progression of diabetic reti-
nopathy (DR) and diabetic macular 
edema (DME). However, many 
patients fail to achieve or maintain 
optimal levels of metabolic control. 

As primary care optometrists, 
we can help by being aware of the 
associated factors that can modify 
(in either a good or bad way) 
retinopathy that may become sight 
threatening. If our patients appear 
to be at an elevated risk for any 
associated complications of diabe-
tes, it’s our responsibility to raise a 
red flag and recommend that they 
seek the proper medical follow-up. 

Factors That Modify 
Diabetic Eye Disease 

Here is a breakdown of common 
associated systemic and metabolic 
comorbidities and factors that 
modify diabetic eye disease:7-12

• Hypertension. Systemic hyper-
tension is an established risk fac-
tor, both for development and 

Coordinating with other health care professionals in the care of diabetic patients 
allows optometrists to take proactive measures against severe vision loss.   
By Carlo J. Pelino, OD, and Joseph J. Pizzimenti, OD   

It Takes a Village

This patient exhibited proliferative diabetic retinopathy in both eyes. He had a 
hemoglobin A1c of 9%, body mass index of 45, obstructive sleep apnea, hypertension, 
vitamin D deficiency and a history of smoking.
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progression of DR. Diabetic 
patients with concomitant hyper-
tension are up to three times more 
likely to develop DME. Patients’ 
blood pressure should remain below 
125mm Hg/80mm Hg.

•  Kidney disease. Changes in 
renal function may portend reti-
nal changes. Normal blood urea 
nitrogen (BUN) to creatinine ratio 
should hover between 10:1 and 
20:1. A person with diabetes and 
proteinuria (a.k.a., albuminuria) 
with or without high blood pressure 
may need a class of drugs called 
angiotensin-converting enzyme 
inhibitors, or a similar class called 
angiotensin receptor blockers. 
These drugs have been found to 
protect kidney function and possi-
bly retinal tissue.

•  Dyslipidemia. According to the 
American Diabetes Association, the 
target for LDL cholesterol level for 
men and women with diabetes is 
<100mg/dL. For HDL, the target is 
>40mg/dL for men and >50mg/dL 
for women. 

•  Anemia. Anemia often accom-
panies diabetic kidney disease. 

Hemoglobin levels should measure 
12g/dL or higher.

•  Obstructive sleep apnea.
Obstructive sleep apnea may 
aggravate diabetic retinopathy and 
diabetic macular edema, second-
ary to nocturnal hypertension and 
hypoxemia. Obtain a pulmonology 
consult for sleep studies and treat-
ment, if necessary. 

•  Obesity. Obesity is a risk fac-
tor for both sleep apnea and type 2 
diabetes. Discuss the importance of 
nutrition and physical activity with 
patients. 

•  Tobacco use. Smoking increases 
activated circulating leukocytes and 
platelet activation, and the nicotine 
in tobacco products causes severe 
retinal vasoconstriction. Provide 
information about local or state-
wide tobacco cessation programs to 
help patients kick the habit. 

•  Glycemic control. Help patients 
reach a goal of 6.5% hemoglobin 
A1c through proper nutrition, exer-
cise, insulin use or oral medications. 

•  Vasculitis. Rule out gum dis-
ease, leg ulcers, gastritis and urinary 
tract infections.

•  Neuropathy. Like retinopathy 
and nephropathy, neuropathy is 
a chronic microvascular compli-
cation. To prevent diabetic neu-
ropathy, we must recognize the risk 
factors and the symptoms (numb-
ness, tingling) and signs (reduced 
reflexes, poor nerve conduction), 
and understand the importance of 
tight glycemic control.

•  Vitamin D deficiency. Boost 
patients’ vitamin D levels with 
protected exposure to sunlight and 
supplements, particularly in darkly 
pigmented individuals. Vitamin 
D insufficiency is more prevalent 
among blacks than individuals of 
other races. Further, most young, 
healthy blacks in North America do 
not achieve optimal 25-hydroxyvi-
tamin D concentrations at any time 
of year. This is because increased 
skin pigmentation reduces vitamin 
D production in the skin. 

•  Insufficient sleep. Lack of sleep 
can lead to increased blood insulin, 
insulin resistance, cortisol release 
and inflammation. Encourage good 
sleep hygiene and recommend at 
least seven hours of uninterrupted 
sleep per night. 

•  Chronic stress. Chronically 
elevated stress levels can lead to a 
change in gene expression and cel-
lular aging as well as an increase in 
cortisol, insulin and inflammation. 
Cortisol, in turn, increases cytokine 
production and oxidative stress. 
Suggest stress reduction and a bal-
anced lifestyle. 

It is crucial that health care pro-
viders interact with one another in 
managing our patients to ensure 
that they achieve the best quality of 
life and health. As primary health 
care providers, we must go beyond 
the retina in caring for patients with 
diabetes. ■

For a list of references, visit 
www.revoptom.com. 

Novel Ocular Biomarkers for Diabetes
Multiple studies have indicated that serum carotenoids, including the macular pigments 
lutein and zeaxanthin, are inversely associated with type 2 diabetes and impaired glucose 
metabolism.13,14 More than a decade ago, researchers in the UK found that subjects with 
type 2 diabetes had reduced macular pigment optical density (MPOD) compared with non-
diabetic controls.13 

Additional findings, which showed a relationship between reduced MPOD and increased 
severity of diabetic maculopathy, may implicate oxidative stress as a causative factor.13 
A more recent study showed that type 2 diabetes patients—with or without retinopa-
thy—had reduced MPOD compared scores to those of non-diabetic patients. In addition, 
researchers observed a significant inverse correlation between MPOD and HbA1c levels.14 

A series of studies illustrated how measuring crystalline lens autofluorescence may 
help identify the presence of elevated advanced glycosolated endproducts (AGEs)––a 
biomarker highly correlated to glycemic control––prior to the presentation of early-stage 
complications. Subjects with poor glycemic control had significantly higher levels of AGE 
in their lens compared to age-matched healthy controls.13,15,16 This research has gained 
increased relevance with the commercial availability of the first FDA-approved noninvasive 
lens fluorescence biomicroscope (ClearPath DS-120, Freedom Meditech), which measures 
autofluorescence via a six-second scan of the crystalline lens.
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A52-year-old Hispanic female 
presented with poor vision 
in her right eye that had 

persisted for the past month. She 
reported no visual problems with 
her left eye. She exhibited no signs 
of pain or discomfort. 

Her systemic history was signifi-
cant for HIV, which was diagnosed 
approximately seven months ear-
lier. The patient reported taking 
multiple HIV medications, but did 
not know their names. She was 
unaware of her CD4 count or viral 
load. Additionally, the patient has 
type I herpes simplex virus (HSV), 
for which she takes acyclovir. 

At her last eye examination two 
years ago, her best-corrected visual 
acuity measured 20/20 OU.

At this examination, her uncor-
rected visual acuity measured 4/200 
OD and 20/20 OS. Confrontation 
fields showed generalized constric-
tion 360° OD and full to careful 
finger counting OS. The pupils 
were equally round and reactive, 
with a strong afferent defect OD. 

The anterior segment of the right 
eye was significant for fine keratic 
precipitates on the endothelium 
and trace to 1+ cells in the anterior 
chamber. The iris and lens were 
unremarkable. There were 2+ cells 
in the vitreous. The anterior seg-
ment of the left eye was completely 
unremarkable. Intraocular pressure 
measured 11mm Hg OU. 

Dilated fundus examination of 
the right eye showed a hazy view 
of the retina (figure 1). We also 
obtained a spectral-domain optical 

coherence tomography (SD-OCT) 
scan of the patient’s right eye (fig-
ure 2). 

The fundus examination of the 
left eye was completely normal.

Take the Retina Quiz
1. How do you account for the 

anterior segment changes OD?
 a. Spillover.
 b. Active anterior uveitis from 

an infectious process.
 c. Active anterior uveitis from a 

noninfectious process.
 c. Resolved anterior uveitis.

2. How would you classify the 
fundus changes seen in her right 
eye? 

a. Retinal vascular process.
b. Infectious process.

c. Infiltrative process.
d. Inflammatory process.

3. Which term commonly is 
used to describe the presentation 
observed in her right eye?

a. Periphlebitis.
b. Candle wax drippings.
c. Retinal vasculitis.
d. Frosted branch angiitis (FBA).

4. What is the correct diagnosis?
a. Cytomegalovirus (CMV) reti-

nitis.
b. Acute retinal necrosis.
c. Toxoplasmosis.
d. Syphilis.

5. What is the most appropriate 
treatment?

a. Observation.

This HIV+ patient presented with markedly reduced vision in her right eye. 
What does the fundus examination reveal? By Mark T. Dunbar, OD

A Chilling Presentation

1. The posterior pole and peripheral montage of our patient’s right eye. Note the 
dramatic presentation throughout the retina.
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 Re t ina  Quiz

b. Referral to infectious disease 
specialist.

c. Antiviral therapy.
d. Antibiotic therapy.

For answers, turn to page 122.

Discussion
The dramatic changes seen in 

our patient’s right fundus represent 
FBA due to CMV retinitis. FBA 
was first reported in 1976 in a 
healthy, six-year-old Japanese boy 
who presented with panuveitis and 
severe retinal vasculitis. The florid, 
translucent perivascular exudate 
inspired the descriptive term “frost-
ed branch angiitis.”1,2

More than 75% of FBA cases 
have been documented in Japan, 
with fewer than 20 confirmed 
diagnoses in the US.1,2 At one time, 
FBA was thought to predominantly 
affect fit, healthy individuals.1

Today, however, the condition is 
known to occur as a secondary out-
come of severe infectious or inflam-
matory disease––CMV is one of the 
most common.1-3

In our patient, a fulminant 
retinal vasculitis and periphlebitis 
could be seen 360° throughout 
the fundus, which lent a frosted 
appearance to the perivascular exu-
date. Additionally, there was a full-
thickness retinitis located adjacent 
to the optic nerve, which extended 
nasally along the superior and infe-
rior arcades. This represents active 
CMV retinitis. Further, we detected 
generalized disc edema and retinal 
hemorrhages scattered throughout 
the fundus. 

The right macula appeared thick-
ened on clinical examination. 
We confirmed this finding on 
SD-OCT at the location of the 
serous detachment. The CMV reti-
nitis was responsible for the vitre-
ous cells and the spillover into the 
anterior chamber, which gave us 

the somewhat hazy view 
into the retina.

The pathogenesis of 
FBA is not completely 
understood, but likely 
depends on the underly-
ing inflammatory disease. 
Some researchers have 
speculated that FBA is 
caused by a hypersensitiv-
ity to various infective 
agents.1,2 More specifi-
cally, this hypothesis 
suggests that the CMV 
elicits a periphlebitis via a 
type 3 hypersensitivity reaction to 
the pathogen’s particles.1 The reac-
tion likely occurs within the retinal 
vascular endothelial cells, caus-
ing disruption of the microtubule 
support and endothelial function 
impairment.2

In the literature, most cases of 
FBA have presented bilaterally and 
were more common in females.1,2

Although our patient is female, 
the condition presented unilater-
ally. This is not much of a surprise, 
however, considering that the CMV 
was present only in that eye.

CMV retinitis is the most com-
mon ocular complication seen in 
patients who are diagnosed with 
HIV. The condition typically devel-
ops in patients whose CD4 counts 
are below 50, or even much lower. 
CMV was prevalent during the 
early years of the AIDS epidemic, 
developing in up to 40% of AIDS 
patients.3 Fortunately, since the 
advent of HAART (highly active 
antiretroviral therapy) more than 
a decade ago, researchers have 
documented a 55% to 95% decline 
in the incidence of CMV retinitis 
cases.3

CMV retinitis may be present 
anywhere in the retina. Posterior 
pole lesions exhibit a characteristic 
white, hemorrhagic appearance 
with retinal necrosis and edema, 

while the peripheral lesions are 
more indolent and nonhemor-
rhagic. Our patient exhibited a 
combination of both presentations. 

With the use of several effective 
antiviral medications—including 
ganciclovir, foscarnet, valganciclo-
vir and cidofovir—the treatment 
for CMV retinitis has become fairly 
standard. Anti-CMV treatment 
should be individualized based on 
the presentation’s location and 
severity, as well as the patient’s cur-
rent level of immune suppression, 
concomitant medication regimen 
and ability to comply with treat-
ment. Therapy is induced at high 
doses for two to three weeks or 
until the retinitis stabilizes, fol-
lowed by a maintenance dose. 

Even though our patient did 
not know her CD4 count (or her 
viral load), we assumed that it was 
very low. We referred her for an 
immediate intravitreal injection of 
ganciclovir, and sent her to a local 
hospital to be admitted for further 
evaluation and treatment. ■

1. Walker S, Iguchi A, Jones NP. Frosted branch angiitis: a 
review. Eye (Lond). 2004 May;18(5):527-33.
2. Silva RA, Albini TA, Flynn HW. Retinal Physician. It still 
happens today: bilateral frosted branch angiitis in cytomegalo-
virus retinitis. Available at: www.retinalphysician.com/articlev-
iewer.aspx?articleID=104854. Accessed August 15, 2013. 
3. Jabs DA, Van Natta ML, Kempen JH, et al. Characteris-
tics of patients with cytomegalovirus retinitis in the era of 
highly active antiretroviral therapy. Am J Ophthalmol. 2002 
Jan;133(1):48-61.

2. A SD-OCT scan through our patient’s right macula. 
What does this finding represent?
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Dr. David Sackett, often 
referred to as “the father 
of evidence-based medi-

cine,” is quoted as telling a class 
of medical students, “Half of what 
you’ll learn in medical school will 
be shown to be either dead wrong 
or out of date within five years of 
your graduation; the trouble is that 
nobody can tell you which half.” 

Optometry certainly has seen 
its share of discarded dogmatic 
practices. The water provocative 
test for glaucoma and the use of 
pressure patching for corneal abra-
sions were once taught as essential 
components of practice. By 2013, 
however, we’ve realized that these 
procedures are outdated, overrated 
or just plain wrong. 

Sometimes it can be difficult to 
accept that something you’ve been 
doing for many years is incor-
rect, inappropriate or even poten-
tially harmful. But, as optometry 
becomes more sophisticated and 
research brings us new clinical evi-
dence, we are bound to see a mul-
titude of changes in many things 
once considered standard of care.

It was such a scenario after 
attending a lecture about meibo-
mian gland dysfunction (MGD) 
and dry eye by Donald R. Korb, 
OD, at the 2012 American Acade-
my of Optometry meeting in Phoe-
nix. Dr. Korb alluded that the use 
of warm compresses with digital 
massage––a seemingly innocuous 
practice that most of us recom-
mend for patients with blepharitis 
and chalazia––actually might be 

detrimental to 
corneal health. It 
was just a brief 
mention, but it was 
noteworthy. And 
it seems that, over 
the last few years, 
several research-
ers have evaluated 
the potential for 
corneal warping 
when patients used 
combined heat and 
massage for eyelid 
conditions. 

Hot Under 
Pressure

There is little 
question that 
warm compresses 
can have a positive 
impact on condi-
tions like MGD 
and evaporative dry eye. In 2003, a 
paper authored by Mary C. Olson, 
BA, Jack V. Greiner, OD, DO, 
PhD, and Dr. Korb showed signifi-
cant improvement in tear film lipid 
layer thickness following treatment 
with warm compresses in a series 
of 20 patients with MGD.1

Subjects were instructed to apply 
moist cotton napkins heated to 
40°C to their eyelids using gentle 
pressure for a defined period of 
time. Their results showed an 
increase in lipid layer thickness 
of more than 80% after just five 
minutes of treatment; a subsequent 
20% increase in lipid thickness 
was documented after 15 addi-

tional minutes of therapy.1

Nevertheless, we now know 
that vigorous eye rubbing has been 
associated with corneal deformi-
ties––including keratoconus in the 
most severe instances. In a 2009 
publication, professor Charles 
McMonnies, PhD, detailed the 
mechanisms of rubbing-related 
corneal trauma, citing elevated cor-
neal temperature as one of the fac-
tors that can promote keratoconic 
deformation.2 

Such temperature increases can 
occur simply by closing the eyelids, 
but the act of pressing and rubbing 
on the lids and globes can exacer-
bate the process.

In MGD patients, intense lid massage and hot compress therapy can cause significant 
corneal warping. By Alan G. Kabat, OD, and Joseph W. Sowka, OD

Rubbed the Wrong Way

Today, conventional therapy for most patients with MGD 
includes warm compresses and lid massage.
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Corneal Deformation
In a small study conducted at 

the School of Optometry at the 
Hong Kong Polytechnic University, 
researchers examined the corneal 
reshaping effect of using hard-
boiled eggs as warm compresses.3

While it may sound unorthodox, 
many individuals around the 
world employ cooked eggs (and 
other food items) as heat-delivery 
systems for medical purposes, and 
research has actually confirmed 
that such foods retain and deliver 
heat better than wet washcloths.4 

Three arms were analyzed in this 
study: group 1 used a hot, cooked 
egg wrapped in wet cloth held gen-
tly against the closed eyelid; group 
2 similarly used a hot, cooked egg 
wrapped in cloth, but was told to 
simply hold it near the eyelid with-

out touching it; and group 3 used 
a cold egg wrapped in wet cloth 
held gently against the eyelid. All 
groups employed the therapy for 
a five-minute period. Researchers 
then compared corneal topography 
for each subject before and imme-
diately after treatment. 

Patients in groups 1 and 3 
exhibited statistically significant 
differences in two corneal param-
eters––the surface asymmetry 
index and the surface regularity 
index. Group 1 subjects actually 
showed the greatest difference in 
corneal measurement, while those 
in group 2 demonstrated the least 
difference. 

The researchers concluded that 
the pressure on the eyelids, espe-
cially when combined with heat, 
was the driving force behind the 

induced corneal distortion.3

In late 2012, Drs. McMonnies, 
Korb and Caroline Blackie, OD, 
PhD, described a 24-year-old dry 
eye patient with extreme corneal 
warping that they attributed to a 
regimen of warm compress therapy 
and digital lid massage for MGD.5

Corneal maps showed notable, 
bilateral changes in astigmatism, 
approaching what could only be 
described as pseudokeratoconus in 
one eye. 

Their review of the literature 
yielded the following conclusions: 
“When combined with warm com-
presses or other methods of heat 
delivery to the eye, the elevation 
of corneal temperature appears to 
explain how meibomian gland dys-
function treatment involving warm 
compresses and massage could 
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induce rubbing-related deforma-
tion. Patients whose management 
involves iatrogenic ocular massage 
appear to require screening for risk 
of corneal deformation. Risk may 
be increased for patients with a 
concurrent habit of rubbing their 
eyes abnormally in response to 
allergic itch, for example.”5

A July 2013 follow-up paper 
by the same authors evaluated the 
efficacy and safety of heat transfer 
to the cornea via warm compress 
therapy.6 The researchers found 
that temperatures approaching 
40°C could be achieved with warm 
compresses and light pressure after 
just eight minutes of continuous 
application (the normal corneal 
temperature is approximately 
36°C). Vigorous rubbing may 
increase temperatures considerably 
and hasten the potential for cor-

neal deformation––particularly in 
at-risk patients, such as those with 
keratoconus, axial myopia and 
glaucoma.6

So, how does this information 
impact our day-to-day practice? 
What should we tell patients 
regarding warm compress therapy 
for MGD, chalazia and other 
forms of eyelid inflammation? 
Based on the literature, it appears 
that the use of heat with gentle 
pressure is still beneficial for many 
conditions. 

However, vigorous lid mas-
sage should be avoided in some 
patients––especially when com-
bined with heat––because of the 
potential for corneal deformity 
and subsequent visual dysfunction. 
Instead, alternative therapies that 
do not induce significant corneal 

heating and mechanical pressure, 
such as the LipiFlow Thermal Pul-
sation System (TearScience, Inc.), 
or therapeutic intervention with 
oral doxycycline and/or topical 
azithromycin may be more effec-
tive approaches for chronic lid dis-
ease management. ■

Drs. Kabat and Sowka have no 
direct financial interest in any of 
the products mentioned. 

1. Olson MC, Korb DR, Greiner JV. Increase in tear film lipid layer 
thickness following treatment with warm compresses in patients 
with meibomian gland dysfunction. Eye Contact Lens. 2003 
Apr;29(2):96-9.
2. McMonnies CW. Mechanisms of rubbing-related corneal 
trauma in keratoconus. Cornea. 2009 Jul;28(6):607-15. 
3. Lam AK, Lam CH. Effect of warm compress therapy from hard-
boiled eggs on corneal shape. Cornea. 2007 Feb;26(2):163-7.
4. Freedman HL, Preston KL. Heat retention in varieties of warm 
compresses: a comparison between warm soaks, hard-boiled 
eggs and the re-heater. Ophthalmic Surg. 1989 Dec;20(12):846-8.
5. McMonnies CW, Korb DR, Blackie CA. The role of heat in 
rubbing and massage-related corneal deformation. Cont Lens 
Anterior Eye. 2012 Aug;35(4):148-54. 
6. Blackie CA, McMonnies CW, Korb DR. Warm compresses and 
the risks of elevated corneal temperature with massage. Cornea. 
2013 Jul;32(7):e146-9.

104_ro0913_tr_final.indd   106 9/9/13   1:01 PM



*Approval pending

SAVE THESE DATES:

ARUBA January 16-19 
SAN DIEGO, CA May 2-4
ORLANDO, FL June 19-22
MINNEAPOLIS, MN July 17-20
TYSONS CORNER, VA September 12-14
(Washington DC area)

®

…REVIEW MEETINGS OF CLINICAL EXCELLENCE

2013_newtechflyer.indd   1 8/29/13   2:06 PM



Research  Review

REVIEW OF OPTOMETRY  SEPTEMBER 15, 2013108

A43-year-old white 
female presented for 
a comprehensive eye 

exam. Her medical history 
was significant for mul-
tiple sclerosis (MS), which 
was diagnosed five years 
earlier. Her last MRI was 
performed more than two 
years ago. 

The patient’s pupils and 
extraocular motilities were 
normal. Additionally, the 
dilated fundus examination 
was unremarkable. Given 
her history of MS, we 
obtained a spectral-domain 
optical coherence tomog-
raphy (SD-OCT) scan. 
The ganglion cell complex 
analysis revealed mild thin-
ning OU.

Could the changes 
observed on her ganglion 
cell analysis be used to determine the 
status of her MS?

A Connection with the Eye?
MS is an autoimmune disease 

characterized by nerve demyelination 
within the central nervous system. 
Because this process causes reduced 
axon transmission, patients with 
MS often experience permanent dis-
abilities. 

Traditionally, magnetic resonance 
imaging has been used to measure 
the severity of MS. However, it’s 
often challenging to correlate the 
clinical signs and symptoms with 
MRI findings.  

Because the retinal nerve fibers are 
not protected by myelin, clinicians 

are able to visualize isolated axons 
via optical coherence tomography. 
The ability to measure retinal nerve 
fiber layer integrity effectively pro-
vides an indirect method of anterior 
visual pathway assessment in MS 
patients.1

Several studies have indicated 
that patients with MS often exhibit 
retinal nerve fiber layer thinning 
when compared to healthy, age-
matched patients.1-4 It is important 
to note that such findings have been 
documented in MS patients who 
present either with or without a his-
tory of optic neuritis.5 Additionally, 
subclinical disease manifestation has 
been linked to decreased macular 
thickness.6 

New Diagnostic 
Approaches

One study published 
in January 2013 showed 
that ganglion cell com-
plex quantification could 
help determine the extent 
of MS progression.7 The 
researchers concluded 
that acceleration of gan-
glion cell/inner plexiform 
(GCIP) thinning was 
indicative of disease activ-
ity and severity.7

All four subtypes of 
MS were included in this 
study (isolated syndrome, 
relapse, and both primary 
and secondary progres-
sive). Patients with an 
established history of optic 
neuritis––as well as those 
who manifested the condi-
tion during the study––

were excluded. 
The study population included 

164 MS patients and 59 control 
subjects. All participants underwent 
a battery of tests over a 21-month 
duration, including spectral-domain 
OCT every six months and an annu-
al contrast-enhanced brain MRI. 

The researchers determined that 
subjects who experienced an MS 
relapse during the study exhibited 
42% faster GCIP thinning than 
those who did not experience a 
relapse.7 Additionally, MS subjects 
who manifested new or enhanced 
lesion growth on MRI experienced 
36% to 54% faster GCIP thinning 
compared to those who did not 
develop such changes. 

SD-OCT not only can be used to diagnose multiple sclerosis, but also document its 
progression. By Diana L. Shechtman, OD, and Paul M. Karpecki, OD

MS and the Retina

The SD-OCT scan of our 43-year-old patient showed mild 
ganglion cell/inner plexiform (GCIP) thinning OU.
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Significant inflammation docu-
mented early in the disease process 
secondary to GCIP thinning may be 
linked to MS-related disability. For 
example, patients who were diag-
nosed with MS within the last five 
years showed a higher annual rate of 
GCIP thinning than those who were 
diagnosed with MS more than five 
years ago.7 This finding suggests an 
increased likelihood for the patient 
to exhibit a greater degree of inflam-
mation early in the disease process. 
Also of interest, the presence of 
cumulative factors (e.g., the devel-
opment of new T2 lesions) might 
increase the rate of GCIP thinning.7

Optical coherence tomography 
provides clinicians a novel way of 
measuring axon loss in patients 
with MS. Retinal nerve fiber layer 
analysis, macular thickness assess-
ment and ganglion cell complex 
measurements are instrumental in 
the diagnosis and evaluation of the 
condition. In particular, alterations 
in ganglion cell density may reflect 
micro-inflammatory processes in 
the absence of clinically evident of 
optic neuritis. Hopefully, in the near 
future, OCT will enable clinicians 
to assess the efficacy of prospective 
neuroprotective agents. ■

1. Barkhof F, Calabresi PA, Miller DH, et al. Imaging outcomes 
for neuroprotection and repair in multiple sclerosis trials. Nat 
Rev Neurol. 2009 May;5(5):256-66.
2. Frohman EM. Modeling axonal degeneration within the anteri-
or visual system: implications for demonstrating neuroprotection 
in multiple sclerosis. Arch Neurol. 2008 Jan;65(1):26-35.
3. Sergott RC, Frohman E, Glanzman R, et al. The role of optical 
coherence tomography in multiple sclerosis: expert panel con-
sensus. J Neurol Sci. 2007 Dec 15;263(1-2):3-14. 
4. Trip SA, Schlottmann PG, Jones SJ, et al. Retinal nerve fiber 
layer axonal loss and visual dysfunction in optic neuritis. Ann 
Neurol. 2005 Sep;58(3):383-91.
5. Oberwahrenbrock T, Schippling S. Retinal damage in multiple 
sclerosis disease subtypes measured by high-resolution optical 
coherence tomography. Mult Scler Int. 2012;2012:530305.
6. Burkholder BM, Osborne B. Macular volume determined by 
optical coherence tomography as a measure of neuronal loss in 
multiple sclerosis. Arch Neurol. 2009 Nov;66:1366-72.
7. Ratchford JN, Saidha S, Sotirchos ES, et al. Active MS is 
associated with accelerated retinal ganglion cell/inner plexiform 
layer thinning. Neurology. 2013 Jan 1;80(1):47-54.

 A PERFECT FIT
The Odyssey Parasol® Punctal Occluder is now part of 
Beaver-Visitec International (BVI), a leader of trusted 
world ophthalmic brands. Not only is the Parasol® a perfect 
fi t for your dry eye patients, but combining BVI with the 
outstanding success of the Parasol®, continues the tradition 
of superior knowledge, products and services. 

For those of you who depend on a quality product from 
Odyssey Medical, WELCOME TO BVI.

 Your new ordering information: 
 866-906-8080 
 customersupport@beaver-visitec.com
 www.odysseymed.com 
 www.beaver-visitec.com
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Beaver-Visitec International, Inc. | 411 Waverley Oaks Road Waltham, MA 02452 USA | 
BVI, BVI Logo and all other trademarks (unless noted otherwise) are property of a 
Beaver-Visitec International (“BVI”) company © 2013 BVI
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“Given suspicions, further test-
ing is indicated to confirm or rule 
out glaucomatous damage,” says 
Dr. Semes. “Comprehensive clini-
cal data collection, in addition to 
a complete history, can include 
stereo photographic documenta-
tion of the optic nerve and RNFL, 
visual field testing, pachymetry, 
serial tonometry and additional 
ancillary testing.”

Eye on AMD and 
Nutraceuticals

In light of the new AREDS2 
study results and the growing 
interest in ocular vitamins among 
patients and optometrists, VEW’s 
first-ever nutraceutical track will 
feature courses covering macu-
lar degeneration and nutritional 
supplements that impact both the 
front and back of the eye.

“While we think that the 
AREDS studies ‘prove’ that nutri-
tion can make a difference in eyes 
that are already diseased, we also 
have the research to show some 
preventive aspects of many other 
nutritional supplements,” says 

Jeffrey Anshel, OD, who will pres-
ent a course titled “The Power of 
Nutrition in Ocular and Systemic 
Health.” 

Dr. Anshel will discuss the 
risks and benefits of supplements 
to your patients, plus informa-
tion about dosing and product 
potency. 

During course “The Anterior 
Segment and Nutrition,” Stu-
art Richer, OD, PhD, will teach 
attendees how to use natural sub-
stances to reduce inflammatory 
cytokines and activation of NFkB, 
particularly the role of essential 

fats and an individual’s 25 (OH) 
vitamin D liver reserve status in 
fighting disease. 

Another luminary on the lecture 
circuit, Paul Karpecki, OD, will 
present “Anterior Segment Con-
siderations in Nutraceutical Ther-
apy.” Dr. Karpecki will provide 
an understanding of the etiology, 
predisposing factors, diagnosis 
and treatment options for vari-
ous ocular surface diseases where 
nutraceuticals have been shown 
effective, including dry eye and 
meibomian gland dysfunction. 
Dr. Karpecki will discuss signs, 
symptoms, diagnostic testing and 
therapeutic management with an 
emphasis on nutrition.

Nutraceuticals’ role in the 
posterior segment will also be 
reviewed, with courses such as 
“Here is Why You Care About 
Posterior Segment Nutritional 
Supplements,” by Jeff Gerson, 
OD, who will explain why nutri-
tional support is important in pos-
terior segment disease, and how to 
set up plans of action. Dr. Gerson 
will also highlight the latest in 
clinical trials.

Also, as part of the Macular 
Degeneration and Nutritional 
Supplements track, optometrist 
Jay Haynie will present “Imaging 
and AMD,” wherein he will review 
current imaging options available, 
most notably the value of SD-OCT 
in diagnosis. 

“AMD has become epidemic, 
and with the advances in technol-
ogy, we are now able to diagnose 
wet AMD earlier with SD-OCT 
technology,” Dr. Haynie says.  
“In all of the studies looking at 
response to intravitreal therapy, 
the group that continues to do the 
best is those who are diagnosed 
earliest and the size of the cho-
roidal neovascular membrane the 
smallest.” ■

VEW: Beyond the Clinical
In addition to its clinical CE emphasis, VEW offers innovative courses aimed at boosting 
your practice’s bottom line and ensuring your patients’ satisfaction. Notable additions:

Frame Buyer’s Certification Program: Your optical staff can take advantage of 18 hours 
of education that will help them streamline the process of managing, monitoring, position-
ing and promoting your frame inventory, including classes on eyewear trends and selection 
techniques, creating and using tools to manage inventory, and reframing Rx limitations. 
“Dispensary is a very important part of our practice, so we want to make sure the people 
who we have entrusted in managing it have excellent education,” Dr. Smick says.

Chief Experience Officer (CXO) Certification Program: Customer service is one of the 
strongest influencers of purchasing decisions. In this four-hour course, learn how a CXO 
in your practice can drive and implement exceptional customer service by differentiating 
your business from the Internet and increasing patient satisfaction, loyalty and profits. 
Several major corporations, including Procter & Gamble, have created CXO positions, Dr. 
Smick says. “Our practices are also business units. We need to make sure we invest in our 
patients and that they have a positive experience.”

3. Fundus autofluorescence image of 
atrophic AMD.

(continued from page 91)
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Autorefractor 
Nidek and Marco ARK-1s

With the newly announced ARK-1s autorefractor/
autokeratometer with glare testing by Nidek and 
Marco, practitioners will be able to detect refractive 
problems in patients with both ease and accuracy. 

The ARK-1s will measure various refractive 
parameters, including objective spherical, cylindri-
cal refractive errors and cylinder axis. The device’s 
accommodative measurement is useful for detect-
ing refractive errors in pre-presbyopic patients, 

latent hyperopic patients and 
children exhibiting problems 
reading, according to the man-
ufacturers.

One of the device’s hallmark 
features is its inclusion of glare 
testing. The addition of this 
technology eases the examina-
tion of patients with cataracts, 
which saves clinicians time 
vs. traditional methods, while 
delivering accurate results due 
to its eye tracking auto align-
ment system. 

The compact, all-in-one device features a retroillu-
mination modality that also allows patients to view 
an image of their own cataracts and how they’ve 
progressed. 

Visit http://www.marco.com/ark-1s.html.  

Photochromic Lenses
QSpex AQuity LTD with QuasAR

New AQuity LTD with QuasAR lenses from QSpex 
Technologies will allow clinicians with an in-office 
lab to produce high quality lenses on site using the 
QSpex Premium Lens Fabrication System in approxi-
mately 35 minutes.

The new line of photochromic lenses will be avail-
able in both single vision and advanced digital pro-
gressive designs, in three modalities: clear, polarized 
and photochromic. The system gives practitioners the 
ability to dispense lenses to photochromic patients, 
eliminating their need to wait for a new prescription.

The QSpex Premium Lens System has a small 
office footprint and uses single use, disposable plastic 
molds, which avoids the need to clean each mold fol-
lowing use. The lenses produced by the system cover 
86% of prescriptions, giving clinicians a wide range 
of options for their patients.

Visit www.qspex.com. 

Dispensing
Kodak Lens Intelligent Dispensing Software

Signet Armorlite recently introduced the Kodak 
Intelligent Dispensing Software, or Kodak Lens IDS, 
a new dispensing tool designed with independent eye 
care practitioners in mind. 

The Kodak Lens IDS can be used in conjunction 
with the newest Apple 
iPad with Retina display 
model to simplify the 
process of educating 
patients about various 
purchasing options.  

The system is divided 
into three dispensing 
categories: frame, lens 
and measure. When the 
frame option is selected, 
patients will be able to 
view and compare the various frame options offered 
by the practitioner. The lens option is used to educate 
patients on the numerous lens modalities offered, 
including polarized, progressive, photochromic and 
AR coated. Finally, the measure section will turn the 
practitioner’s iPad into a measuring device by using an 
additional back plate with a light, as well as a frame 
measurement clip. 

The Kodak Lens IDS simplifies dispensing by turning 
independent practitioners’ iPads into an all-in-one dis-
pensing utility, says the company.

Visit www.signetarmorlite.com/KODAKLensIDS. 

Dry Eye Relief 
Bruder Eye Hydrating Compress

Bruder’s microwave activated Eye Hydrating Com-
press helps to relieve dry eye symptoms by naturally 
improving meibomian gland function.

The product’s microwave-activated system quickly 
heats up and, once applied to the eyelids, helps to 
melt away fatty acids that can build up in the meibo-
mian glands, causing irritation and inflammation 
in the eye. The washable, reusable compress 
helps lipids flow unimpeded to the eye’s 
surface, improving tear film integrity and 
relieving dryness. 

The compress is easy to use and requires 
no water, Bruder says. Once the device is 
microwaved, it can be placed on the eye for 
relief of dry eye, MGD, styes, chalazions 
and blepharitis. 

Visit www.bruderophthalmic.com. ■

P r o d u c t  R e v i e w
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Meet ings  + ConferencesMeet ings  + Conferences

September 2013
■ 20-22. New Technology & Treatments West Coast 2013.

Marriott Del Mar, San Diego. Hosted by: Review of Optometry. CE 

hours: 15. Program chair: Paul Karpecki, OD. Faculty: Mile Brujic, 

OD; Blair Lonsberry, MS, OD; Robert Prouty, OD. Contact Lois 

DiDomenico at ReviewMeetings@Jobson.com or (866) 658-1772. 

Visit www.revoptom.com/conferences.

■ 20-22. 44th Annual Colorado Vision Training Conference. 

YMCA of the Rockies, Estes Park, Colo. Contact Jamie Anderson, 

OD, FCOVD, (303) 325-2019 or jamie@highlinevisioncenter.com. 

Visit www.visioncare.org.

■ 21-22. Fall Conference 2013. Steele Auditorium, NSU 

Campus, Orlando, Fla. Hosted by: Nova Southeastern University 

College of Optometry. Program Director: Joseph Sowka, OD. 

Contact Vanessa McDonald at oceaa@nova.edu. Visit http://

optometry.nova.edu/ce.

■ 21-22. 4th Annual Everything Retina Symposium. Westin 

Riverwalk Hotel, San Antonio, Texas. Hosted by: University of 

Houston College of Optometry. CE hours: 16. Call (713) 743-1900 

or visit http://ce.opt.uh.edu/live-events/ers2013.

■ 22. CE Forum XVII. The Hotel Hershey, Hershey, Pa. Hosted 

by: Central Pennsylvania Optometric Society. CE hours: 6. Email 

Mary Good, OD, at cposrsvp@gmail.com.

■ 29. Glaucoma CE Lecture Seminar. Western University 

College of Optometry, Pomona, Calif. CE hours: 8. For more info, 

email ceoptometry@westernu.edu or call (909) 706-3493. Visit 

www.westernu.edu/optometry-continuing-education.

October 2013
■ 2. 6th Annual Prevent Blindness America Swing Fore Sight 

Golf Tournament. Bali Hai Golf Club in Las Vegas. Contact 

Danielle Disch at ddisch@preventblindness.org or (312) 363-

6022. Visit preventblindness.org/swingforesight. 

■ 2-5. International Vision Expo & Conference West 2013. Sands 

Expo & Convention Center, Las Vegas. Call (800) 811-7151 or 

visit www.visionexpowest.com. 

■ 4. Hudson Valley Optometric Society Fall Seminar. The 

Grandview, Poughkeepsie, NY. Hosted by: Hudson Valley 

Optometric Society. Featured Speaker: Eric Schmidt, OD. CE 

hours: 5. For more information, contact Brian Powell, OD, at 

drbrianpowell@gmail.com. Visit www.hvos.org.

■ 5-7. CAO Annual Education Conference. Mystic Marriott Hotel 

& Spa, Groton, Conn. Hosted by: Connecticut Association of 

Optometrists. CE hours: 21. For more information, contact Lynn 

Sedlak, CAE, MBA at lsedlak@cteyes.org or (860) 529-1900. Visit 

www.cteyes.org. 

■ 6-7. London 2013 Education Destination. AOP Headquarters, 

Clerkenwell, London. Hosted by: SECO International and the 

Association of Optometrists. CE hours: 12. For more information, 

contact cletz@secostaff.com or visit www.secointernational.com/

london-2013.html. 

■ 8-12. COVD 43rd Annual Meeting. Rosen Shingle Creek, 

Orlando, Fla. Hosted by: College of Optometrists in Vision 

Development. Visit www.covd.org or call (330) 995-0718.

■ 10-11, 11-13. VOSH International Meeting/COPR Annual 

Conference. Ritz Carlton Hotel, San Juan, Puerto Rico. Hosted 

by: VOSH International and Colegio De Optómetras de Puerto 

Rico (COPR). Visit www.covd.org or call (330) 995-0718.

■ 12-13. 3rd Annual Forum on Ocular Disease. WDW Swan 

and Dolphin Resort in Orlando, Fla. Hosted by: PSS EyeCare. CE 

hours: 18. Contact Sonia at education@psseyecare.com or go to 

www.PSSeyecare.com and click on “Orlando.”

■ 18-20. Pioneers in Optometry Regional Conference. 

Renaissance Hotel & Convention Center, Tulsa, Okla. Hosted by: 

Oklahoma Association of Optometric Physicians. CE hours: 18. 

Contact Heatherlyn Burton at heatherlyn@oaop.org or call (405) 

524-1075. Visit www.pioneersinoptometry.org.

■ 19-21, 23-25. CE in Italy: Florence and/or Castiglion 

Fiorentino, Tuscany. To register for one or both of these pro-

grams, contact James Fanelli, OD, at jamesfanelli@ceinitaly.com

or call (910) 452-7225. Visit www.ceinitaly.com.

■ 22. ONS Fall 2013 Educational Symposium. Sheraton Seattle, 

Seattle. Hosted by: Ocular Nutrition Society. For more information, 

contact info@ocularnutritionsociety.org or visit www.aaopt.org/

meetings/academy2013.

■ 23-26. Academy 2013 Seattle. Washington State Convention 

Center, Seattle. Hosted by: American Academy of Optometry. 

Visit www.aaopt.org/meetings/academy2013.

November 2013 
■ 2-3. Essentials in Eyecare: Board Certification Preparatory & 

Optometric CE Program. Marriott Pittsburgh North, Pittsburgh, Pa. 

Hosted by: Pennsylvania Optometric Association. CE hours: 16. 

Email ilene@poaeyes.org or visit http://pennsylvania.aoa.org.

■ 2-3. Glaucoma Grand Rounds Program with Live Patients. 

Western University College of Optometry, Pomona, Calif. CE 

hours: 16. Email ceoptometry@westernu.edu or call (909) 706-

3493. Visit www.westernu.edu/optometry-continuing-education.

■ 7-10. VOA Voyages in Vision Conference. Frenchman’s Reef 

& Morning Star Resort, St. Thomas, US Virgin Islands. Hosted 

by: Virginia Optometric Association. Featured speakers: Andrew 

Holzman, MD, Jeffrey Michaels, OD, and Kurt Steele, OD. CE 

hours: 8. For more information, call Bo Keeney at (804) 643-0309. 

Visit www.thevoa.org.

■ 8-9. WOA Primary Care Symposium. Madison Marriott 

West Hotel, Middleton, Wis. Hosted by: Wisconsin Optometric 

Association. Contact Joleen Breunig at joleen@woa-eyes.org or 

(608) 824-2200. Visit www.woa-eyes.org. 

■ 8-9. 2013 CE Charleston. Doubletree Suites, Charleston, SC. 

Hosted by: Pacific University College of Optometry. Contact 

Jeanne Oliver at jeanne@pacificu.edu or (503) 352-2740. Visit 

www.pacificu.edu/optometry/ce.
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■ 8-10. ALOA Annual Convention. The Wynfrey Hotel, 

Birmingham, Ala. Hosted by: Alabama Optometric Association. 

Contact Jo Beth Wicks at jobeth@alaopt.com or (334) 273-

7895. Visit www.alaopt.org.

■ 10. Virginia Academy of Optometry Annual Educational 

Conference. The Inn at Fredricksburg Square, Fredricksburg, 

Va. Hosted by: Virginia Academy of Optometry. CE hours: 4. 

Featured speaker: Bruce Onofrey, OD, RPh. For more informa-

tion, email vaacadoptom@yahoo.com. 

 ■ 22-24. New Technology & Treatments East Coast. Westin, 

Alexandria, Va. Hosted by: Review of Optometry. CE hours: 15. 

Program chair: Paul Karpecki, OD. Faculty: Derek Cunningham, 

OD; Douglas Devries, OD; Joseph Sowka, OD. Contact Lois 

DiDomenico at ReviewMeetings@Jobson.com or (866) 658-

1772. Visit www.revoptom.com/conferences.

December 2013
■ 7. Ophthalmic Imaging 2014: Optical Coherence 

Tomography Applications and Future Technology. Westin The 

Breakers, Palm Beach, Fla. Hosted by: Bascom Palmer Eye 

Institute. For more information, email bpeicme@med.miami.edu

or call (305) 326-6110. Visit www.bascompalmer.org. 

■ 7-8. 30th Annual Cornea, Contact Lens & Contemporary 

Vision Care Symposium. Westin Memorial City, Houston, Texas. 

Hosted by: University of Houston College of Optometry. CE 

hours: 16. For more information, email optce@uh.edu or visit 

http://ce.opt.uh.edu.

January 2014
■ 11-12. Eye Care Associates Annual Meeting and Continuing 

Education Program. Williamsburg Hotel, Williamsburg, Va. 

Hosted by: Eye Care Associates. Presenter: Scott Morris, OD. 

CE hours: 12. Contact Linda Cavasos at ECA_linda@hotmail.

com or (804) 356-5165. Non-members are welcome.

■ 18-20. 25th Annual Berkeley Practicum. DoubleTree Hotel, 

Berkeley Marina, Berkeley, Calif. Hosted by: University of 

California, Berkeley, School of Optometry. CE hours: 20. For 

more information, email optoCE@berkeley.edu. Visit http://

optometry.berkeley.edu/ce/berkeley-practicum.

■ 19-25. 2014 Island Eyes Conference. Grand Wailea, Maui, 

Hawaii. Hosted by: Pacific University College of Optometry. For 

more information, contact Jeanne Oliver at jeanne@pacificu.

edu or (503) 352-2740. Visit www.pacificu.edu/optometry/ce. ■
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U.S. Bank Practice Finance 78
Phone ............... (800) 313-8820
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Varitronics  ...........................77
Phone ............... (800) 345-1244
Fax .................... (610) 356-1222
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 Merchandise Offered

 Equipment and Supplies

 Equipment and Supplies

Used & Rebuilt
Equipment

www.UsedLabs.com
• Surfacing equipment
• Pattern-less edgers

• Finishing equipment
• AR equipment

Telephone 714-963-8991 
Buy or sell

VISIT OUR BOOTH AT
VISION EXPO WEST
BOOTH 18049

NEW

MESSAGING
Incorporate branded 
messages & signage
to draw attention to
frame collections,
styles and features.

FRAME HOLDERS
A variety of frame holders 
are available to allow you 
to display and protect 
your frames.

VERSATILITY
Interchangeable
elements such as
shelving, sign holders, 
mirrors & more allow
the rod to be customized
to your optical. 

POSITIONING
Frames are moved 
forward off the rod for 
a cleaner appearance.

O
D
-1
11

20
2

DON'T MISS THIS OPPORTUNIY TO 
"MAXIMIZE YOUR PROFIT"
WWW.EYEWEAR4LESS.COM

WILL BE IN LAS VEGAS AT THE VENETIAN HOTEL 
OCTOBER 2ND THRU OCTOBER 5TH, 2013 

BRAND NAME & DESIGNER EYEWEAR AT 50% TO 80% OFF LIST PRICE

TO SCHEDULE AN APPOINTMENT IN ADVANCE
CA L L  1 - 8 0 0 - 7 6 2 - 0 4 8 0

DURING THE SHOW, CALL FOR SUITE # 
CELL PHONES: 415-299-9137 & 415-497-3771 

It’s What the Best
Pretest on!

(800) 522-2275
www.optinomics.com

sales@optinomics.com

 Practice For Sale

Featured Practices for Sale 

PRACTICE SALES 
& APPRAISAL

Call for a Free Consultation

(800) 416-2055
www.TransitionConsultants.com

ARIZONA–PHOENIX METRO
Premier practice grossing $1,800,000

annually. Free-standing building with 

state of the art technology and latest 

diagnostic equipment.

TEXAS-HOUSTON
Long established practice grossing $620,000

with a robust net income.  Up-to-date

testing equipment, including OCT.

Fully integrated EMR in place.

CALIFORNIA-ALAMEDA COUNTY 
30-year-old practice grossing $900,000

annually. Spacious well equipped office.

Priced to sell at only $295,000. 

MINNESOTA–TWIN CITIES METRO
Long established practice in a desirable

suburb of Minneapolis. Grossing $385,000

part time. Motivated seller.
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 Equipment and Supplies
 Practice For Sale

www.PracticeConsultants.com

Practice Sales  • Appraisals  • Consulting

www.Pract iceConsultants .com

PRACTICES FOR SALE
NATIONWIDE

Visit us on the Web or call us to learn
more about our company and the 

practices we have available.

info@PracticeConsultants.com

800-576-6935

PRIVATE PRACTICE FOR SALE
in affluent Summerlin neighborhood in 
Las Vegas. Tremendous potential for growth
as this practice is going into its 4th yr and
growing 20-25% annually. Grossed $300k
in 2012 on 3 doctor days/week. Asking
$150k. Call  (702)325-0954 for information.
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Frames

QUIKEYES ONLINE
WEB-BASED OPTOMETRY EHR

• $99 per month after low cost set-up fee
• Quick Set-Up and Easy to Use  
• No Server Needed
• Corporate and Private OD practices
• 14 Day Free Demo Trial
• Users Eligible for 44K incentives

www.quikeyes.com

 SOFTWARE

Do you have CE or
CME Programs?

CONTACT US TODAY 
FOR CLASSIFIED ADVERTISING

Toll free: 888-498-1460
E-mail: sales@kerhgroup.com
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Do you have Equipment 
and Supplies for Sale?

Contact us today for classified advertising:
Toll free: 888-498-1460 • E-mail: sales@kerhgroup.com

 Equipment and Supplies

 Equipment and Supplies

NEW!  EZ View Prism Bars™
The best enhancement to prism bars
   since we invented them in 1938!
 

 A

V

 Web search "Prism Bars" - 

 Continuing Education
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Contact Lenses

Storage and Design
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 Professional Opportunities

Do You Have 
Positions Available?
PLACE YOUR AD HERE

Contact us today for classified advertising: 
Toll free: 888-498-1460

E-mail: sales@kerhgroup.com

 Products and Services

 Professional Opportunities

EYES OF THE SOUTHWEST is interested in
hiring a personable, ethical, and skilled
optometrist for a busy practice in New
Mexico. This newly expanded and renovated
6,500+ sq ft progressive practice currently
has 2 Ophthalmologists, 9 lanes, 6 techs. 
A new optical shop is being equiped. Area
demographics are very favorable with a
large geographic referral base. The position
offers a generous salary with incentive
bonus and a wonderful growth potential in a
beautiful Southern New Mexico setting.
Hunting, Skiing, Hiking, and Fishing are all
within a short drive. An international airport
is 45 minutes away. This is an awesome
place to raise a family. The candidate must
be skilled in contact lens fitting and needs
to be an outstanding  diagnostician. The
candidate should expect to see 30+ patients
a day and must have a good work ethic. 

Contact: 
Edward V. Hernandez, MD 

(575) 635-1739  
or email:  

ehernandez@eyesofthesouthwest.com

OPTOMETRIST

©2001313. Paaaaaid d forforrrr byyyy the United States Arrrmy.my.my.my. AlAlAlAAll rl rl rl rrighighighighghightststststs resresressresreserved.

As an optometrist and offi cer on the U.S. Army Reserve health care team, you’ll practice in your 
community and serve when needed. You’ll benefi t from career-enhancing experience and unique 
education programs. You’ll be part of an interdisciplinary team dedicated to the highest quality health 
care. You’ll make a difference.

To learn more about the U.S. Army Reserve health care team, call 866-213-2677 
or visit healthcare.goarmy.com/s103.

THE STRENGTH TO HEAL
our nation’s defenders.
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Surg ica l   Minute

Multifocal IOLs produce 
superior vision at the 
traditional reading 

distance of 30cm to 40cm. This 
makes them ideal choices for 
patients who read novels or do a 
lot of detail-intensive near work 
and still want to see well in the 
distance. The near vision benefits 
of multifocals are often experi-
enced by the patient as soon as the 
morning after surgery. Although 
these lenses produce multiple 
focal points, we find that patient 
satisfaction with these lenses is 
extremely high and does not corre-
late at all to previous success with 
multifocal contact lenses. The typi-
cal patient will report surprisingly 
good near and distance vision at 
the one-day post-op visit.

As you manage these patients 
through their recovery period, 
however, be very mindful of how 
sensitive this technology is to 
visual degradation. Because mul-
tifocal IOLs split the available 
light, they are highly susceptible 
to visual degradation from a poor 
ocular surface and mild posterior 
capsule opacification. Even the 
slightest amount of macular edema 
can produce symptomatic blur that 
is much more bothersome to the 
patient than would be experienced 
with a monofocal lens. Be sure to 
treat any surface disease aggres-
sively and look closely at the pos-
terior capsule in any patient with 
visual complaints. 

It is not uncommon to have 
multifocal patients with 20/20 
visual acuity claim that they do 

not see well in the distance if there 
is mild capsular opacification. At 
every post-op visit, be mindful to 
closely look at the posterior cap-
sule and note the presence of any 
irregularity. As a general rule, we 
teach students that if they can see 
the posterior capsule behind a mul-
tifocal lens and patients are having 
difficulties with their vision, surgi-
cal removal should be considered. 

Early Intervention Pays Off
The timeframe for capsule 

removal may be as early as one 
month postoperatively, depending 
on the presenting symptoms. 

If there is significant residual 
anterior chamber inflammation, 
you will want to wait until the 
anterior chamber is quiet before 
scheduling the YAG capsulotomy. 
This procedure will open a com-
municating cavity with the poste-
rior pole and could increase the 
risk of posterior pole inflamma-
tion if the anterior chamber is still 
inflamed. 

If the anterior chamber is quiet, 
a YAG could be scheduled if the 
patient is symptomatic or not 
refractable to 20/20. The YAG 
capsulotomy procedure takes as 
little as 10 seconds and is usu-
ally painless for the patient. The 
patient does need to be dilated 
before the procedure, and may not 
notice an immediate visual benefit 
due to the dilation. 

The main complications to look 
for after this procedure include 
intraocular pressure spikes, ante-
rior chamber inflammation (rare), 
inadvertent pitting of the lens by 
the laser (rarely visually signifi-
cant), cystoid macular edema and 
retinal detachment. Patients can be 
seen within days of the procedure 
and visual symptoms should be 
better. 

If posterior capsule opacification 
is caught early, a YAG capsulot-
omy can save a multifocal patient 
a lot of visual distress and help 
to keep your comanaged patients 
happy. ■

Multifocal IOL patients may need PCO removal earlier than usual, to keep their vision 
sharp at all focal lengths. By Derek N. Cunningham, OD, and Walter O. Whitley, OD, MBA

A Yen for YAG

Mild capsular fibrosis in a sympto matic 
patient with a multifocal intraocular lens 
implant.

Significant posterior capsular fibrosis in 
an asymptomatic patient with a mono-
focal lens.
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CE COURSE TOPICS
·Posterior Segment Grand Rounds
·Glaucoma Diagnosis & Management
·Anterior Segment Grand Rounds
·Technological Innovations in Eye Care

SPEAKERS:

Paul Karpecki, OD
Program Chair

Jimmy Bartlett, OD Ben Gaddie, OD Kimberly Reed, OD

*Approval pending

5 WAYS TO REGISTER:
ONLINE: www.revoptom.com/aruba2014

EMAIL Lois DiDomenico: ReviewMeetings@Jobson.com
MAIL: Review Group Meetings c/o Jobson

11 Campus Blvd., Ste. 100 
Newtown Square, PA 19073

PHONE: 866-658-1772
FAX: 610-492-1039

The Westin Resort & Casino, Aruba
J.E. Irausquin Blvd. 77

Palm Beach, Aruba

Hotel Reservations
Oceanview Rooms:$269/night

For reservations, call: 888-248-8749
Discounted room rates limited. Identify yourself as a 

participant of  “Review of Optometry” for group rate. 
Room rates available 3 days pre/post conference.

·Ocular Manifestations of Systemic Disease
·Ocular Surface Disease Diagnosis & Treatment
·New Meds / Pharmaceuticals
·Nutrition
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Diagnos t i c  Quiz

History
A 58-year-old black female pre-

sented for an ocular health evalu-
ation with a chief complaint of 
difficulty reading. Her ocular his-
tory was noncontributory. 

Her systemic history was 
remarkable for hypertension, for 
which she was compliant and 
properly medicated. She reported 
no known allergies.

Diagnostic Data
Her best-uncorrected visual acu-

ity measured 20/25 OU at distance 
and near. Her external examina-
tion was within normal limits, and 
she exhibited no afferent pupillary 
defect. 

Her anterior segment examina-
tion was normal OU. Intraocular 
pressure measured 14mm Hg OU. 
The dilated fundus examination 
also was within normal limits, with 
quiet grounds, normal posterior 
poles and distinct optic nerves. Her 
cup-to-disc ratio appeared to be 
0.2 x 0.2.

The significant external obser-
vation is illustrated in the photo-
graph.

Your Diagnosis
How would you approach this 

case? Does the patient require any 
additional tests? What is your 

diagnosis? How would you man-
age this patient? What is the likely 
prognosis?

To find out, please visit www.
revoptom.com. Click on the cover 
icon for this month’s issue, and 
then click “Diagnostic Quiz” under 
the table of contents. ■

Next Month in the Mag
October features our Practice Management Report. 
Topics include:
    •  Annual Income Survery
    •  Lessons Learned from Corporate Optometry
    •  The Essentials of Benchmarking Performance

Feedback
Review of Optometry welcomes questions and comments. E-mail 
Jack Persico, editor-in-chief, jpersico@jobson.com, with “Letter 
to the Editor” as the subject line. 
Or, write to Review of Optometry, 11 Campus Blvd., Suite 100, 
Newtown Square, PA 19073.  

Retina Quiz Answers (from page 101): 1) a; 2) b; 3) d; 4) a; 5) c.  

I’m Interested in Your Digits
By Andrew S. Gurwood, OD

External inspection of our 58-year-old patient uncovered this finding. What is it?
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Dear Colleagues,

I am thrilled to be leading SynergEyes into a new era: an era that is all about 
you, the independent eye care professional. It is our sincere intention to be 
your partner by helping you to increase patient satisfaction and loyalty, to 
grow your contact lens business, and to increase your practice profitability.  
I am committed to creating a company that understands the needs of the 
independent practice and I intend to implement a corporate  
culture reflecting that understanding.  

“We are determined to become a 

company that is 100% ECP-centric 

by delivering products and services 

that will provide foundational value 

to your practice.”

We have a lot of exciting changes that will soon be taking place at SynergEyes, including a thorough modernization of company 
policies and procedures that will make it easy and enjoyable for you to do business with us. We are conducting a comprehensive 
review of all customer-facing functions to uncover new ways to enhance our service level and your satisfaction. We are also 
working to bring you product line extensions and improvements to meet the needs of more patients in your practice, and our 
commitment to innovation will soon be demonstrated with a number of new products already in the pipeline. And finally, we 
are making significant improvements in our manufacturing process in order to deliver the highest quality products to you and 
your patients. 

As an optometrist who spent 33 years in private practice, I understand the needs of you and your patients. I know the rigors and 
challenges of independent practice and I am committed to making SynergEyes a company that is here for you. I look forward to 
bringing you the new SynergEyes: the leading global contact lens company for the independent eye care professional.

I am genuinely interested in hearing from you. Please visit http://SynergEyes.com/Partner/ to share your thoughts on how we 
can be a true partner to the independent ECP.

Very Sincerely,

James K. Kirchner, O.D.

President & CEO

RO0913_Synergeyes.indd   1 8/26/13   10:44 AM
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PERMANENT PLASMA SURFACE TECHNOLOGY

Engineered for sustained performance
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IS THE CORE OF OUR DESIGN

STABILITY

Important information for AIR OPTIX® for Astigmatism (lotrafi lcon B) contact lenses:

References: 1. 2.

3. Optom Vis Sci
4.

 AIR OPTIX® for Astigmatism 

myalcon.com ®

RO0213_Alcon Air Optix Astig.indd   1 1/22/13   12:07 PM
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