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Second IOMED program
for ODs at ASCRS meeting
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Second IOMED program
for ODs at ASCRS meeting

This year’s symposium similar to 2013

By Gretchyn M. Bailey, NCLC, FAAO
Editor in Chief, Content Channel Director

ext month in Boston, the American
Society of Refractive Surgery (ASCRS)
will host optometrists at its second
Integrated Ophthalmic Managed De-
livery Model (IOMED) track at the group’s an-
nual meeting. The format will be similar to last
year’s meeting with a half-day symposium as

well as courses that will be available for op-
tometrists to earn CE credit.

What won’t change is the categories of op-
tometrists who are welcome to come. Currently,
private-practice ODs are not permitted to attend.
(See “Certain ODs welcome to participate in new
ASCRS integrated program,” February 2013, and
“ASCRS welcomes ODs during IOMED program,”

Why has Demodex

gone viral?

This clinical presentation has
been the talk of the profession

By Gretchyn M. Bailey, NCLC, FAAO
Editor in Chief, Content Channel Director

Ithough the Demodex mite is not a recent

discovery, you might not realize that by
the rapid rise of Demodex in the ophthalmic
professional sphere. From peer-reviewed jour-
nal articles to lectures at professional meetings
to chatter on the exhibit hall floor to thought-
leader informational videos, Demodex has been
a popular topic for the past 12-18 months.

In the spirit of full disclosure, I acknowledge
that Optometry Times has played a role by add-
ing content to the mix. We deployed a series of 5
OD expert videos (see box) and published several
articles on Demodex, with likely more to come.

Going viral

So why did Demodex become a clinical hot topic?
Optometry Times Associate Optometric Edi-

tor Katherine M. Mastrota, OD, FAAO, says one

reason might be the desire to solve a clinical

problem. “Part of it is the quest for the cure for

http://ow.ly/ucpRT

Importance of Demodex
Dr. Kathy Mastrota

May 2013)

Following last year’s IOMED program, mem-
bers of the ASCRS IOMED task force met with
a group of optometrists unhappy with the pri-
vate-practice optometry restriction in the hopes
of effecting change to this year’s program.

“It was extremely disappointing to all of us
after the great meeting we had in San Fran-
cisco that they didn’t open the meet-
ing,” says Birmingham, AL optom-
etrist Jack L. Schaeffer and Optom-
etry Times Editorial Advisory Board
member. “We were hoping that they
would open the Boston meeting to all

http://ow.ly/ucpWj

Diagnosing Demodex
Dr. Scott Hauswirth

optometrists. We gave them latitude
to make some concessions for them
to live by their motto of improving

http://ow.ly/udSuM

Treating Demodex
Dr. Scott Schachter

patient care. You can’t get credit for
going to all courses. No one should
restrict education. If the goal is to

http://ow.ly/udSDJ

Practice management
Dr. Mario Gutierrez

help the public get better eye care,
why would anyone restrict who goes
to alecture? Why would you not want
to educate an optometrist who you

Dr. Milton Hom
http://ow.ly/ucpzZ

Overview of Demodex

accept patients from? It’s about pub-
lic welfare.”

IOMED task force Chairperson Ste-
_/  phen S. Lane, MD, of St. Paul, MN,

blepharitis and dry eye—we all are searching
for the magic bullet. Everyone has a gizmo or
drop or treatment for something within the
unknown,” she says. “Then you have these
critters. Is ‘curing’ Demodex the holy grail
of ocular surface disease and dry eye? We
have a diagnosis and possible treatment that
piqued everyone’s interest. Identifying Demo-
dex is concrete, like lid wiper epitheliopathy,
in those cases with symptoms but no clini-
cal signs. We have a visual indication of a
diagnosis. In both cases we don’t see it until
someone shows us how to see it.”

For something to go viral, says Scheffer
Tseng, MD, you need to reach a critical mass

See Demodex on page 5

says that following the meeting with
concerned optometrists at last year’s ASCRS
meeting, the ASCRS board met to consider the
proposal to open the meeting to a greater at-
tendance. “While there was a lot of support
on the board for such a move, the board’s con-
sensus was to ensure the IOMED program is
See ASCRS on page 5

FRAME BOARD
MANAGEMENT

Managing your inventory, keeping a budget,
and identifying your market are key planning
strategies to deliver a strong dispensary.

SEE PAGE 24

INSIDE



https://twitter.com/OptometryTimes
https://www.facebook.com/OptometryTimes
http://optometrytimes.modernmedicine.com/
http://optometrytimes.modernmedicine.com/
http://ow.ly/ucpRT
http://ow.ly/ucpWj
http://ow.ly/udSuM
http://ow.ly/udSDJ
http://ow.ly/ucpzZ
http://www.advanstar.com/

PERMANENT PLASMA |
SURFACE TECHNOLOGY |

THIS IS WHY the smallest

details make the biggest difference
in patients’ comfort.

AIR OPTIX® AQUA contact lenses feature our unique permanent plasma treatment,
creating a hydrophilic layer that leaves less than 1% surface silicone! Less silicone
helps to resist lipid deposits, which can reduce lens comfort. Now your patients can
experience consistent comfort from day 1 to day 30’

Permanent Plasma Surface Technology

9P \
<1% silicone S/— u\ Creates a hydrophilic
AN

Resists lipid deposits layer of moisture

3

»

Ask your sales representative about AIR OPTIX® family of contact lenses
or visit MYALCON.COM

PERFORMANCE DRIVEN BY SCIENCE™

*AIR OPTIX® AQUA (lotrafilcon B) and AIR OPTIX® AQUA Multifocal (lotrafilcon B) contact lenses: Dk/t = 138 @ -3.00D. AIR OPTIX® NIGHT & DAY® AQUA (lotrafilcon A) contact lenses: Dk/t = 175 @ -3.00D.
AIR OPTIX® for Astigmatism (lotrafilcon B) contact lenses: Dk/t = 108 @ -3.00D -1.25 x 180.
Important information for AIR OPTIX® AQUA (lotrafilcon B), AIR OPTIX® AQUA Multifocal (lotrafilcon B) and AIR OPTIX® for Astigmatism (lotrafilcon B) contact lenses: For daily wear or extended wear
up to 6 nights for near/far-sightedness, presbyopia and/or astigmatism. 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.
Important information for AIR OPTIX® NIGHT & DAY® AQUA (lotrafilcon A) contact lenses: Indicated for vision correction for daily wear (worn only while awake) or extended wear (worn while awake and
asleep) for up to 30 nights. Relevant Warnings: A corneal ulcer may develop rapidly and cause eye pain, redness or blurry vision as it progresses. If left untreated, a scar, and in rare cases loss of vision,
may result. The risk of serious problems is greater for extended wear vs. daily wear and smoking increases this risk. A one-year post-market study found 0.18% (18 out of 10,000) of wearers developed a
severe corneal infection, with 0.04% (4 out of 10,000) of wearers experiencing a permanent reduction in vision by two or more rows of letters on an eye chart. Relevant Precautions: Not everyone can
wear for 30 nights. Approximately 80% of wearers can wear the lenses for extended wear. About two-thirds of wearers achieve the full 30 nights continuous wear. Side Effects: In clinical trials,
approximately 3-5% of wearers experience at least one episode of infiltrative keratitis, a localized inflammation of the cornea which may be accompanied by mild to severe pain and may require the use
of antibiotic eye drops for up to one week. Other less serious side effects were conjunctivitis, lid irritation or lens discomfort including dryness, mild burning or stinging. Contraindications: Contact lenses
should not be worn if you have: eye infection or inflammation (redness and/or swelling); eye disease, injury or dryness that interferes with contact lens wear; systemic disease that may be affected by or
impact lens wear; certain allergic conditions or using certain medications (ex. some eye medications). Additional Information: Lenses should be replaced every month. If removed before then, lenses
should be cleaned and disinfected before wearing again. Always follow the eye care professional’s recommended lens wear, care and replacement schedule. Consult package
. insert for complete information, available without charge by calling (800) 241-5999 or go to myalcon.com.
Alcon References: 1. Alcon data on file, 2011. 2. Eiden SB, Davis R, Bergenske P. Prospective study of lotrafilcon B lenses comparing 2 week versus 4 weeks of wear for objective and
subjective measures of health, comfort and vision. Eye & Contact Lens. 2013; 39(4):290-294.

a Novartis company See product instructions for complete wear, care, and safety information.  © 2014 Novartis 1/14 AOA14005JAD


https://www.myalcon.com/
http://www.alcon.com/
http://www.myalcon.com/

OptometryTimes.com | MARCH 2014

CHIEF OPTOMETRIC EDITOR
Ernest L. Bowling, OD, MS, FAAO

Jeffrey Anshel, OD, FAAO
Ocular Nutrition Society
Encinitas, CA

Sherry J. Bass, OD, FAAO
SUNY College of Optometry
New York, NY

Justin Bazan, OD
Park Slope Eye
Brooklyn, NY

Marc R. Bloomenstein, OD, FAAO
Schwartz Laser Eye Center
Scottsdale, AZ

Crystal Brimer, OD
Crystal Vision Services
Wilmington, NC

Mile Brujic, OD

Bowling Green, OH
Benjamin P. Casella, OD

Casella Eye Center
Augusta, GA

Michael A. Chaglasian, OD
lllinois Eye Institute
Chicago, IL

A. Paul Chous, OD, MA
Chous Eye Care Associates
Tacoma, WA

Douglas K. Devries, OD
Eye Care Associates of Nevada
Sparks, NV

Steven Ferucci, OD, FAAO

Sepulveda VA Ambulatory Care Center and

Nursing Home
Sepulveda, CA

Murray Fingeret, OD

VA New York Harbor Health Care System

Brooklyn, NY

Ben Gaddie, OD, FAAO
Gaddie Eye Centers
Louisville, KY

David I. Geffen, OD, FAAO
Gordon Weiss Schanzlin Vision Institute
San Diego, CA

- Editorial Advisory Board

Jeffry D. Gerson, OD, FAAO
WestGlen Eyecare
Shawnee, KS

Milton M. Hom, OD, FAAO
Azusa, CA

Renee Jacobs, OD, MA
Practice Management Depot
Vancouver, BC

Alan G. Kabat, OD, FAAO
Southern College of Optometry
Memphis, TN

David L. Kading, OD, FAAO
Specialty Eyecare Group
Kirkland, WA

Danica J. Marrelli, OD, FAAO
University of Houston College of Optometry
Houston, TX

John J. McSoley, OD
University of Miami Medical Group
Miami, FL

Ron Melton, OD, FAAO
Educators in Primary Eye Care LLC
Charlotte, NC

Pamela J. Miller, OD, FAAO, JD
Highland, CA

Patricia A. Modica, OD, FAAO
SUNY College of Optometry
New York, NY

Laurie L. Pierce, LDO, ABOM
Hillsborough Community College
Tampa, FL

Stuart Richer, OD, PhD, FAAO
Dept of Veterans Affairs Medical Center
North Chicago, IL

John L. Schachet, OD
Eyecare Consultants Vision Source
Englewood, CO

Jack L. Schaeffer, OD
Schaeffer Eye Center
Birmingham, AL

Leo P. Semes, OD

University of Alabama at Birmingham
School of Optometry

Birmingham, AL

ASSOCIATE OPTOMETRIC EDITOR
Katherine M. Mastrota, MS, OD, FAAO

Peter Shaw-McMinn, OD

Southern California College of Optometry
Sun City Vision Center

Sun City, CA

Diana L. Shechtman, OD, FAAO
Nova Southeastern University
Fort Lauderdale, FL

Joseph P. Shovlin, OD, FAAO, DPNAP
Northeastern Eye Institute
Scranton, PA

Kirk Smick, OD
Clayton Eye Centers
Morrow, GA

Laurie L. Sorrenson, OD
Lakeline Vision Source
Austin, TX

Joseph Sowka, OD, FAAO
Nova Southeastern University College of Optometry
Fort Lauderdale, FL

Loretta B. Szczotka-Flynn, OD, MS, FAAO
University Hospitals Case Medical Center
Cleveland, OH

Marc B. Taub, OD, MS, FAAO, FCOVD
Southern College of Optometry
Memphis, TN

Tammy Pifer Than, OD, MS, FAAO
University of Alabama at Birmingham
School of Optometry

Birmingham, AL

J. James Thimons, OD, FAAO
Ophthalmic Consultants of Fairfield
Fairfield, CT

William D. Townsend, OD, FAAO
Advanced Eye Care
Canyon, TX

William J. Tullo, OD, FAAO
TLC Laser Eye Centers/
Princeton Optometric Physicians
Princeton, NJ

Walter 0. Whitley, OD, MBA, FAAO
Virginia Eye Consultants
Norfolk, VA

Kathy C. Yang-Williams, OD, FAAO
Roosevelt Vision Source PLLC
Seattle, WA

How to Contact Optometry Times

Editorial Subscription Services Advertising

24950 Country Club Blvd,, Suite 200, North Olmsted, OH 44070  Toll-Free: 888/527-7008 or 218/740-6477
440/243-8100 or 800/225-4569 * FAX: 440/756-5227 FAX:218/740-6417

Production

485 Route 1 South, Building F, Suite 210, Iselin, NJ 08830-3009 131 W. First St,, Duluth, MN 55802-2065
732/596-0276 = FAX: 732/596-0003

800/346-0085 * FAX: 218/740-7223, 218/740-6576

OPTOMETRY TIMES (Print ISSN: 0890-7080, Digital ISSN: 2328-3904) is published monthly (12 issues) by Advanstar Communications Inc., 131 W. First Street, Duluth, MN 55802-2065. Subscription rates: $49 for one year in the United States & Possessions;
$59 for one year in Canada and Mexico, and $89 for one year for all other countries. Periodicals Postage paid at Duluth MN 55806 and additional mailing offices. POSTMASTER: Please send address changes to OPTOMETRY TIMES, P.0. Box 6089, Duluth,
MN 55806-6089. Canadian G.S.T. number: R-124213133RT001, PUBLICATIONS MAIL AGREEMENT NO. 40612608, Return Undeliverable Canadian Addresses to: IMEX Global Solutions, P. O. Box 25542, London, ON N6C 6B2, CANADA. Printed in the U.S.A.

©2014 Advanstar Communications Inc. All rights reserved. No part of this publication may be reproduced or transmitted in any form or by any means, electronic or mechanical including by photocopy, recording, or information storage and retrieval
without permission in writing from the publisher. Authorization to photocopy items for internal/educational or personal use, or the internal/educational or personal use of specific clients is granted by Advanstar Communications Inc. for libraries and
other users registered with the Copyright Clearance Center, 222 Rosewood Dr. Danvers, MA 01923, 978-750-8400 fax 978-646-8700 or visit http://www.copyright.com online. For uses beyond those listed above, please direct your written request to

Permission Dept. fax 440-756-5255 or email: mcannon@advanstar.com.


http://www.copyright.com/
http://optometrytimes.modernmedicine.com/
mailto:mcannon@advanstar.com

Optometry Times Masthead

VISION vmﬁaa
Official publication sponsor of EXPO EXPO

Optometry Times Mission Statement

Optometry Times is an optometry-driven publication that disseminates news and information of a clinical,

socioeconomic, and political nature in a timely and accurate manner for members of the optometric community.

In partnership with our readers, we will achieve mutual success by:

® Being a forum for optometrists to communicate their ~ ® Addressing political and socioeconomic issues
clinical knowledge, insights, and discoveries. that may either assist or hinder the optometric
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optometrists to enhance and expand their practices. their potential outcomes to our readers.
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ASCRS

Continued from page 1

on the right path,” he says.

The ASCRS board will continue to revisit
the idea of opening attendance to all optom-
etrists. Any decision to change attendance
criteria will be based on the outcome of this
year’s meeting.

“The opportunity is there to expand it, es-
pecially if there is the desire on the part of
the optometrists,” says Dr. Lane. “There con-
tinues to be positive feedback. We’re ahead
of last year in terms of optometrist preregis-
tration already. People speak with their feet.
If there is an increase in the number of op-
tometrists who attend, that’s a vote of confi-
dence on the part of optometry to ASCRS that
they like coming to the meeting, they would
like to expand it to their brethren who don’t

fit into these categories. If the numbers de-
crease, then it doesn’t make a lot of sense to
expand who we would allow to come. The
numbers speak to the success of what we’re
trying to do. It’s a vote of confidence that the
board of ASCRS would like to see before we
go about expanding on it.”

Last year’s symposium focused on the busi-
ness of optometry and ophthalmology, clini-
cal cases, and new technology. This year’s
symposium will highlight:

= Advanced technology (AT) IOLs, including

management of patients with AT IOLs,
how to choose good AT IOL candidates,
and complications with AT IOLs

= Business, including how to compensate

optometrists and the roles of optometrists
in integrated models

= Clinical cases panel, back again due to

popularity of last year’s discussion.ODT

Demodex

Continued from page 1

and a tipping point. “The evidence has to ac-
cumulate, and it has from 2005 until about
a year ago,” he says. “Key opinion leaders
begin to take the first move to see if they
agree with the findings in the literature. Dr.
Milton Hom has significantly contributed to
the field by saying he’s seen enough evidence,
has his own personal experience, and is now
willing to share with others. That has cre-
ated the viral effect.” Dr. Tseng serves as
research director of Ocular Surface Founda-
tion, director of research and development
of TissueTech, Inc., medical director of Bio-
Tissue, Inc., and director of research and
development of Bio-Lipid, Inc.

Optometry Times Editorial Advisory Board
member Joseph P. Shovlin, OD, FAAO, ex-
presses surprise at what he calls “mass hys-
teria” because some practitioners have de-
scribed Demodex as a niche phenomenon.
“When something is being discussed, mass
hysteria occurs when people may not have
been aware of what has transpired in the
past,” he says. “People have been discussing
Demodex for the past century, this is nothing
new. What is new is making the connection
that this parasite has the ability to be a proxy
for bacteria. Most people are missing that.”

Phoenix, AZ, OD Art Epstein says there are
two reasons why this clinical presentation be-
came a hot topic so quickly. “First, there is
commercial support for it,” he says. “There are
products that specifically target Demodex, es-
pecially with smaller companies which aren’t
dealing with regulatory burdens. Second, ev-

eryone is looking for the next big thing. Com-
munication these days is much faster than it’s
ever been, it’s almost viral. Something that is
seen in California is a hot topic in New York
almost instantaneously. A fevered frenzy about
an infrequent pathogen tends to distract from
the real issues that actually cause problems.
It’s like many other things. Why do we see
hula hoops become a craze in the ‘60s? Why
do people become interested in chewing gum?
Yo-yos were a craze. People tend to do what
other people do.”

Today’s technology has played a major role
in allowing Demodex to move to the forefront,
according to Optometry Times Editorial Advi-
sory Board member Milton M. Hom, OD, FAAO.
Practitioners have smartphones to take video of
the mites and text and e-mail colleagues. More
affordable LED microscopes allow more practi-
tioners to use such equipment. So knowledge
of the mite may have been around for a long
time, but the technology to study it has not.

“Call it mass hysteria, the next big thing,
whatever you want,” says Dr. Hom. “The truth
is, the more awareness we have, the better we
are able to diagnose, treat and serve. After
all, isn’t all about the patient?”

So is Demodex the next big thing? Says San
Antonio, TX, OD Mario Gutierrez: “It’s not the
next big thing. It’s a thing. It went viral because
some heavy hitters in optometry took the ball
and ran with it. Demodex infestation needs to
be treated. All blepharitis patients deserve to
be treated. Infested patients need to be treated
in a different way. It’s a cool thing. We can re-
ally help our patients who have this condition.
I think it’s important, but it’s not glaucoma or
AMD.”ODT

- OpiometryNews >

In Brief

UAB names Kelly K.
Nichols new dean of
optometry school

Birmingham, AL—Kelly K. Nichols, OD, MPH,
PhD, FAAO, has been named dean of the
University of Alabama at Birmingham School
of Optometry. Dr. Nichols will assume her
new role June 25.

“It is an honor and a privilege to be se-
lected as dean of the UAB School of Optom-
etry,” Dr. Nichols said. “I look forward to
working together with Provost Lucas and
the talented and dedicated faculty to con-
tinue the tradition of clinical and research
excellence.”

Dr. Nichols comes to UAB from the Uni-
versity of Houston (UH), where she served
as a professor since 2011. While at UH,
Dr. Nichols co-founded and served as the
executive director for The Ocular Surface
Institute, a translational research institute
focused on bench-to-bedside research on
ocular surface conditions. Prior to joining
the faculty at UH, Nichols was a faculty
member at The Ohio State University Col-
lege of Optometry from 2000-2011.

Dr. Nichols received her Doctor of Op-
tometry degree from the University of Cali-
fornia at Berkeley, completed a residency in
ocular disease at a tertiary referral medical
center in Colorado, and earned her MPH
in biostatistics and PhD in vision science
at The Ohio State University.

Dr. Nichols has been involved in profes-
sional organizations including the American
Optometric Association and the American
Academy of Optometry. She serves as a
medical adviser to the Sjogren’s Syndrome
Foundation and is an executive board mem-
ber for the Tear Film and Ocular Surface
Society and a founding member of Ocu-
lar Surface Society of Optometry. She has
served as grant reviewer for the National
Institutes of Health and the Veterans As-
sociation, and is on the editorial boards of
the journals Optometry and Vision Science
and The Ocular Surface.

Dr. Nichols’s research interests include dry
eye, meibomian gland dysfunction, blepha-
ritis, inflammation, impact of menopause
on dry eye, dry eye diagnostics and thera-
peutics, tear proteomics and lipidomics,
and quality of life. Her research funding
has been primarily through the National
Eye Institute of the NIH, in addition to a
variety of industry partners.ODT
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_ ° Opinion ———
Google Glass: The next frontier?

Ernest L. Bowling, OD,
FAAO,
| Chief Optometric Editor

I readily admit I am from another time, be-
fore cell phones and laptops. But not video
games. [ wore Pong out back in the day. Still,
I think I have adapted reasonably well as an
old curmudgeon to the available technology.
We have been using iPad EMRs in the office
for over a year now, and the person who still
has the hardest time with the system is me!

Having recently purchased a MacBook Pro
to go along with my iPhone and iPad, I feel
my conversion to the dark side is complete.
I am nowhere near as tech savvy as my chil-
dren, who were practically raised with the
devices, glide easily across the various plat-
forms, and make use of all forms of social
media. Patients these days are also quite com-
fortable integrating these technologies into
their daily lives. Now comes along a new
device that has the potential to impact my
practice yet again.

Google Glass has been in testing since April
2013.! I'm sure we’ve all heard of the frame-

mounted computer display and probably
thought it was a neat device and dismissed
it as yet another tech toy. The recent agree-
ment between Google Glass and VSP to offer
subsidized frames and prescription lenses?
will open up the technology to a whole new
consumer base. The question [—and I'm will-
ing to bet a lot of my colleagues—am asking
is, “Will this agreement drive VSP patients
to my office seeking Google Glass, or is it
strictly a niche market for the techno geeks?”

I'm not willing to dismiss this technology
as for only a select few. Partnering with VSP,
the nation’s largest optical health insurance
provider, is one reason. Another is there are
products similar to Google Glass coming down
the pipeline. Smartspecks?® by LaForge Op-
tical, Jet* by Recon, and GlassUp® are just a
few of the products under development that
merge eye wear and computer applications.
While all these products leave something
to be desired, whether it be fashion or func-
tionality, remember these are only the initial
products which will surely undergo multiple
revisions. In years to come, frame-mounted
computer displays may be just as invaluable
to our patients as their smart phones. Much
as our profession has changed over time to
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better serve our patients, it seems spectacles
are similarly undergoing a metamorphosis
to serve more than one function. The ques-
tion becomes, “Do we want to be in front of
the curve or behind it2”0ODT
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Transitioning into the retail arena

Gretchyn M. Bailey, NCLC,
| FAAO,

| Editor in Chief, Content Channel
Director

Except for a 6-month stint at an optical more
than 20 years ago, I haven’t spent much time
in that part of the industry. It’s time I did. Plus,
we’re going to step up coverage in our pages
and online presence as well. I hope you’ve
already noticed the new look of our InDis-
pensable news and product section.

With this in mind, I was pleased to attend
Transitions Optical’s Transitions Academy a
few weeks ago. In addition to learning more
about the company’s technology, I was able
to network with optometrists, opticians, and
ancillary staff who were more knowledgeable
than me. I had some great conversations, and
I’'m already working with some of these in-
formed folks to bring you great content.

Courses specific to optometrists at Transi-
tions Academy included increasing second-
pair sales, doctor-driven dispensing, and the
healthy aging eye. Two of the three sessions
were presented by a doctor and optician team.
I got more out of these sessions, which were
more compelling, and I enjoyed seeing discus-
sion from both perspectives. It got me thinking
on how Optometry Times can better present
information to you.

As I ponder and plan our upcoming retail
and dispensing content, I want to hear from
you. Do you want to hear how Dr. Smith in-
creases second pairs in her practice, for ex-
ample? Would the science behind why coat-
ings or lenses work in certain populations
interest you? Something else?

As always, we want to bring you infor-
mation that helps you better your practice
and patient care. Drop me a line about what
content you’d like to see: gbailey@advan-
star.com.0ODT

MY FAVORITE APP

Hotel Tonight

I like Hotel Tonight for
locating a place to stay.
The app allows you to
access special deals that
become available after
12 noon on the day you

are interested in staying

at that hotel. It is useful

for last-minute deals;

it's not for those who

need to have a reservation well in advance,

such as for meetings where space is limited.
If you are flexible and want to save money,

this can be a useful app.
—Sherry Bass, OD, FAAO
New York City
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INDICATION AND USAGE
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BEPREVE® (bepotastine besilate ophthalmic solution) 1.5%

HIGHLIGHTS OF PRESCRIBING INFORMATION
These highlights do not include all the information
needed to use BEPREVE® (bepotastine besilate
ophthalmic solution) 1.5% safely and effectively.
See full prescribing information for BEPREVE®.

BEPREVE® (bep ine besil hthalmi
solution) 1.5%
Initial U.S. Approval: 2009

BEPREVE® is a histamine H1 receptor antagonist
indicated for the treatment of itching associated
with allergic conjunctivitis. (1)

Instill one drop into the affected eye(s) twice a day
(BID). (2)

Hypersensitivity to any component of this product. (4)

* To minimize the risk of contamination, do not
touch dropper tip to any surface. Keep bottle
tightly closed when not in use. (5.1)

* BEPREVE should not be used to treat contact
lens-related irritation. (5.2)

* Remove contact lenses prior to instillation of
BEPREVE. (5.2)

The most common adverse reaction occurring in
approximately 25% of patients was a mild taste
following instillation. Other adverse reactions
which occurred in 2-5% of subjects were eye
irritation, headache, and nasopharyngitis. (6)

To report SUSPECTED ADVERSE REACTIONS,
contact Bausch & Lomb Incorporated. at 1-800-323-
0000, or FDA at 1-800-FDA-1088 or www.fda.gov/
medwatch.

See 17 for PATIENT COUNSELING INFORMATION
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women. Because animal reproduction studies are
not always predictive of human response,
BEPREVE® (bepotastine besilate ophthalmic
solution) 1.5% should be used during pregnancy
only if the potential benefit justifies the potential
risk to the fetus.

8.3 Nursing Mothers

Following a single 3 mg/kg oral dose of radiolabeled
bepotastine besilate to nursing rats 11 days after
delivery, the maximum concentration of radioactivity
in milk was 0.40 mcg-eq/mL 1 hour after
administration; at 48 hours after administration the
concentration was below detection limits. The milk
concentration was higher than the maternal blood
plasma concentration at each time of measurement.

It is not known if bepotastine besilate is excreted
in human milk. Caution should be exercised when
BEPREVE (bepotastine besilate ophthalmic
solution) 1.5% is administered to a nursing woman.

8.4 Pediatric Use
Safety and efficacy of BEPREVE (bepotastine
besilate ophthalmic solution) 1.5% have not been
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FULL PRESCRIBING INFORMATION

1 INDICATIONS AND USAGE

BEPREVE® (bepotastine besilate ophthalmic
solution) 1.5% is a histamine H, receptor antagonist
indicated for the treatment of itching associated
with signs and symptoms of allergic conjunctivitis.

2 DOSAGE AND ADMINISTRATION
Instill one drop of BEPREVE into the affected
eye(s) twice a day (BID).

3 DOSAGE FORMS AND STRENGTHS
Topical ophthalmic solution containing
bepotastine besilate 1.5%.

4 CONTRAINDICATIONS

Bepreve is contraindicated in patients with a
history of hypersensitivity reactions to bepotastine
or any of the other ingredients [see Adverse
Reactions (6.2)].

5 WARNINGS AND PRECAUTIONS

51 C i of Tip and Soluti

To minimize contaminating the dropper tip and
solution, care should be taken not to touch the
eyelids or surrounding areas with the dropper tip
of the bottle. Keep bottle tightly closed when not
in use.

5.2 Contact Lens Use

Patients should be advised not to wear a contact
lens if their eye is red. BEPREVE should not be
used to treat contact lens-related irritation.

BEPREVE should not be instilled while wearing
contact lenses. Remove contact lenses prior to
instillation of BEPREVE. The preservative in
BEPREVE, benzalkonium chloride, may be
absorbed by soft contact lenses. Lenses may be
reinserted after 10 minutes following
administration of BEPREVE.

5.3 Topical Ophthalmic Use Only
BEPREVE is for topical ophthalmic use only.

6 ADVERSE REACTIONS

6.1 Clinical Trials Experience

Because clinical trials are conducted under
widely varying conditions, adverse reaction rates
observed in the clinical trials of a drug cannot be
directly compared to rates in the clinical trials of
another drug and may not reflect the rates
observed in clinical practice.

The most common reported adverse reaction
occurring in approximately 25% of subjects was a
mild taste following instillation. Other adverse
reactions occurring in 2-5% of subjects were eye
irritation, headache, and nasopharyngitis.

6.2 Post Marketing Experience

Hypersensitivity reactions have been reported
rarely during the post-marketing use of BEPREVE.
Because these reactions are reported voluntarily
from a population of unknown size, it is not
always possible to reliably estimate their
frequency or establish a casual relationship to
drug exposure. The hypersensitivity reactions
include itching, body rash, and swelling of lips,
tongue and/or throat.

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

Pregnancy Category C: Teratogenicity studies
have been performed in animals. Bepotastine
besilate was not found to be teratogenic in rats
during organogenesis and fetal development at
oral doses up to 200 mg/kg/day (representing a
systemic concentration approximately 3,300 times
that anticipated for topical ocular use in humans),
but did show some potential for causing skeletal
abnormalities at 1,000 mg/kg/day. There were no
teratogenic effects seen in rabbits at oral doses
up to 500 mg/kg/day given during organogenesis
and fetal development (>13,000 times the dose in
humans on a mg/kg basis). Evidence of infertility
was seen in rats given oral bepotastine besilate
1,000 mg/kg/day; however, no evidence of
infertility was observed in rats given 200 mg/kg/
day (approximately 3,300 times the topical ocular
use in humans). The concentration of radio-
labeled bepotastine besilate was similar in fetal
liver and maternal blood plasma following a single
3 mg/kg oral dose. The concentration in other
fetal tissues was one-third to one-tenth the
concentration in maternal blood plasma.

An increase in stillborns and decreased growth
and development were observed in pups born
from rats given oral doses of 1,000 mg/kg/day
during perinatal and lactation periods. There
were no observed effects in rats treated with
100 mg/kg/day.

There are no adequate and well-controlled
studies of bepotastine besilate in pregnant

blished in pediatric patients under 2 years of
age. Efficacy in pediatric patients under 10 years
of age was extrapolated from clinical trials
conducted in pediatric patients greater than 10
years of age and from adults.

85 Geriatric Use
No overall difference in safety or effectiveness has
been observed between elderly and younger patients.

11 DESCRIPTION

BEPREVE (bepotastine besilate ophthalmic
solution) 1.5% is a sterile, topically administered
drug for ophthalmic use. Each mL of BEPREVE
contains 15 mg bepotastine besilate.

Bepotastine besilate is designated chemically as
(+) -4-[[(S)-p-chloro-alpha -2-pyridylbenzyl]oxy]-1-
piperidine butyric acid monobenzenesulfonate.
The chemical structure for bepotastine besilate is:

Bepotastine besilate is a white or pale yellowish

crystalline powder. The molecular weight of

bepotastine besilate is 547.06 daltons. BEPREVE®

ophthalmic solution is supplied as a sterile,

aqueous 1.5% solution, with a pH of 6.8.

The osmolality of BEPREVE (bepotastine besilate

ophthalmic solution) 1.5% is approximately

290 mOsm/kg.

Each mL of BEPREVE® (bepotastine besilate
hthalmic solution) 1.5% i

Active: Bepotastine besilate 15 mg (equivalent to

10.7 mg bepotastine)

Preservative: benzalkonium chloride 0.005%

Inactives: monobasic sodium phosphate

dihydrate, sodium chloride, sodium hydroxide to

adjust pH, and water for injection, USP.

12 CLINICAL PHARMACOLOGY

121 Mechanism of Action

Bepotastine is a topically active, direct H -
receptor antagonist and an inhibitor of the release
of histamine from mast cells.

12.3 Pharmacokinetics

Absorption: The extent of systemic exposure to
bepotastine following topical ophthalmic
administration of bepotastine besilate 1% and 1.5%
ophthalmic solutions was evaluated in 12 healthy
adults. Following one drop of 1% or 1.5% bepotastine
besilate ophthalmic solution to both eyes four times
daily (QID) for seven days, bepotastine plasma
concentrations peaked at approximately one to two
hours post-instillation. Maximum plasma
concentration for the 1% and 1.5% strengths were
5.1 £ 25 ng/mL and 7.3 + 1.9 ng/mL, respectively.
Plasma concentration at 24 hours post-instillation
were below the quantifiable limit (2 ng/mL) in 11/12
subjects in the two dose groups.

Distribution: The extent of protein binding of
bepotastine is approximately 55% and
independent of bepotastine concentration.

Metabolism: /n vitro metabolism studies with human
liver microsomes demonstrated that bepotastine is
minimally metabolized by CYP450 isozymes.

In vitro studies demonstrated that bepotastine
besilate does not inhibit the metabolism of various

cytochrome P450 substrate via inhibition of
CYP3A4, CYP2C9, and CYP2C19. The effect of
bepotastine besilate on the metabolism of
substrates of CYP1A2, CYP2C8, CYP2D6 was not
studied. Bepotastine besilate has a low potential
for drug interaction via inhibition of CYP3A4,
CYP2C9, and CYP2C19.

Excretion: The main route of elimination of
bepotastine besilate is urinary excretion (with
approximately 75-90% excreted unchanged in urine).

13 NONCLINICAL TOXICOLOGY

13.1 Carcinogenesis, Mutagenesis and
Impairment of Fertility

Long-term dietary studies in mice and rats were
conducted to evaluate the carcinogenic potential
of bepotastine besilate. Bepotastine besilate did
not significantly induce neoplasms in mice
receiving a nominal dose of up to 200 mg/kg/day
for 21 months or rats receiving a nominal dose of
up to 97 mg/kg/day for 24 months. These dose
levels represent systemic exposures
approximating 350 and 200 times that achieved
with human topical ocular use. The no observable
adverse effect levels for bepotastine besilate
based on nominal dose levels in carcinogenicity
tests were 18.7 to 19.9 mg/kg/day in mice and 9.6
to 9.8 mg/kg/day in rats (representing exposure
margins of approximately 60 and 20 times the
systemic exposure anticipated for topical ocular
use in humans).

There was no evidence of genotoxicity in the
Ames test, in CHO cells (chromosome aberrations),
in mouse hepatocytes (unscheduled DNA
synthesis), or in the mouse micronucleus test.

When oral bepotastine was administered to male
and female rats at doses up to 1,000 mg/kg/day,
there was a slight reduction in fertility index and
surviving fetuses. Infertility was not seen in rats
given 200 mg/kg/day oral bepotastine besilate
(approximately 3,300 times the systemic
concentration anticipated for topical ocular use
in humans).

14 CLINICAL STUDIES

Clinical efficacy was evaluated in 2 conjunctival
allergen challenge (CAC) studies (237 patients).
BEPREVE (bepotastine besilate ophthalmic
solution) 1.5% was more effective than its vehicle
for relieving ocular itching induced by an ocular
allergen challenge, both at a CAC 15 minutes post-
dosing and a CAC 8 hours post dosing of BEPREVE.

The safety of BEPREVE was evaluated in a
randomized clinical study of 861 subjects over a
period of 6 weeks.

16 HOW SUPPLIED/STORAGE AND HANDLING
BEPREVE® (bepotastine besilate ophthalmic
solution) 1.5% is supplied in a white low density
polyethylene plastic squeeze bottle with a white
controlled dropper tip and a white polypropylene
cap in the following size:

5 mL (NDC 24208-629-02)

10 mL (NDC 24208-629-01)

STORAGE
Store at 15° — 25°C (59° — 77°F).

17 PATIENT COUNSELING INFORMATION
17.1 Topical Ophthalmic Use Only
For topical ophthalmic administration only.

17.2 Sterility of Dropper Tip
Patients should be advised to not touch dropper tip
to any surface, as this may contaminate the contents.

17.3 Concomitant Use of Contact Lenses

Patients should be advised not to wear a contact
lens if their eye is red. Patients should be advised
that BEPREVE should not be used to treat contact
lens-related irritation.

Patients should also be advised to remove
contact lenses prior to instillation of BEPREVE.
The preservative in BEPREVE, benzalkonium
chloride, may be absorbed by soft contact lenses.
Lenses may be reinserted after 10 minutes
following administration of BEPREVE.

Manufactured by: Bausch & Lomb Incorporated
Tampa, FL 33637

Under license from:

Senju Pharmaceutical Co., Ltd.

Osaka, Japan 541-0046

®/TM are trademarks of Bausch & Lomb
Incorporated or its affiliates

© 2012 Bausch & Lomb Incorporated.
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Letters
For the record

As one of the founding trustees of the
newly formed American Association
of Doctors of Optometry (AADO), |
want to thank you for your excellent
piece introducing our efforts, mission,
and goals of helping deal with third-
party payer issues (“New optometric
association launched, October 2013).
Briefly restated, “The mission of

the American Association of Doctors
of Optometry is to improve the quality
of eye care in America by removing
barriers to the delivery of optometric
care and restoring competition among
eye care providers.” We hope to
accomplish much as our membership
continues to grow daily.

| take exception to, however, the
quote in the last sentence by the
American Optometric Association
(AOA). It states: “In a statement, the
AOA said: 'We are aware that some
of the founders of the American
Optometric Society are starting another
organization and soliciting dues-paying
members."

The statement is misleading and
inaccurate. The American Optometric
Society (AOS) was formed to protest
the process of board certification. Firstly,
if the AOA would have bothered to do
a small amount of due diligence, they
would know that nothing in the AADO's
mission or goals has anything to do
with board certification. To create this
nexus as their only comment is simply
misplaced and wrong. |, in fact, was
one of the first group of optometrists
to become board certified by the ABO.
| spoke in favor of board certification
on many social media sites and in
fact was involved in the composition
of the initial test! The AOA knew this,
yet its only comment creates a nexus
between two organizations that serves
no purpose and does not exist. |
would hope the AOA sees fit to offer
an apology to me specifically and the
AADO. All trustees of the AADO are, in

__ Opinion | *

fact, members of the AOA and continue
to support it in its efforts to improve
and defend our profession

Steve Silberberg, OD
Matawan, NJ

Tip of the hat

| have finally joined the 21+ century
and downloaded the Optometry Times
app for my iPad. | love it—makes
reading Optometry Times much

more convenient. | loved reading

Dr. Bowling's Christmas wish list in

the December issue (“My Christmas
wish list, December 2013). | have
very similar wishes. The Primary Care
Section of the American Academy

of Optometry really has some good
momentum going, and we have some
really good Diplomate candidates. Tip
of the hat to you, Ernie, and the rest
of the staff at Optometry Times for
sponsoring our Diplomate Preparatory
course in October. It's truly a pleasure
to work with you and read your fine
publication.

Hal Bohlman, OD, FAAO,
Diplomate (PC)
Mountain Home, TN

Digital devices,
optometry, and
increased nearpoint
stress

| was pleased to see The Vision Council
direct its attention to the problem of
straining to meet the visual demands
of computers, smartphones, and
tablets (“Special Report: The Vision
Council promotes digital eye strain
precaution at CES,” News Flash, January
24,2013). Optometry has a rich
tradition of working with people who
perform near-centered tasks. We have
been concerned with the effects of
nearpoint stress since the late 1920s.
Our vision exams have been geared

to measuring the individual's response
to the demands on accommodation,
convergence, and tracking when
performing reading and writing, as

well as the use of digital devices and

reducing the strain produced.

The use of nearpoint lenses to
reduce the strain mentioned in the
article is something that optometry
pioneered. Other practitioners do not
realize the importance of using lenses
not strictly to achieve the best clarity
at all distances. To reduce the demand
created by nearpoint work is not only
a simple and effective concept, but in
practice it has helped many people,
in various walks of life, to perform at
a much more effective level. Students
from grade school through graduate
school have also benefited from the
use of prescription lenses to reduce
stress.

This is not a new concept in our field.
The colleges of optometry have had
this type of teaching in their curriculum
throughout the 20th century and
continuing today. | applaud The Vision
Council for trying to acquaint more
optometrists with the benefits of near-
centered lenses for the non-presbyope.
In this way, the concepts that are part
of our heritage can continue to help
people. While emphasis has moved
toward detection and treatment of eye
disease, the gem that is optometry's
own is the detection and treatment of
nearpoint stress. Digital devices are just
another form of increased demand on
the visual system. Many practitioners
throughout the United States, Canada,
and the rest of the world have been
educating their patients and providing
eyewear to help counteract such
nearpoint stress.

Barry Tannen, OD, FCOVD
Hamilton Square, NJ

Like something we published?
Hate something we published?
Have a suggestion?

WE WANT
TO HEAR FROM YOU!

Send your comments to
gbailey@advanstar.com.

Letters may be edited for length
or clarity.
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Glaucoma -

N

Maximum medical therapy In glaucoma

Sometimes three's a crowd

One of my glaucoma patients is a 66-year-old Af-
By Benjamin P. Casella, OD, FAAO

Dr. Casella, a 2007 graduate of University of Alabama at
Birmingham School of Optometry, practices in Augusta,
GA , with his father in his grandfather's practice. He is a
member of Allergan’s speakers’ bureau.

rican-American female who got her first glasses
from my grandfather (the original Dr. Casella)
in the early 1950s. I began seeing her in 2008,

)

and I’'m hoping that, any day now, she’ll start

A few months ago, I began to see what
may be a little more progression on her
OCT studies. I'm fairly confident that
we’re in a good place right now as far as
compliance is concerned, and I'm enter-
ing a crossroads with her regarding pos-
sibly adding therapy vs. getting a consult
for a laser procedure, such as selective
laser trabeculoplasty (SLT), vs. getting
a cataract consult. (She is phakic with
20/30 acuities, but she doesn’t want to
have cataract surgery right now.) I don’t
think her lenses are phacomorphic, but
maybe we could achieve a mild IOP drop
with cataract extraction. We discussed
this, but she is pretty adamantly opposed
to cataract surgery and insists she sees
“fine.” I didn’t argue with her.

acting like she believes what I tell her about her prognosis if
she doesn’t use her drops on a regular basis. I have her on a
prostaglandin at bedtime and a beta-blocker combination drop
in the morning and afternoon (in an attempt to avoid beta-
blocker effects during the night). We’ll plug along for up to a
year or so with reportedly good compliance and intraocular
pressures (IOP) at target (which for her is 14-17 mm Hg OU).
I check her pressures at different points in the day to try to
get a feel for her diurnal fluctuation and feel as though she’s
pretty “flat” throughout the day.

Guided Progression Analysis: (GPA™) oD @ | O 0S
Baseline 2 Exam4 Exam 5
V2010 10:18:54 AM 10122012 T50:14 AM TH2R0ITATIZAM
40D0-2274 4000-3274 4000-2274
R2 Sscem0 R2 ss7T0 R Ss58M0
Average Thickness: 58 Average Thickness: 63

More drops vs. SLT consultation
I'm will attempt to confirm this progres-
sion in the next couple of months with
another OCT and visual field study, and,
ifI can confirm the presence of progres-
sion, then, by definition, we’re not at
target pressure any more. So, let’s take
cataract surgery off the table for the mo-
ment and talk about additive therapy vs.
getting a consult for an SLT.

If I confirm progression, then I should
probably do something further. She’s 66
years old, not 166 years old. She has
had breast cancer, but her prognosis is
good and she is otherwise pretty healthy.
This leads me to believe we should plan
on spending another couple of decades
ot or so together. So, should I add a third

Rat o crange: 5.0 16 0.00 PYear drop into the mix knowing that com-
C— pliance has been a factor in the past?
o ﬁ B P T e— I’'m thinking not so much. Studies and

ML AR e A common sense have shown that add-
) Lo A - ! e——— ing medications means more effort and
s cognitive demand on the part of all pa-
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If progression is confirmed, either structurally or functionally (and compliance is good
and IOP is at target), then target 0P should be lowered.

tients (and I'm thinking especially this
patient).' This is why combination drops
are so desirable—they afford the abil-
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| believe we should
plan on spending
another couple
decades or so
together. Should |

add a third drop into
the mix knowing that
compliance has been a
factor in the past? I'm
thinking not so much.

ity of adding another medication with
the luxury of not having to add another
bottle. That’s why it’s typically a good
idea to add one of the components of a
combination drop and then build up to
a combination drop if need be.

Now, this patient and I have a pretty
good rapport, and I believe she listens
to me (at least most of the time). Good
rapport and communication can go a
long way toward improving compliance,’
and I always try to set aside extra time
to talk with this particular patient to
see how things are going. If I can con-
firm progression in the presence of good
compliance, we’ll have a conversation
about adding a third drop vs. getting a
consult for an SLT. However, I've pretty
much made up my mind that I'm going
to push for a consult. I just don’t think
she’s going to be able to stick with 3 bot-
tles worth of drops (I don’t think I could
either). So, if it comes to that, that’s the
direction in which I'm going to take the
conversation.

While we’re talking about additive
therapy and progression, I should say
that if this patient was in her 90s, my
views on progression would take more
of a pragmatic turn. By this, I mean
that a little bit of progression very late
in life will likely not lead to visual im-
pairment. Glaucoma is a progressive
disease by definition, and sometimes a
little progression doesn’t mean failure
on the part of the clinician. However,

Glaucoma

T

in the case of this particular patient, I References
have a valid argument for intervening 1. Khouri AS, Realini T, Fechtner RD. Use
further if things go south—likely low- of fixed-dose combination drugs for the

. treatment of glaucoma. Drugs Aging.
ering her target pressure to 12-14 mm 2007;24(12):1007-16.

Hg OU, as well. I want to intervene in 2. Nordmann J, Badouin C, Renard JP, et al.
as effective a way as possible, and, in Identification of noncompliant glaucoma
many cases, effectiveness, simplicity, patients using Bayesian networks and

the Eye-Drop Satisfaction Questionnaire.

and convenience go hand in hand.ODT
& Clin Ophthalmol. 2010 Dec 8;4:1489-96.
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Preventing lens dropout with
presbyopic patients

Multifocal lenses worth the time, effort to keep patients in lenses for life

We are all seeing an increasing number of presbyopes in our

practices, as the baby boomer population bubble enters that

stage of life where wisdom causes the loss of focus. There are

many challenges we as doctors need to address within this

population, including contact lens wear.

Traditionally, we have blamed dis-
comfort for contact lens dropout, but
we know that the level of dropout in-
creases as people become presbyopic.!
Patients think it is too much hassle to
continue lens wear as the need for near
correction increases. They become in-
creasingly irritated with their inability
to see at near.

AsIlecture around the country, [ am
amazed at the number of doctors who
tell me they don’t use multifocal con-
tact lenses. They tell me fitting them
is too time consuming, and the lenses
don’t work that well. They say they
can’t charge enough for the extra time
and effort it takes. They use monovi-
sion but often tell the patient that even
this is not a good way to go. Often they
would rather just prescribe multifocal
glasses because it takes less time, and
they make more profit. However, as I
wrote in my last piece, the value of a
contact lens patient far surpasses that
of an eyeglasses patient.

Increasing options for
presbyopes

Manufacturers are rapidly developing
new lenses for this growing market. New
designs will help our presbyopic patients
stay in their lenses for life, including
styles from Alcon, Bauch + Lomb, and
Sauflon. Several new lenses will debut
in 2014, including new one-day multi-
focals. This is a very exciting develop-
ment, as I find that many of my patients
would like to have the convenience of a
daily lens, especially if they are wear-
ing single-vision daily disposables. This
also is a great way to introduce part-
time lens wear to presbyopes who would

By David I. Geffen,
0OD, FAAO

Dr. David Geffen is a director
of optometric and refractive
services in San Diego, CA.

o

enjoy wearing lenses for social occa-
sions. New multifocal gas permeable de-
signs also provide excellent optics. And
several of our soft-lens specialty com-
panies are producing excellent custom-
designed soft and soft-toric multifocals.
With this vast array of lenses available,
why are we not fitting more?

Patients’ near demands are growing,
and our presbyopes are not immune from
smartphones, computers, and their wrist
monitors. For patients who are just turn-
ing 40 or so, [ recommend putting a
+0.75 D lenses in front of their correc-
tion and see their response. If they say,
“This is more comfortable,” they may
be prime patients to try a multifocal de-
sign. These are the sweet spot patients.
Using a lower add lens and keeping their
distance vision excellent will give them
the advantage of better and more com-
fortable near vision. This also will start
them in a multifocal, and once adapted
as they age, it will be easier to go with
a strong near lens. In my practice, I al-
most always recommend multifocals
first and go to a monovision fit only if
the patient cannot adapt. It is important
for the practitioner to become familiar
with at least 2 different multifocal de-
signs and learn about the lenses’ power
profiles. This will give the doctor the
confidence to recommend these lenses
to their patients.

We must be confident when talking
to our patient about multifocal contact
lenses, but most importantly, we need to
speak about them in a positive frame. If
you don’t show you believe in the lenses
you recommend, you will set your pa-
tients up for failure. I talk to my patient
about my high success rate and how
happy my patients are in these lenses. I
always smile when I have a new patient
in the chair. Often, I mention multifocal
lenses, and patients have never heard
of them or they tell me their previous
doctor said multifocals didn’t work. The
companies have developed excellent fit-
ting guides for these lenses and, when
using them, you will find your success
rate will soar.

With this vast array
of multifocal lenses
avallable, why are we
not fitting more?

Some doctors say multifocal lenses
are not worth the time and/or money.
Chair time is very valuable, and I have
found that I am typically achieving suc-
cess in 2 visits. But if chair time is be-
coming excessive, it is time to switch
out of multifocals. Patients understand
these lenses are more sophisticated and
expect to pay more. Don’t be afraid to
charge more for the chair time; you have
invested in your education and deserve to
charge appropriately. Fortunately, these
are the patients who have more dispos-
able income and are more willing to
spend on their wellbeing. Giving your
patients the perception of being younger
is a rewarding experience.ODT
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Comanaging with confidence

Mutual respect and cooperation are key for the best patient care

The end game of any comanagement arrangement is provid-

ing patients with the best possible care they can receive. This

seemingly obvious conclusion is sometimes clouded by the

perception that optometry and ophthalmology are not work-

ing in tandem, and patients may be left confused and unsure

about what is the best option for their ophthalmic care.

A true partnership can and should be
established with high-quality surgical
ophthalmologists who share in your vi-
sion and can provide your patients with
the modern state-of-the-art technology.
This necessity for a true comanagement
relationship is no more apparent than
at this very moment, with optometrists
serving as primary-care providers and
ophthalmologists providing surgical care
for the aging population.

Patient education

The process of diagnosing and treating
medical conditions is an ongoing course
and should be instilled in your staff from
the beginning. When patients call the
office to inquire about an appointment,
they should be greeted with questions
regarding the nature of the visit. Pa-
tients are often unaware that optometry
is pivotal in treating first-line ophthal-
mic diseases.

How does this relate to the coman-
agement of your patients when it comes
to surgery? From the first impression,
your patients should know you are more
than just an office that provides contact
lens and glasses prescriptions. Rather,
we are a medical office with a focus on
the health of your eyes and also can
provide you with a contact lens and
glasses prescription. Knowing that you
have your fingers on the pulse of new
medical technology provides your pa-
tients with an educational resource of
ophthalmic treatments.

The key is the education that your
practice can have available to help your
patients with decisions, such as the sur-
gical options a medical diagnosis will
encounter. Who better to guide patients
than the doctor who has been caring for
their vision for years? As optometrists,

we wield a lot of influence over patients,
and their trust in our decisions creates
a long-lasting relationship that should
be nurtured. We are fortunate to be in
a time when there is an abundance of
surgical choices for our patients to pon-
der. No longer is eye care predicated on
just treating the patient to read the Snel-
len chart; rather, it is based on the per-
sonal visual demands of the individual.

For example, look at the doctor-patient
relationship with laser vision correction

ing with another specialist to provide
some of the care and most likely share
in some decisions. The ultimate goal is
to provide your patient with high-qual-
ity vision and an experience that does
not leave doubts about her decisions.
There is no greater time than now
to set up a site visit with the local sur-
geon who you think has superior surgical
outcomes. There are questions that you
need to answer for yourself and those
can be satisfied only if you call on his
or her office. In fact, calling the office
as a potential patient to hear how staff
handles the incoming patient call will
help to elucidate what your patient will
experience. This will also give you an
insight into the customer service that
is provided by the comanaging center.

Comanagement as a partnership
The comanaged relationship should be
viewed as a partnership
in the care of the mutual
patient, and having the

By Marc R. Bloomenstein, OD, FAAO

Dr. Bloomenstein is director of optometric services at
Schwartz Laser Eye Center in Scottsdale, AZ. E-mail
him at mbloomenstein@gmail.com.

same language and in-
formation coming from
both facilities will only
solidify this relation-

ship. As a practitioner

(LVC). There is very little doubt that if
a patient is a good LVC candidate, he
can expect a great result, thanks to the
advancements in wavefront technology,
laser-assisted flap formations, and pre-
operative evaluations. These same ad-
vancements are seen in the care of the
cataract patient, and who knows more
about their patients than primary-care
providers?

The same educational process of any
procedure in your practice should be ex-
tended to the surgical cataract patient.
You need to have a plan to educate the
patient early about the cataract, the sur-
gery, time of post-operative medications,
the specifics of the procedure, and the
options available. You have to feel the
same amount of confidence in this process
as you would fitting your patient with a
contact lens. The only difference in the
cataract scenario is that you are work-

who works on the sur-
gical side, I know who
has invested in the time to educate the
patient on the cataract process vs. those
who wait for the process to take place
in the surgery center. More often than
not, the patient will want to stay in the
facility that has been the most interac-
tive and educational and has demysti-
fied the surgical procedure.

When you set up that initial or on-
going meeting with your local surgeon,
inquire whom the patient will be seeing
when she comes to the clinic. The surgi-
cal coordinator will be the best resource
for what your patients will hear from
that facility; however, do your home-
work. The surgeon’s Web site will pro-
vide details about specific lenses and
surgical platforms. Patient testimonials
may also be featured.

When speaking with the coordina-
tor/surgeon, get a detailed pre-opera-
tive regiment for the clinic. Studies have
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shown that many patients suffer from
undiagnosed dry eye prior to cataract
surgery,”* and because we know that
this can alter the measurements, you
should be prepared to treat the ocular
surface. Some surgeons require patients
take medications, use lid wipes, or alter
drop regiments; knowing this prior to
sending the patient for a surgical evalu-
ation enables seamless comanagement.
Itis also important find out what criteria
is used to decide what specific lens is
offered for each patient. For example, in
my practice, we think any patient with
at least 0.75 D of astigmatism may ben-
efit from a toric lens.

A great comanagement arrangement
is much like parenting. When the mes-
sage is the same from both doctors, pa-
tients have fewer doubts. When you sit
down with the surgeon, it is paramount
that you express your philosophies and,
although they may not be perfectly in
sync with the surgeon’s, they should
be in line.

There should be a plan about how to
handle unexpected surgical sequelae.
What form of communication is going to
get the best results and provide an im-
mediate resolution to the problem with-
out creating undue stress for the patient?

Your office can provide marketing
materials that explain the procedure,
when and if a laser will be used, differ-
ent lenses available, and a biography of
the surgeon. Call the surgery center to
set up your patient’s preoperative evalu-
ation. Using an appointment card with
your name as well as the surgeon’s is
another opportunity to present a coop-
erative approach. If you know when the
surgery is going to take place, establish
the follow-up appointment in your prac-
tice commensurate with the schedule
you have established with the surgical
center. Making a personal connection
with your patient as he goes through the
surgery, such as a call or card sent on
the surgery day, can demonstrate your
high level of care.

Mutual respect and cooperation is the
key to a great comanagement arrange-
ment. The optometrist’s longstanding
relationship with the patient and the
confidence in the surgeon is a winning
combination for all involved. Establishing
your office as a comanagement center
ensures that you are committed to your
patients’ quality of life and an active
participant in the surgical process.ODT

- Co-management E
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Clinical challenges in anterior
segment ocular disease

An opportunity to excel as a primary eyecare provider.

By Ernie Bowling, OD, FAAO
Chief Optometric Editor

nterior segment ocular disease is

one area in which optometrists can

really help their patients in need.

Optometrists can treat anterior seg-
ment disease with topical medications and
oral medications in many states. As primary
eyecare providers, we are uniquely situated
to care for our patients with anterior segment
ocular disease. This is the third in a series
of articles summarizing the Diplomate pre-
paratory course by Primary Care Section of
the American Academy of Optometry.

Dry eye
One common problem that presents to prac-
tically every optometrist’s office is dry eye
(see Figure 1). Several years ago, a distin-
guished group of optometrists and ophthal-
mologists convened to arrive at a common-
ality of dry eye diagnosis and treatment.’
The international task force (ITF) coined
the term “dysfunctional tear syndrome” to
what we refer to as dry eye. This group
actually preceded the Dry Eye Workshop
(DEWS) and, while the term “dysfunctional
tear syndrome” never caught on, many of
the same recommendations were present
in the DEWS report. Its guidelines broke
the condition into 4 levels of severity and
recommended treatment options for each:
= Level I may present with mild to mod-
erate symptoms, and there may be mild
to moderate conjunctival signs, but it
is also possible there may be no signs.
= Level Il patients may show moderate to
severe symptoms, tear film signs, mild
corneal punctate staining, and conjunc-
tival staining.
= Level III symptoms will be severe, in-
cluding marked corneal punctate stain-
ing, central corneal staining, and fila-
mentary keratitis.
= Level IV patients experience extremely
severe symptoms, possibly to the point
of needing to alter their lifestyles. Look
for severe corneal staining, erosions,
and conjunctival scarring in this set
of patients.
The treatment algorithm development of

Figure 1. Dry eye disease.

the ITF panel begins with patient education
of her condition, changes in her environment,
and attention to her systemic medications
as it relates to her dry eye. Preserved arti-
ficial tears and allergy control is the first-
line recommendation from mild or Level I
dysfunctional tear syndrome. Nutritional
supplements, cyclosporine A (Restasis, Al-
lergan), and secretagogues are added at level
IT; oral tetracyclines and punctal occlusion
at Level III; and systemic anti-inflamma-
tories and acetylcysteine (Mucomyst, Bris-
tol-Myers Squibb) at Level IV. While this is
a very regimented protocol, obviously we
cannot treat each patient in such a cook-
book manner. It is incumbent upon each
of us as practitioners to treat every patient
on an individual basis.

Hyperosmolarity has been described in
the Tear Film and Ocular Surface Society
(TFOS) dry eye report as a primary marker
of tear film integrity and the key component
of dry eye disease.? When the quantity or
quality of secreted tears is compromised, in-
creased rates of evaporation lead to a more
concentrated tear film measured as increased

tear osmolarity, which places stress on the
corneal epithelium and conjunctiva. With
filamentary keratitis, consider the use of
acetylcysteine. This mucolytic goes in the
nebulizer to break up phlegm in asthmat-
ics. It makes a nice drop to break up the
filaments in filamentary keratitis when you
mix it one-to-one with artificial tears. This
needs to be prepared by your local com-
pounding pharmacist. The one drawback
is it has a strong odor.

Meibomian gland dysfunction (MGD)
Anterior blepharitis is an inflammatory con-
dition of the outer portion of the eyelids and
is often secondary to infection or associ-
ated with acne rosacea or seborrheic der-
matitis. Posterior blepharitis is an inflam-
mation of the inner portion of the eyelids
and is associated with altered composition
of the meibomian gland secretions.® Signs
and symptoms of posterior blepharitis in-
clude the characteristic plugged meibomian
gland openings and the foamy or soapy tear
film that is pathognomonic for the disease.
The normal meibomian gland secretions
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change in essence from an unsaturated fat
to a saturated fat. The normal monoglyc-
erides and diglycerides are more solid in
meibomian gland dysfunction, which leads
to orifice obstruction and plugging of the
glands. The white cheesy plugs and tooth-
paste-like exudate are degraded triglycer-
ides. The monoglycerides and diglycerides
are pro-inflammatory, which leads to the
inflammation associated with meibomian
gland disease.

We are all familiar with the traditional treat-
ments for blepharitis: the warm compresses,
lid scrubs and topical antibiotic therapies.
Newer therapies include the omega-3 anti-
oxidants and oral tetracycline class drugs,
used more for anti-inflammatory activity than
their antibiotic effect. Traditional treatments
are now augmented by the use of azithro-
mycin 1% topical drop (AzaSite, Akorn),
massaged into the eyelids twice a day for 2
days, then once a day for 28 days.

GPC/VKC
Giant papillary conjunctivitis (GPC) is not
a true allergic reaction, as is the case with
seasonal allergic conjunctivitis (SAC), atopic
keratoconjunctivitis (AKC), and vernal ker-
atoconjunctivitis (VKC). GPC is caused by
the repeated mechanical irritation of the
papillary conjunctiva, and it is aggravated
by concomitant allergy. We’re all familiar
with the clinical presentation of GPC: mild
lid hyperemia, thick mucus buildup, and
uniform flat papillae on the superior tar-
sal plate. Treatment includes removing the
offending cause, topical histamines/mast
cell stabilizers, and topical steroids. The
combination mast cell/antihistamine drops,
while recommended for once-daily dosing,
are quite safe and can be used more often
as needed.

VKCis a chronic inflammation occurring
most frequently during the spring and summer
months, due to a normal seasonal increase in
allergens in the air. It can also be caused by
an allergic reaction to other irritants, such as
chlorine in swimming pools, cigarette
smoke, and ingredients in cosmetics.
It is a disease predominately affecting
young boys, and research has shown
these patients may have a histaminase
deficiency.* The patient complains of
intense itching and tearing and may
complain of a hot feeling in his eyes,
along with photophobia (see Figure 2).
Manage this presentation with an oral
antihistamine, a combination antihista-
mine/mast cell stabilizer several times
a day, and topical steroids. A cold pack
will help relieve swelling and redness
and will make the patient feel better.
If there is a corneal epithelial defect, a
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DEWS guidelines

DEWS guidelines broke dry eye into 4 levels
of severity and recommended treatment op-
tions for each:

Level I may present with mild to moderate
symptoms, and there may be mild to moderate
conjunctival signs, but it is also possible there
may be no signs.

Level Il patients may show moderate to se-
vere symptoms, tear film signs, mild corneal

bandage contact lens can be employed. If a
bandage contact lens is used, cover with a
topical antibiotic. These patients can resolve
within a few weeks of maximum medical
therapy, but they’re looking at a mainte-
nance medication like a combination mast
cell stabilizer/antihistamine drop.

Microbial keratitis

What microbe is commonly found in cor-
neal ulcers (see Figure 3)? The Steroids for
Corneal Ulcers Trial (SCUT) study provides
interesting data. The SCUT study was the
first large, prospective randomized clini-
cal trial assessing the impact of adjunctive
topical corticosteroids in patients with bac-
terial corneal ulcers.® The most commonly
isolated Gram-positive microbe in the SCUT
study was Strep pneumoniae, and the most
common Gram-negative microbe was Pseu-
domonas aeruginosa. Contact lens wear is
a common risk factor for corneal ulcers in
United States, in contrast to agricultural work
being the most common risk factor in India,
where the study was conducted.

What about the use of corticosteroids in
corneal ulcers? We’ve all seen these used,
but is that good medicine? The results of the
SCUT study can guide us. The SCUT study
found no significant difference in 3-month

Figure 2. Vernal conjunctivitis giant papillae.

punctate staining, and conjunctival staining.

Levell Il symptoms will be severe, including
marked corneal punctate staining, central cor-
neal staining, and filamentary keratitis.

Level IV patients experience extremely severe
symptoms, possibly to the point of needing to
alter their lifestyles. Look for severe corneal
staining, erosions, and conjunctival scarring in
this set of patients.

best spectacle corrected visual acuity (BCVA)
between patients receiving topical cortico-
steroid or placebo as adjunctive therapy in
the treatment of bacterial corneal ulcers. The
results of the SCUT study demonstrate no
obvious benefit in using corticosteroids in
the overall study population. An intriguing
finding of the SCUT study was that sub-
group analysis demonstrated a benefit in
3-month BCVA using corticosteroids in cor-
neal ulcers exhibiting the greatest severity at
presentation. Corticosteroid treatment was
associated with the benefit in visual acu-
ity (VA) in the subgroups with the worst VA
and central corneal ulcer location at base-
line. These subgroup analyses suggest that
patients with severe ulcers, those who have
the most to gain in terms of VA, may ben-
efit from the use of corticosteroids as ad-
junctive therapy. Note the irony that these
central ulcers are the ones we are the most
afraid to use steroids on.

Fuch’s dystrophy
Fuch’s dystrophy is an autosomal dominant
inherited disease that affects women greater
than men.® It typically presents in the fifth
to sixth decade of life as multiple central
corneal guttata (excrescences of Descemet’s
membrane) associated with pigment dust-
ing on the endothelium. The condition
spreads from the center toward the pe-
riphery. As the endothelial cells fail,
the remaining cells enlarge to cover
the gap. With the reduced number of
endothelial cells, the endothelial pump
function suffers. This leads to corneal
edema and loss of VA. Vision is typi-
cally worse upon awakening because
of the swelling induced by nighttime
lid closure. In more advanced stages,
the epithelial microcysts later coalesce
forming bullae, which can rupture,
causing foreign body sensation and
pain, as well as exposing the cornea
See Anterior segment on page 18
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Anterior segment

Continued from page 17

to the danger of infectious keratitis.

Treatment for Fuch’s include sodium chlo-
ride 5% eye drops instilled 4 to 6 times dur-
ing the day, especially in the early hours of
the day and less frequently in the evening.
Sodium chloride ointment (Muro 128, Bausch
& Lomb) is used at bedtime. Using a hair-
dryer, kept at arm’s distance, can be used
to blow warm air over the cornea for 5 to 10
minutes upon awakening. Dehydrating the
cornea in this manner may improve the vi-
sion of the patient for some time. Lowering
the intraocular pressure is useful when it is
even mildly elevated. It occasionally helps
even when the pressure is normal, especially
in borderline cases of corneal decompensa-
tion. Topical carbonic anhydrase inhibitors
should be avoided because they hinder the
activity of the endothelial pump.

Failing vision in the presence of epithe-
lial edema and stromal haze, which does
not resolve with treatment, is an indication
for surgery. There are 3 surgical options for
the Fuch’s patient: penetrating keratoplasty
(PK) has long been the standard treatment
a future the field dystrophy. In the last few
years, major advances have made replace-
ment of the endothelial layer possible with-
out disturbing normal anterior structures of
the cornea using endothelial keratoplasty.
Descemet’s stripping endothelial kerato-
plasty (DSEK) involves the transplant of
healthy endothelial layer along with mini-
mal posterior corneal stroma.” Descemet’s
membrane endothelial keratoplasty (DMEK)

Figure 3. Microbial keratitis.

is the transplant of endothelial cells along
with Descemet’s membrane only. Patients
who undergo DSEK regain early and more
superior VA than patients who undergo PK
due to lack of surface sutures. These eyes
are structurally stronger and more resis-
tant to postoperative dramatic injury, and
no suture related graft infection or graft re-
jection occurs.

Figure 4. Floppy eyelid syndrome

Floppy eyelid syndrome
Floppy eyelid syndrome typically develops
in obese patients with extremely lax eyelids,
which evert spontaneously or with mini-
mal manipulation (see Figure 4). Classically,
the eyelids evert and rub on the pillow or
sheets while the patient is asleep, which
is the cause of the papillary conjunctivitis
and exposure keratopathy exhibited when
the patient presents complaining of foreign
body sensation and ocular irritation. Pa-
tients with this floppy eyelid syndrome re-
quire a referral to an internist or pulmonolo-
gist for evaluation of sleep apnea syndrome,
which can be associated with floppy eyelid
syndrome.

Obstructive sleep apnea is
a potentially fatal disorder.
Frequent episodes of sleep
apnea can lead to systemic
and pulmonary hyperten-
sion and ultimately lead to
congestive cardiomyopathy.
Obstructive sleep apnea is
associated with other seri-
ous ocular disorders, such
as keratoconus from rub-
bing the eyes, glaucoma,
ischemic optic neuropathy,
and papilledema second-
ary to increased intracra-
nial pressure.® Floppy eye-
lid syndrome is often un-
recognized, and you can do
your patients a real service
by recognizing this condi-
tion and making the appro-
priate referral.
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Opportunity to excel

Anterior segment ocular disease is one area
in our practice where optometrists can really
excel. Our patients present to our office for
us to care for these conditions regularly, and
proper treatment is a great practice builder
because a healthy, happy patient can gener-
ate tremendous word of mouth and loyalty
for your practice.ODT
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Clinical implications of
corneal hyperfluorescence

Looking beyond fluorescein testing results to assess contact lens and solution biocompatibility

By Marc R. Bloomenstein, OD, FAAO,
and Derek Cunningham, OD, FAAO

tolaryngologists (ENTs) have it easy.

They can instruct their patients not

to stick anything in their ears that

is smaller than their elbows, and
not only is it sound medical advice, but it has
a fairly high rate of compliance. Eyecare pro-
fessionals (ECPs) who fit contact lenses, on
the other hand, have a more difficult hill to
climb because we purposely put materials in
our patients’ eyes, an impossible feat without
biocompatible products.

What is biocompatibility?

Biocompatibility is the degree to which a
synthetic material affects the human body."?
“Degree” is an important qualifier because
a material can have an impact on its in-
tended environment (i.e., reasonable risk of
adverse effects [both local and in the body
as a whole]) and still have a level of bio-
compatibility.? Synthetic materials are used
to improve or restore function lost as a re-
sult of disease, tissue damage, or defective
tissue.’ Contact lenses and accommodative
lenses are 2 examples of synthetic materi-
als that work with the eye to help restore
or improve visual acuity. In eye care, the
goal is for a product to have a tolerable im-

[Take Home Message D

As an eyecare professional, it is important to
understand the biocompatibility of different contact
lenses and solutions. While studies offer important
data on the subject, the data should be reviewed with
a critical eye. Corneal staining tests do not necessarily
indicate a lack of biocompatibility, especially in PHMB-
based multi-purpose solutions, because fluorescein
has been shown to bind so strongly with PHMB
molecules. There are different reasons for corneal
staining, and not all of them are pathological. ECPs

Qhould understand the available research. )

pact on the eye while maintaining an ef-
fective result.

Evaluating biocompatibility

There is no single test for biocompatibility;
a series of tests are required. Regulatory
agencies such as the International Standards
Organization (ISO) and the United States
Food and Drug Administration (FDA) have
established test protocols and minimum re-
quirements that are specific to the duration
and type of exposure (internal vs. exter-
nal) the material will have with the body.*
ISO 10933 is one of the most widely used
guidelines for evaluating biocompatibility.
This protocol includes an extensive battery
of tests for cytotoxicity, genotoxicity, sensi-

tization, irritation, and systemic effects.>*
Once extensive in vitro and in vivo trials are
completed, clinical trials to test the efficacy
and safety of these products are conducted
on humans.*In vitro assays may look at a
number of indicators of biocompatibility,
including:

= Qverall cell health

= Membrane viability

= Apoptosis

= Barrier function,

= Tight junction integrity
= Electrical resistance’

Standard protocols such as ISO 10933 mea-
sure biocompatibility at the cellular and tis-
sue levels and in the body as a whole,° take
into consideration individual materials of a
product as well as the end product, and re-
view the procedures involved in production
(e.g., manufacturing, packaging, storage).” The
levels of clinical markers of cell injury and
inflammation that develop, such as interleu-
kin (IL)-1 and IL-6, and the presence of non-
resident immune cells such as macrophages,
mast cells, and neutrophils, help determine
the biocompatibility level of a product.®** The
higher the number of cell injury and inflam-
matory markers that are produced, the lower
the level of biocompatibility.’*"

Various presentations of corneal staining

Figure 1A: Micropunctate pattern

Figure 1B: Coalesced superficial corneal staining

Figure 1C: Central corneal staining
(Photos courtesy Marc Bloomenstein, OD, FAAO)


http://optometrytimes.modernmedicine.com/

OptometryTimes.com | MARCH 2014

Biocompatibility and contact lens
wear

There are several reasons why both contact
lenses and solutions require a certain level
of biocompatibility. The primary reason is
that these materials come into direct con-
tact with the ocular tissue. These products
may directly and irreparably harm the eye
and the patient’s vision. Lens materials with
poor oxygen permeability can cause hypoxic
symptoms, which contribute to the develop-
ment of edema.”If the disinfection efficacy
of a contact lens solution (multi-purpose so-
lutions [MPS] and hydrogen peroxide) is too
weak, then bacterial colonization may occur
on the lens or lens case, potentially leading
to proliferation once the contaminated lens
is placed on the eye; and if it is too strong,
the solution may cause irritation or the re-
fractive surface may be disrupted. By having
international standards, practitioners and pa-
tients are assured that a product has a par-
ticular level of safety regardless of where it
was manufactured.

While products are thoroughly tested, itis
impossible to say conclusively that the prod-
uct is safe for all patients due to patient vari-
ability and suboptimal levels of compliance
with product use instructions. New prod-
ucts continue to enter the market, and it is
the responsibility of all ECPs to stay current
on how these additions affect treatment op-
tions for patients, both in terms of efficacy
and safety. Medical association meetings are
excellent sources of new study data. Journal
publications, both print and online, are es-
sential conduits of new information. Regard-
less of the medium for dissemination, data
should always be reviewed with a critical
eye because there could be concerns with
the study’s design or conclusions. The de-
bate surrounding corneal staining is a good
example of why this is important.

The Andrasko Grid captures the level of
corneal fluorescence with fluorescein staining
at 2 hours with various MPS and lens com-
binations.’**The degree of fluorescence has
been suggested to be indicative of certain
MPS—most prominently PHMB-based solu-
tions—having adverse effects on the corneal
epithelium. But do the results shown on this
grid reflect a lack of biocompatibility? The
quick answer is “no.” Dillehay and colleagues
questioned whether the data had any clini-
cal relevance due to weaknesses (eg, lack of
statistical testing, small sample size) of the
study design upon which the grid is based.”

We all use fluorescein to measure the in-
tegrity of the corneal epithelium. However,
in contact lens wearers, results should be
interpreted with a great degree of caution.
Because fluorescein has been shown to bind
so strongly with PHMB molecules, it is pos-
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Here are some general guidelines that
we use in our practices for determining
the threat level to patients:

If at the initial observation

of staining, the patient is
exhibiting signs or symptoms
(e.g., redness, edema,
infiltrates) associated with
pathological conditions (e.g.,
inflammation, infection,
trauma), then a more
detailed evaluation should be
conducted that includes the
patient’s medical history and
the pattern/location of the

sible that any transient hyperfluorescence
observed may be the aggregation of these 2
types of molecules at the ocular surface. In
addition, studies have suggested that corneal
staining/hyperfluorescence may be the result
of the ability of fluorescein to enter healthy
cells or nonpathologic processes such as des-
quamation (the shedding or peeling of epi-
thelial cells)."**Corneal staining can present
in different ways (see Figure 1). It can also
have a multitude of etiologies, including so-
lution-induced corneal staining (SICS)* and
preservative-associated transient hyperfluo-
rescence (PATH),* which makes it difficult
to determine if staining is pathological in
nature with fluorescein testing alone.

Nonpathological corneal staining is gen-
erally a condition requiring nothing more
from the ECP than vigilance because most
patients will be asymptomatic. However, if
the patient is symptomatic, then a change
in lens or lens care may be necessary. There
are 6 types of clinically important corneal
staining in contact lens wearers:

= Mechanical
= Exposure

= Metabolic

= Toxic

= Inflammatory
= Infectious®?

How can the ECP determine if the patient
is at risk if fluorescein testing alone is not
specific enough to determine if corneal stain-
ing is pathological? Here are some general
guidelines that we use in our practices for
determining the threat level to patients:

= [f at the initial observation of staining,
the patient is exhibiting signs or symp-

fluorescence. Once a diagnosis
has been made, the patient
should be treated accordingly.
If no signs or symptoms are
observed, and the staining is
Grade 2 or lower according
to the Efron Grading Scale for
Corneal Staining,22 then the
staining is considered not to be
clinically significant.
If no signs or symptoms
are observed, but the staining

O

is greater than Grade 2, then
the staining should be re-
evaluated after more than 2
hours have passed. If at this
later time point the staining
is still present, but at Grade
2 or less, then the staining is
not dlinically significant. If it
remains greater than Grade
2, then the patient needs to
be re-evaluated as described
previously.

toms (e.g., redness, edema, infiltrates)
associated with pathological conditions
(e.g., inflammation, infection, trauma),
then a more detailed evaluation should
be conducted that includes the patient’s
medical history and the pattern/location
of the fluorescence. Once a diagnosis
has been made, the patient should be
treated accordingly.

= If no signs or symptoms are observed,
and the staining is Grade 2 or lower ac-
cording to the Efron Grading Scale for
Corneal Staining,* then the staining is
considered not to be clinically significant.

= If no signs or symptoms are observed,
but the staining is greater than Grade 2,
then the staining should be re-evaluated
after more than 2 hours have passed. If
at this later time point the staining is
still present, but at Grade 2 or less, then
the staining is not clinically significant.
If it remains greater than Grade 2, then
the patient needs to be re-evaluated as
described previously.

ECPs must take the lead
All ophthalmic products approved for medical
use have passed a battery of in vivo and in
vitro standard tests that support their safety.
Does this mean that a particular ophthal-
mic product has the same level of biocom-
patibility in all patients? No, but this is due
to a combination of patient variability and
the inability of all patients to be 100% com-
pliant with product guidelines. That is why
ECPs should choose the product that they
feel will work most effectively and safely
with each patient.

See Hyperfluorescence on page 22
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Hyperfluorescence

Continued from page 21

Corneal staining is a controversial topic;
probably because the only things of which
we can be certain are:

= [t is there

= We do not know what, exactly, it repre-
sents (especially because it can also occur
in non-contact lens-wearing patients)

= Additional research is needed

That is not to say that we know nothing.
We know that there can be several different
causes of corneal staining, and not all are
pathological. Until corneal staining is fully
explained, ECPs need to take the lead in de-
tecting and managing it.

There is no single test for
biocompatibility; a series
of tests are required.

The biocompatibility of
ophthalmic products
reflects our knowledge

of how the eye works

and our ability to create
materials that function in
this sensitive environment.

ECPs need to keep as current as possible as
the ever-expanding literature can educate and
provide clarification, helping them to make
informed decisions regarding treatment rec-
ommendations that reflect the greatest safety
and efficacy benefits possible. As additional
research becomes available, ECPs should take
their clinical experiences into consideration
and should evaluate the merits of the data
on their own and not rely solely upon the
conclusions of the study authors. This is es-
pecially true in cases where there is already
a considerable amount of data in the litera-
ture demonstrating the safety of a product.

The biocompatibility of ophthalmic prod-
ucts reflects our knowledge of how the eye
works and our ability to create materials that
function in this sensitive environment. As
our understanding increases and our diag-

nostic/manufacturing abilities become more
sophisticated, we can expect to see products
with increased safety and improved abilities.
We will never be able to tell our patients not
to put anything in their eye that is smaller
than their elbows, but then why would we
want to when there is so much that we can
do to improve vision and safeguard the health
of our patients’ eyes?ODT
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Simple strategies
for successful frame

board management
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Careful planning is the key to a strong dispensary business

By Lisa Frye, ABOC
t the heart of every optomet-
ric dispensary lies the impor-
tant job of managing the frame
board inventory. This task can
appear to be challenging at times, but
by following some simple strategies, it
will lead to success. As with any in-
vestment, your view should be from
the perspective of keeping a balanced
budget with growth and profit in mind.
Most practices start out with a goal of
how many frames they plan to display
and make an initial investment. After the
initial investment, it becomes relatively
easy to produce reports to track patterns
that will show you exactly what your
needs are in specific areas. A smaller
dispensary may carry only 500 to 600
frames, while others, particularly ifin a
higher income demographic, may need
as many as 1,000 frames in order to
offer a great selection. To determine the
ideal number of frames your dispensary
should carry, you must understand that
setting this number is directly related
to your sales volume and your inven-
tory turn ratio.

Crunching the numbers
Profit for your practice is maximized
when you can turn the inventory quickly.
If you have more frames than you need
in inventory, you have tied up working
capital dollars that could be best served
elsewhere in your practice. The average
practice turns inventory 2 to 3 times a
year, but a goal of at least 4 times would
be more profitable. There is a simple
formula to determine your turn ratio:
take the annual cost of frame goods
sold, divide it by the average monthly
inventory, and you will get the number
of inventory turns or your turn ratio.
Here are some examples to simplify
understanding:
Example 1: Annual frame cost of goods
$50,000/Average monthly frame inven-
tory $30,000=turn ratio of 1.6 turns.
(Not ideal)

Example 2: Annual frame cost of
goods $100,000/ Average monthly
frame inventory $40,000=turn ratio
of 2.5 turns. (Average)

Example 3: Annual frame cost of good

Take-Home Message

To make the most of your dispensary business, it is
important to manage your inventory, keep a budget,
and identify your market in order to maximize profits.
An ideal goal would be an inventory turn rate of 4 times
per year, while maintaining an adequate selection that
will best serve the needs of your customers.

$80,000/ Average monthly frame inventory
$20,000 turn ratio of 4 turns. (Excellent)

Although turning your inventory 4 times
is a noble goal, in these competitive times,
you still have to offer an adequate selection
of inventory. By understanding sales volume
and turns, you can better decide your inven-
tory needs. Budget wise, one could look at
the previous year and see the total monthly
dollars spent on frame inventory in each par-
ticular month or calculate how many frames
were sold that month to set a monthly budget
allowance. If you go over that budget, offset
it the next month. By adding the total dollar
amount of your frame vendor statements each
month and comparing it to the report of the
wholesale dollar amount of frames sold for
that month, you can easily identify whether

Turning frame inventory 4 times a year is a good goal, but you still must offer a good selection of inventory to remain competitive.
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you maintained the desired budget or were

under or over budget.

Examples of tracking your monthly budget:
Frames sold in January: $10,000; purchases
made in January $12,000; over budget $2,000.

Frames sold in February: $8,000; purchases
$6,000; under budget $2,000.

Identify your market

You can confirm the particulars of gender, ven-
dor, and price point that identify your market.
Once you get a feel for your market, begin to
set up your dispensary to reach that market.
Divide your categories and set numbers for
each category and each vendor. Invest in the
areas in which you would like growth. Sun-
glasses would be a good example in spring
and summer. Track your trends with frame
sales reports.

Most often, the average frame sale is the mid-
point between your highest-end and lowest-
end frame retail. You can control your average
sale by planning accordingly. If one vendor
sells exceedingly well, increase that line or
vendor and offset the increase by decreasing
or replacing a line that is slow moving. Al-
though you track and adjust your core lines,
those areas that do not turn as quickly, such
as high-end, children’s frames, readers, sports
frames, etc., should still have adequate rep-
resentation and selection. If you become in-
network for local accounts, often you will be
provided, free of charge, safety frame kits or
consignments, which offset the cost of inven-
tory investments. This is still a viable option
in a lot of markets. If available, certainly take
advantage when offered. Deal with current
merchandise and avoid closeouts unless that
is your market.

By limiting the number of vendors in your
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The average frame sale is the midpoint between your highest-end and lowest-end frame retail.

practice, you can invest better in time man-
agement with frame sales reps, offer a larger
selection of a particular line in order to cap-
ture the “presence” of the line, and ease the
monthly statement and billing process, as well.
A good representation covers your core prod-
uct, allowing you to have your niche areas
or higher-end selections, and to reserve an
area for new merchandise, also. After all, a
department store does offer the core, but we
always expect to see something new and ex-
citing that represents changing fashion and
current trends.

By planning and reordering your inventory,
you can easily manage costs and numbers. You
keep track of what was sold. Decide whether
or not to reorder a particular frame, wait until
you have enough pieces to make shipping costs
reasonable, and reorder weekly or bi-weekly
for each vendor. You should keep under-stock
of best sellers, but a good rule of thumb is to

By limiting your number of frame vendors, you can better manage time with reps, offer a larger selectlon w1th|n
a line, and ease your billing process as well. (Photos courtesy Lisa Frye, ABOC)

limit under-stock to 10% or less of your total
inventory numbers. Merchandising can make
less appear more, and rearranging your dis-
pensary can make old look new. Most opto-
metric practices sell the frame displayed and
order what was sold, maintaining represen-
tation of the line, but update styles as they
become available.

Each practice is unique, but by looking at
your frame sales history, you can set guide-
lines, adjust in areas as the need arises, and
by following these strategies, the process can
become quite simple. Stay within your budget,
adjust with the trends, keep inventory fresh,
work your frame boards with merchandising,
make them appealing, cater to your market,
and you will be successful with growth and
profit. Involve your staff in creating excite-
ment and allow them to be a part of the pro-
cess, take control of your frame boards, and
take your practice in the direction you wish
to go.ODT
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X-lde presents
Shifters and Spokes

Milan, Italy—X-IDE releases Shifters
and Spokes, 2 new models that stand
out for their silicone temples. Shift-
ers has a steel front, while Spokes
has an acetate front to which a special
varnish has been applied giving the
frame an original and innovative “soft
touch” effect.

The silicone sheath applied to the
temple provides an opportunity to
explore one's creativity and customize
each model. By twisting it, you can
change both the color and shape of
the temple. This makes it possible to
create different color effects and, in
fact, the same frame can boast mul-
tiple colors: the external color of the
sheath, the internal color, and multi-
color effects by twisting the sheath for
a candy-stick look.
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Gant Eyewear releases Spring
2014 optical collection

MODEL

MODEL

MODEL

Somerville, NJ—The Gant Spring 2014
optical collection presents modern
wearable silhouettes. The optical
collection finds its inspiration from
the relaxed and effortless styling of
the brand's signature collections,
highlighted by vintage-inspired motifs
and two-tone colorations.

The Gant Eyewear collection for men
presents 3 new styles, including the
timeless design of models G Asher,

G Parker, and G Stellan. Sleek metal
temples display a tone-on-tone accent
delivered in a satin finish on all 3
models. Both G Asher, a full metal
frame with a rectangular front, and

G Parker, a semi-rimless softened
rectangular frame, are offered in a deep
metallic tone. Model G Stellan sports a
rectangular front handcrafted in acetate
in rich colors of black, brown/horn, and
tortoise.

The Gant Eyewear Spring 2014
collection for women presents 3 new

styles, which features a combination of
handmade acetate and metal detailing.

The design of GW Ava features a
slight upsweep to the frame’s soft
rectangular front, which is handcrafted
in acetate. Gradient crystal colorations,
including a sunburst of red to crystal,
as well as tortoise and black add a
dramatic touch to the frame's design.
Matte finished metal temples accented
by shiny metal studs complete the look
of this sleek style.

The lightweight design of semi-
rimless model GW Eliza features a satin
finished metal front in shades of black,
brown, and purple. Handmade acetate
temples in rich tortoise variations are
accentuated by metal studs and feature
navy colored temple tips.

Tortoise colorations highlight the
handmade acetate design of model GW
102. Solid colors in shades of brown,
black, or green accentuate the frame's
front and double-layered temples.
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otrategies to create a contact lens practice
of distinction with daily disposables

Watch on demand NOW!
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Featuring April L. Jasper, OD,FAAO

e Key clinical and practice management points
e How to educate patients about daily disposables
e How to build a value proposition and
discuss costs
e Prescribing a new category of daily
disposable lenses

Watch On Demand

Visit: https://vts.inxpo.com/Launch/QReg.htm?ShowKey=17120&AfflliateData=Print
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Zyloware announces 2014
launches: Sophia Loren,
Randy Jackson, Invicilites

Port Chester, NY—The new Zyloware Eye-
wear releases for 2014 feature styles from
the Sophia Loren, Randy Jackson, and In-
vincilites collections.

Sophia Loren M248, seen above, is of-
fered in two feminine colors with a cutout
metal end piece featuring a chain link de-
sign with crystal stones.

Colors: Lavender (091), Rose (118)

Sizes: 52-16-135

Special features: semi-rimless metal
front; open metal endpiece and temple
with chain link design and stones; Zyl
temple tips; snap-in nosepads; spring
hinges; accommodates progressives.

List price: $54.95

Randy Jackson 1048, seen above, is a
wide-fit combination frame with a sleek
metal front and Zyl temples. Color Black
(021) features a thick zyl temple with a
brown striped pattern design and black
metal rivet.

Colors: Black (021), Gunmetal (058)

Sizes: 54-17-145

Special features: full rim metal front;
metal endpiece; Zyl temples with metal
rivets; snap-in nosepads; spring hinges.

List Price: $59.95

Randy Jackson 1050 two-tone front
features a sheet-metal top and rim wire
bottom with a wrapping metal endpiece

Colors: Black/Brown (219), Black/
Gold (235)

Sizes: 52-19-145

Special features: sheet metal top
and rim wire bottom; Zyl temple tips
with RJ logo on the right tip; spring
hinges; snap-in nosepads; accommodates
progressives.

List price: $59.95
The Invincilites Sigma Collection features
customizable ultra-thin stainless steel
metal bridges and stainless steel end piec-
es for adjustability, with colorful Grilamid
temples that fold flat.
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Candie’s Eyewear presents
Spring 2014 collection

Somerville, N.J—Viva International Group
introduces 4 new ophthalmic styles to
the Candie’s Eyewear collection. The
new styles feature playful accents, in-
cluding stud embellishments and color-
fully patterned temple treatments.
Inspired by the design of an embroi-
dered friendship bracelet, a 3D printed
pattern adorns the metal temples of
models C Whitney and € Willow in an
Aztec-like pattern of contrasting colors.
C Whitney features a metal front in
a soft oval shape in matte finishes of
shades of black, brown, or plum. € Wil-

Invincilites Sigma B is a rimless frame
in a rectangular shape with a metal bridge
and end piece. The Grilamid temples fea-
ture Grey Mist coloring and provide com-
fort to the wearer.

Colors: Grey Mist (058)

Sizes: 50-18-140

Special features: metal endpiece and
bridge; hinged Grilamid temples; snap-in
plug mount system.

List price: $54.95

Invincilites Sigma C is a petite rimless
frame in an oval shape. The flexible Grila-
mid temples contribute to the comfort of
this frame.

Colors: Beige (234)

Sizes: 48-18-140

Special features: metal endpiece and
bridge; hinged Grilamid temples; snap-in
plug mount system

List price: $54.95

Invincilites Sigma G is a soft square
shaped, rimless frame for men with gold
colored metal bridge and endpiece, and
beige colored Grilamid temples.

Colors: Beige (234)
Sizes: 50-18-140

low’s handmade acetate front is offered
in a modified rectangle shape in black,
brown over pink, or plum over lavender.
C Skyler and C Skye feature studs
in an outline of the Candie’s “C" on the
handmade acetate temples, accented
by a jewel detail. € Skyler’s modified
cat-eye shape is offered in shades of
black over white, crystal brown, and
dark plum over purple. C Skye features
a flat metal front in a rectangular shape
in matte finishes of black, brown, and
purple. A heart stud accents the duo's
temple tips for the finishing touch.

Special features: classic soft square
shape for men; metal endpiece and
bridge; hinged Grilamid temples; snap-in
plug mount system.

List price: $54.95

The Invincilites Zeta Collection in strong,
lightweight stainless steel features laser
finished temples with design inspired
detailing.

TN =7

Invincilites Zeta X-A is a rimless,
lightweight frame in a classic rectangu-
lar shape. The metal temples feature a
unique geometric laser cutout design.

Colors: Black (021)
Sizes: 54-18-140
Special Features: Metal endpiece
and temples; Zyl temple tips; Snap-in plug
mount system.
List Price: $59.95
See InDispensable on page 33
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BPleSpectrometer can be used Q/C your therapeutic and
stand alone or with a computer sunglass lenses!
The BPI® Spectrometer™ covers wavelengths from The BPI® Spectrometer™ provides information on the
350nm to 710nm with a resolution of better than 10nm. The visible transmittance (Tv) as well as the UVA transmittance
transmittance spectrum results may be used for quality of the material being tested along with the numerical color
control purposes, such as comparing tinted lenses as well characteristics. (L*, a*, and b*). This provides a means for
as providing information about what tints need to be added numerical color description. L*, a* and b* are the familiar
to match the color of another lens or a customer-supplied CIELAB coordinates. L* is brightness (or lightness)
sample spectrum. ranging from O (black) to 100 (white). The a* value goes
The unit is a free-standing spectrometer with light sources from about -80 (green) to +100 (red), while the b* value
that can also be attached to a PC via the computer's goes from about -80 (blue) to +100 (yellow). The PC
RS232/USB port. The optional software requires Microsoft™ software displays a transmission curve and allows one
Windows™ and a PC. (Not included in purchase). The test curve to be overlaid upon another.
results can be saved to an integrated database and also BPI® research has resulted in a breakthrough design in
can be printed out to any compatible printer. clinical spectrometers enabling this low price.

Visit us at Vision Expo East, New York March 28-30, 2014 Booth #LP 7203

** PROMOTIONS IN THIS AD CANNOT BE COMBINED WITH OTHER SPECIALS.

CALL: 1-800-CALL-BPI FAN: 1-888-CALL-BPI BPI USA GALL: 305-264-4465 S 8
1-800-225-5274 1-888-225-5274 Skype: call.bpi ,"” the USA

Visit our online Gatalog and select from more than 4,000 products: www.callbpi.com
© 2013 BPI®. All specilic names mentioned herein ar2 irademarks of Brain Power Inci® . Miaami, FI. The following are registesed irademanks with the US Patent Office and with similar offices in ofher counties: Transchromaic® , Solar Sun® , There isn't lens we can'timprove® Safari® |, Designed Spectrum® | Blue Barier® , Brain
Power Inc® . BPI®, Buy now, save later® , Dye Hard® | EVA®, Spectracolor® , Safari® , Solar® , The Pli® and Ziptint® . The BPI® - bottle shape and design are trademarks of BPI® . BA® is not responsibie for typographical emors. Offers are subject o change without nofice. Prices guoted do not inclde sales x or shipping
charges. Item avaitahility and price are Subject 1o change without notice: OT January/ 2014
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'YOUR PRACTICE AND YOUR PATIENTS. AS TECHNOLO-G

INNOVATIVE TECHNOLOGY HAS BEEN FINELY CRAFTED TO ENSURE THAT THE RIGHT MESSAGE IS
DELIVERED TO THE RIGHT PATIENT AT THE RIGHT TIME, SO EVERY PATIENT FEELS LIKE THE ONLY
PATIENT. WHETHER IT IS A PATIENT THAT NEEDS THREE APPOINTMENT REMINDERS IN ORDER TO GET

THERE ON TIME OR A PATIENT THAT NEEDS TARGETED INFORMATION ON A SPECIFIC CONCERN, WE
MAKE IT EASY TO GET THEM THE MESSAGE THAT'S RIGHT FOR THEM.
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BRIDGING THE GAP
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ota Patient Engagement
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866.605.6867
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CONFERENCES & EVENTS

American Academy of Optometry

New Jersey Chapter
12th Annual Educational Conference
April 23-27, 2014
Myrtle Beach, South Carolina

Hilton Embassy Suites at Kingston Plantation

Randall Thomas, OD., F.A.A.O.

16 HOURS
Ron Melton, OD., F.A.A.O. COPE CE
Marc Bloomenstein, OD, F.A.A.O.

Registration: $475.00
One, Two or Three Bedroom Suites
Accommodations Include a Daily Breakfast Buffet
and Evening Cocktail Reception
PACK YOUR CLUBS!
Golf details to follow.

For Accommodation and Additional Information, contact:
Dennis H. Lyons, OD, FA.A.O.
Phone: (732) 920-0110
E-Mail: dh12020@aol.com
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InDispensable

Continued from page 28

Invincilites Zeta X-B, seen on page
28, is a rimless frame offered in a square
shape in Gunmetal. The metal temples
feature a geometric laser cutout design.

Colors: Gunmetal (058)

Sizes: 50-18-140

Special features: metal endpiece,
bridge and temples; Zyl temple tips; snap-
in plug mount system.

List price: $59.95

Eschenbach introduces Vario
LED Lamp Magnifier
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Danbury, CT—Eschenbach’s new Vario LED
Lamp Magnifier is the combination of op-
tics, flexibility, and illumination. The large,
76-mm lens provides 6.00 D (2.5x) of
maghnification and offers a nearly distor-
tion-free image.

The patented cera-tec coating on the
lens minimizes scratching by over 50%, ex-
tending the life of the product. The lens is
surrounded by a ring of 63 surface-mount
device LEDs, which produce up to 6,000
Ix of brightness. Two settings can be se-
lected: full shadow-free illumination with
the entire ring illuminated, or segment
illumination with about half of the LEDs il-
luminated which produce a beam of light.

The Vario LED Lamp Magnifier features
an ergonomically shaped handle and a flex-
ible gooseneck arm that allows the lens to
tilt in many directions, ensuring an easy and
precise adjustment of the magnifier to suit
individual requirements. The lamp has a
clamp at its base that attaches to any table
up to about 60mm (2.42) in thickness. The
lamp is designed to use a low level of en-
ergy consumption at only 5 Watts.

Eschenbach’s new Vario LED Lamp
Magnifier allows for hands-free detailed
tasks, especially when flexibility is needed
to view text or objects. Due to its bright
illumination, it can be also be used as a
stand-alone lamp.

MODEL

Guess Eyewear launches Spring 2014

sunglass collection

Somerville, NJl—Guess Eyewear pres-
ents a new sunglass collection for men
and women just in time for spring. The
Spring 2014 collection, which includes
6 new women's styles and 5 new men’s
styles, features chic shapes with unique
accents.

A faceted iridescent effect is high-
lighted in styles GU 7257 and GU 7259
with 3D laser pattern temple treatments
in soft contrasting colorations. This
fashionable duo in soft metallic tones of
black, brown, and peach has a series of
Guess “G" logos etched into the temple’s
textural.

Mixed metal elements and soft crys-

tal color palettes define styles GU 7315
and GU 7316. These styles include two-
toned casted metal braided details on
the temples. There is a choice of a bold
rectangle shape of the GU 7315 or a
vintage butterfly silhouette of the GU
7316, both handcrafted in acetate and
available in peach translucent, black, and
tortoise/blue.

The sun collection for men features
sporty, clean designs with retro ele-
ments, as seen on the classic aviator GU
6750 and navigator GU 6751. The high-
quality Carl Zeiss lenses are finished
with gradients, rubberized temples, and
brushed satin finished metals.ODT
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New grad behind OptometryStudents.com

How has OptometryStudents.
com changed the conversa-
tion in optometry?

We give [students] the issues
of what’s going on in the pro-
fession but not to a degree
where they’re going to be-
come overwhelmed. We try
to cover an issue with a pro-
active and positive voice.
Even if it is something neg-
ative, there’s always a way

to reframe a question or re-
frame an issue to give peo-
ple a positive and proactive
way of thinking about it. The
whole idea is to set them up
to be involved, understand
what’s going on, and take
the profession away from just
people punching the clock,
to be docs at the end of the
day and hopefully just giving
back a little bit more. Unless
they understand what’s going
on, it’s a lot harder for them,
so that’s where we come in.

Have you always been inter-
ested in writing or blogging?
Yeah, I was always interested
in writing. [Laughs] I guess

I got a big mouth. I like to
talk, I like to discuss ideas. I
used to blog and write about
self-help things, positivity-re-
lated things, just ways to suc-
ceed, ways to enhance your
personal and professional
life. It was easy to tie that
into optometry, but I've al-
ways loved writing.

How did you achieve a reach
of 20K monthly visitors and
3,347 Facebook visitors for
OptometryStudents.com?

I learned Web stuff. I'm not
really much of a coder, but I
am a brand-builder. The most
important lesson I learned,
which everything relies on at
the end of the day, is, “Con-
tent is king.” Having genuine

content leads to a genuine
following. We said, “Forget
the bells and whistles, let’s
just give students in optom-
etry exactly what they need.”
And we wrote articles that
really helped people. It’s very
easy to get a following built
up, the Facebook fans are en-
gaged, and we have a really
great thing going on. We’re
approaching nearly 25,000
unique visitors a month.

You do all the graphics, mar-
keting, video, and Web site
admin jobs. Why don’t you
find more volunteers?

The graphic design and mar-
keting and stuff like that, I
think it really comes down to
knowing the point we want
to get across, and it’s hard to
develop that stuff if you don’t
know what you’re really aim-
ing for. There’s a lot of sub-
tleties to it that make some-
thing more genuine, and I re-
ally enjoy that part of things.
I don’t need to give it up at
this point.

What is your favorite city?
San Diego right now. I
moved out here about 7
months ago and started
working with Dr. Eric
White. He’s just a rock-star
guy, so am [ super-blessed
to be with him.

How has social media
changed student
interaction?
Everyone should

be involved in some
way or another.
You really
learn a
lot
from

social media. But if you re-
ally want to build connec-
tions and meet people, you
got to do it in person. It’s an
exponential thing—the more
people you meet, the more ef-
fective your next connection
is, and the more people who
know you, the more your
name gets jumped around.

Is there a specific emerging
technology that excites you?
Freedom Meditech Clear-
path DS120. It looks at the
crystalline lens and mea-
sures autofluorescence lev-
els of glycosylated end prod-
ucts of glucose. It’s looking
at how much of this glucose
end product is stuck to the
lens. They did some clinical
studies that they were able to
predict diabetes 5 to 6 years
prior to it happening. We’ve
got it in our practice now. I
think that’s super exciting.

What would you change if you
had it to do it over?
I don’t think I would have
done anything different. I
would have stayed in New
York and went to school
there, I would have definitely
moved to San Diego, I would
have definitely worked with
Dr. White. T would have def-
initely done everything
I've done with Op-
tometryStudents.
com. I'm blessed
and everything
has just worked
so well, T don’t
have any regrets
at this point.

What's
some-

thing that most people don't
know about you?

I'm a pretty laid-back guy,
and I like to hang out and
stay low stress. I think about
all the projects I've tackled,
and at the end of the day I
am super valuing free time
and relaxation. That’s some-
thing I will never let myself
get too busy not to have. At
the end of the day, what is
life all about? It’s about that.
I just got into rock climbing,
and I'm having fun with that.
I cancelled the gym mem-
bership and started climbing
about 5 days a week.

Do you see yourself changing
your online focus as your ca-
reer evolves?

We’re launching NewGrad-
Optometry.com in early
March. This is an indepen-
dent project I've started, and
it’s going to be the main re-
source for new graduates

to get the information they
need to succeed. We took the
time to map out the things
we need to do to become li-
censed, get on insurance
plans, deciphering some of
the myths and big questions,
and this is going to be really,
really huge. We’ve got about
20 or so articles up already
even though the site is not
live. I will still be involved
with OptometryStudents.com
but not as much as I used

to be because I'm not a stu-
dent, and we want to always
keep that student voice pres-
ent. Benjamin Emer is an ICO
second year, and he’s been
the current senior editor for
about a year. He’s going to
take up more of a leadership
role.ODT

.)) LISTEN TO FULL INTERVIEW
OPTOMETRYTIMES.COM
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B ENSURING PATIENT SUCGCESS

WITH GONTACT LENSES

KEEP YOUR PATIENTS SAFE WITH STRICT WEAR AND CARE REGIMENS

Soft contact lens overwear; note the
“jelly bump” deposit superiorly and the overall

poor condition of the lens.

By Ernie Bowling, 0D, FAAO
Chief Optometric Editor

Contact lenses are a large part of any

general eye care practice. It is one source

of great pride and satisfaction when a
patient new to contact lenses first sees
clearly without his spectacles, and we
all enjoy seeing that epiphany. Yet, like

volume 3 |issue 1| Spring 2014

Rigid gas permeable lens overwear;
note the central deposit.

with all experiences, the new soon wears
off, and those patients who started out
with the best of intentions regarding
their contact lens wear and care can slip
into some not-so-healthy habits. Overall
rates of non-compliance with contact

Contact lenses

The power
of recommendation

You know what is best for your patient,
and you should make the call. Don’t let
him make his decisions about healthy
contact lens wear

and care—make a

reccomendation. Our
recommendations

have a strong influence

on patient choice,

and they are there to

promote patients’ best

interests.

Note correction on page 14. Images were
mislabeled in the Winter 2013 issue; they
are shown again with correct captions.

lens wear and care are routinely cited as
ranging from 40%-919%.?
During the course of a busy clinic
day, patients presenting for contact lens
follow-up are often given the perfunctory
See Contact lenses on page 3
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Contact lenses

Continued from page 1

vision check and slit lamp
evaluation and sent on their
merry way. This means some

of those non-compliers may

be slipping through the cracks
and will continue with their bad
habits—until the day they show
up in the clinic with a red eye or
corneal ulcer.

“An ounce of prevention
is worth a pound of cure,” so
the old saying goes, and the
best way to prevent a contact
lens adverse event is by strict
adherence to established wear
and care regimens. The best
way to have patients comply is
through continual reinforcement
of good habits, and the best time
to emphasize these habits is at
the regular contact lens follow-
up visits.

The contact lens technician
can play a pivotal role in this
regard, as more often than
not, the tech spends far more
time with the patient than the
doctor—time that can be pivotal
in evaluating your contact lens
wearers and heading off any
potential problems.

Opening questions

Before the doctor ever sees
the patient, some perfunctory
questions will help assess the
patient’s attitude about her
contact lens experience.:
Some considerations:

Does the patient smoke? If she
does, advise her to stop. Studies
have shown that contact lens
wearers who smoke have more
problems than those who don't.
Look at the patient’s fingernails;
short and smooth fingernails
help avoid damaging contact

Spring 2014 iTech

Contact lens patients
should remember

the “3 goods.” When
wearing contact
lenses:

The contact lenses
should feel good

The patient ought to
see good

The eyes ought to
look good (i.e. no
redness)

lenses or scratching the eye on
lens application and removal.
Does the patient have any
spectacles? This can become
important if the patient
develops some ocular irritation
or redness with contact lens
wear but continues to wear
the contact lenses and worsen
the condition all because she
had no other method of vision
correction. Spectacles allow
the eyes to have a break from
contact lens wear.

Lens types and wear schedules
The next question is what type
of contact lens is the patient
wearing? Even though you may
have that information in front of
you in the chart, it is important
for the patient to know what
type of contact lens she has on
her eye. | am always amazed at
the number of patients who have
no clue about what contact lens
they are wearing, and | am not
alone; a study conducted at the
Centre for Contact Lens Research
(CCLR) found that only half of
the study participants were able
to recall from memory the brand
names of their habitual contact
lenses.*

Also inquire about the

patient’s wearing schedule. Is

he wearing his lenses daily wear
only? If so, how many hours per
day are the lenses on the eye?

Is he wearing the lenses for
extended wear? If so, how many
days continuously is he wearing
the lenses? It is also confounding
to find that patients often wear a
lens designed for strict daily wear
for extended overnight periods.
A recent study reported that 6%
of contact lens patients wear
their lenses overnight, despite
being advised to wear them for
daily wear only.® Many times

the patient will be hesitant to
admit to overnight wear, yet if
the question is asked in a non-
confrontational way, the patient
will often confess to extending
his contact lens wearing
schedule. | often remind patients
who are sleeping in their lenses
that this practice is associated
with a 10-fold increased risk of
microbial keratitis over contact
lenses worn as strictly daily wear.®

Lens replacement
Likewise, patients should be
asked about their replacement
regimen. Many patients will wear
their contact lenses beyond
the recommended replacement
schedule. It has been well
established that lens replacement
is the most commonly reported
aspect of contact lens non-
compliance.’” There are as many
excuses for the practice as there
are contact lenses on the market.
Some feign forgetfulness, some
ignorance, and some will tell you
they see no reason “to throw
away a perfectly good contact
lens!” | often liken this to the “last
razor” analogy. | am pretty good
about replacing my disposable
razors regularly, but that last one
See Contact lenses on page 4
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“An ounce of
prevention

is worth a
pound of
cure,” so the
old saying
goes, and
the best way
to prevent a
contact lens
adverse event
is by strict
adherence to
established
wear

and care
regimens.
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before handling
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Contact lenses

Continued from page 3

in the package seems to last
about twice as long as the
others.

Replacing contact lenses
at recommended intervals
allows for better comfort.

A study conducted by the
Centre for Contact Lens
Research shows that silicone
hydrogel lens patients

who are compliant with
manufacturer-recommended
replacement schedule have
better comfort and vision

at the end of the day than
noncompliant patients.?
Using lenses beyond their
recommended replacement
schedules has been
associated with a 4-fold
increased risk in infections
compared with lenses
replaced at appropriate
intervals (see Figures 1 and
2)°

It doesn't hurt to
remind your patients that
contact lenses are medical
devices and are regulated
by the U.S. Food and
Drug Administration—
they aren’t buying shoes
here. Smartphone-based
applications and electronic
reminder services are a great
way to help tech-savvy patients
remember when to replace their
lenses. Acuminder from Acuvue
lets patients sign up for free text
messages or e-mail reminders to
change their lenses or schedule
an appointment.

In addition to wearing times
and replacement schedules,
inquire about other high-risk
habits. Does the patient shower
in her lenses? Wear them
swimming or in a hot tub? | don't

Contact lens from a patient

presenting with an infectious corneal ulcer.

Contact lens-related Staph
corneal ulcer.

ever recommend patients swim in
their contact lenses or wear them
when showering or in a hot tub.
Many patients are surprised at
that recommendation. Knowing
that many will not comply with
that recommendation, | suggest
they use protective goggles and,
immediately after swimming,
remove and clean their contact
lenses before wearing them
again.

Lens care
Regardless of the type of lens
worn and the wearing schedule,

proper lens care is essential
to maintaining good ocular
health. The patient should
be asked about her lens
care regimen. | find this to
be a huge area of non-
compliance. While many
patients can't tell you what
brand of lens they are
wearing, fewer still can tell
you the brand of contact
lens cleaning and storage
solution they use.

A visual aid may be
helpful. Our office keeps a
display of various contact
lens solutions—if the
patient has no idea about
her care system, she will be
asked if one in our display
is the brand she is using.

In many cases, it is not
the brand recommended
at the time the lenses

are dispensed. Patients
may start out with good
intentions and follow the
doctor’s recommendations
at the onset but quickly
switch to an off-brand

or generic due to cost
considerations. Again,

it is helpful for ancillary
staff to gently remind the
patient that the doctor has
recommended a particular
brand of solution based on the
patient’s needs and suggest the
patient adhere to the doctor’s
recommendations.

The doctor’s recommendation
is important. Studies have shown
that patients are more likely to
comply if the doctor has made
a strong recommendation—
not only about solutions but
wearing times and replacement
schedules.'® Does the patient
wash his hands before handling
contact lenses? It sounds like a
See Contact lenses on page 6
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Today, she presents
with dry eye symptoms.

What will she look like by
the time she is diagnosed?

For millions of dry eye patients,
their symptoms could be an early
sign of a progressive autoimmune
disease.'?

As many as 1 in 10 patients with dry eye also

have Sjogren’s Syndrome, a chronic condition
of deteriorating exocrine glands that can have
significant systemic ramifications.?*

Today, it takes an average of 4.7 years to
receive an accurate diagnosis.? Together
with the Sjogren’s Syndrome Foundation,
Nicox is out to change that.

Join us in the fight at morethandryeye.com,
or call 1.855.MY.NICOX (1.855.696.4269)
to learn more.

. [ 2 = 9
n I Cox O) % jogrens References: 1. Kassan SS, Moutsopoulos HM. Clinical manifestations
B yn drome I\ and early diagnosis of Sjogren syndrome. Arch Intern Med. 2004;164(12):
b dati n 1275-1284. 2. Sjogren’s Syndrome Foundation. Sjdgren’s Syndrome
Ophthalmic Diagnostics < oundation 074 Foundation. 2001. Available at http:/www.sjogrens.org. Accessed
'r'i September 5, 2013. 3. Liew M, Zhang M, Kim E, et al. Prevalence and
j, predictors of Sjégren’s syndrome in a prospective cohort of patients with
i aqueous-deficient dry eye. Br J Ophthalmol. 2012;96:1498-1503.
©2014 Nicox, Inc. All rights reserved. | Www.nicox.com 4. Martin-Martin LS, Massafra U, Migliore A. Sjogren’s syndrome: an

1 under-diagnosed disorder. CL/. May 2004.
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Continued from page 4

no-brainer, but, again, take
nothing for granted. Between
11%-49% of patients always

fail to wash their hands before
handling their lenses;'" and
there is a 1.5-times increased

risk for developing microbial
keratitis and 2-times greater risk
for developing sterile keratitis in
patients who fail to wash their
hands.?® Recommend the patient
use a non-cosmetic soap because
soaps with oils or lotions in
them can transfer to the contact
lens and cause irritation on lens
application along with blurred
vision.

Is the patient using the
solution properly? Does the
patient rub and rinse his
contact lenses daily with
the recommended solution
(not water or—God forbid—
saliva)? Tap water should

Microbial keratitis.

never come into contact with
soft contact lenses, and saliva
contains numerous microbes that
can lead to an ocular infection.

If | had a nickel for every time
I've heard a patient say, “But the
bottle says, ‘no rub,” I'd be a

rich man. My standard answer:
“no rub” doesn’t mean no rub.
Fortunately, most multi-purpose
solutions no longer advertise “no
rub.”

Have the patient demonstrate
how he cares for his lenses. Ask
the patient to clean each lens by
rubbing it gently with his index
finger in the palm of his other
hand, then rinsing the contact
lens before placing it in the
storage case. This “rub and rinse”
cleaning method is sufficient with
most multi-purpose solutions in
use, yet not all patients perform
the practice. Some 40%-75%
of contact lens wearers fail to
rub and rinse with their multi-
purpose solutions.”” Do not allow

the tip of the solution bottle

to come into contact with any
surface, and instruct the patient
to keep the solution bottle tightly
closed when not in use. Likewise,
patients need to understand that
sterile saline is not a disinfectant,
nor are contact lens rewetting
drops.

Speaking of solution, is the
patient dumping the solution out
daily and using fresh solution or
simply “topping off’ the solution
in the case? A reported 22% of
wearers top off their lens case
occasionally, frequently, or almost
every night.* In an attempt to
save money, this practice is one
shown to contribute to ocular
infections.' Old solution should
never be re-used.

Also, remind patients that
transferring solution from one
container to a smaller-travel size
container should be discouraged.
This is another compliance
concern that is often neglected
in lens care while traveling,
and it has been identified as a
risk factor for infection among
contact lens wearers. Restrictions
on liquids in carry-on luggage
when flying mean that re-usable
lens wearers may be tempted
to transfer solutions into smaller
containers. Such a transfer can
affect the sterility of the contact
lens care solution. Use the
smaller size bottles of solution
when travelling. If hygiene is
difficult to ensure, consider
refitting the patient into a daily
disposable lens.

Be sure patients inspect
their lenses before application.
Patients should look for nicks
along the lens edge, torn lenses,
or visible breaks. Damaged lenses
can damage the eye, so advise
patients to discard the lens and
use a fresh one.
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Lens case
Of all the components of contact
lenses, lens cases represent the most
common source of contamination
and have been shown to include a
host of pathogenic microorganisms,
including bacteria, amoeba, and
fungi™

So, we need to ask our
patients about their lens storage
case. Do they ever clean it?
Some 61%-79% of contact lens
wearers fail to clean their case
daily (see Figure 3)."” The storage
case should be rinsed out daily
with storage solution—never
water—then wiped with a clean
tissue and allowed to air dry.
Because Acanthamoeba cysts may
be present in tap water and can
survive for years after drying,'® |
recommend using only contact
lens disinfecting or multi-purpose
solution for this step. Recent
studies suggest that wiping your
case with a clean tissue and/
or placing it upside-down on
another clean tissue may be
additional good steps in keeping
bacteria biofilms off the case.™"”

Does the patient regularly
replace her storage case? Storage
cases should be replaced every
1-3 months or if the case is
damaged or cracked. One surefire
way to see how well the patient
manages her contact lenses is
to ask the patient bring in her
contact lenses, solutions, and
storage case when she comes in
to the office for her appointment.
Much like your medical doctor
wants you to bring in your
medications at your physical
exam, asking the patient bring
in her contact lens paraphernalia
can show how diligent she is in
caring for her lenses.

Wear and care handouts
There is no statistically

significant difference between
patients receiving both verbal
and written instructions and
those receiving only oral
instructions.'”® But it is best to
give the patient a double dose
of positive reinforcement, not
only with the spoken word but
with a nice handout outlining
the patient’s lens type, the
recommend lens wearing
schedule, and the recommended
solution type. Keep a copy of
these recommendations in

the patient’s chart—that way
patients can’t say they haven’t
been warned. Failure to follow
recommendations and poor
hygiene can increase the risk
of ocular infections such as
microbial keratitis. Examples of
handouts are available online
from the American Optometric
Association or the Association of
Contact Lens Educators.

If a patient is noncompliant,
often this reinforcement of his
wear and care will return him to
healthy habits. For those who
it doesn't, perhaps it is time
to change lens type to a daily
disposable. In terms of reducing
the risk of infection, single-use
daily disposable lenses are the
safest type of soft contact lens.

What to do when the eye is red
My staff and | tell patients to
remember the “3 goods” when
wearing their contacts. With the
lenses on their eyes:
The contact ought to feel good
The patient ought to see good
The eyes ought to look good, i.e.,
there should be no redness.

The next point for the
patient to remember is if one
of these “3 goods” isn't good,
she should immediately remove
the contact lens and call her

eyecare practitioner. This may
seem like a no-brainer, but there
is an astounding number of
patients who present with an
adverse event that started out

as a minor redness or irritation,
but progressed to something far
more serious because the patient
continued to wear the contact
lens (see Figure 4), often because
he had no spectacle back up.
The contact lens acute red eye
(CLARE), which can result from
lens wear, has a variety of causes,
including an improper fit, lens
deposits, damaged lenses, corneal
hypoxia, an allergic reaction to
lens care solution ingredients,
ocular allergy, dry eye, and, in the
worst case scenario, infectious
keratitis. Eye infections, while
infrequent, can be devastating,
preventing patients from wearing
their contact lenses for extended
periods and can result in
permanent corneal scarring and
vision loss (see Figure 5).

Safe and successful lens wear
Contact lenses are among the
safest forms of vision correction
when patients follow the proper
wear and care instructions.
Fortunately, even with high rates
of contact lens noncompliance,
the incidence of severe
complications associated with
contact lens wear is relatively
low. Why do patients not comply
with your instructions? They
either:

Haven't understood what

they’ve been told

Choose to ignore what they've

been told, thinking nothing bad

is going to happen to them

Forgot what they’ve been told

Compliance, however, is the
key to long-term successful lens
See Contact lenses on page 8
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Dr. Bowling is chief
optometric editor of
Optometry Times.

Contact lenses

Continued from page 7

wear. Our patients’ single best
way to avoid eye infections and
protect their eyes is to follow
recommended lens wear and
care guidelines. In particular,
the guidelines should include
performing a “rub and rinse”
step in the lens cleaning process,
reducing contact with water
while wearing contact lenses, and
replacing the lens case frequently.

Recommendations have to be
ongoing and continual at each
and every visit because patients
forget. One study reported that
while 88% of patients were given
lens care information, 23% were
unable to later recollect seeing
any information regarding the
risks and complications associated
with lens wear.” To maximize
compliance, both verbal and writ-
ten information should be given
and key aspects reinforced during
follow-up visits to prevent any
misunderstanding.?

The patient who choses
to ignore a recommendation
will likely show up with what |
affectionately call the “positive
washcloth test,” a compress
over her eye to lessen the pain
and photophobia from her
contact lens-related infectious
corneal ulcer. | am not above
telling these patients that this
severe complication from their
contact lens abuse is going
to keep them out of contact
lenses for a prolonged period of
time; cost them a tremendous
amount of money in office visits,
medications, and lost wages; and
it all may have been prevented
if they had only adhered to the
recommended wear and care
schedule.

I have noticed this discussion

regarding the costs of abuse
seems to hit home, or perhaps,
it's just that the patient doesn’t
want to go through that pain
again. While the focus of the
contact lens follow-up visit is to
ensure good vision and ocular
health with contact lens wear, our
job as eyecare professionals is to
constantly reinforce good lens
wearing habits and lens care so
our patients can enjoy a lifetime
of safe, successful contact lens
weard
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The power of
recommendation

Knowing what’s best for your
patient and making the call

Dr. Carroll graduated from the
Southern California College of
Optometry and has been in private
practice since 1981. He is a member
of the Wyoming Optometric As-
sociation, the American Optometric
Association and the American
Academy of Optometry. He is an
adjunct assistant professor for the
lllinois College of Optometry and
adjunct clinic professor for Western
University College of Optometry.
Dr. Carroll is a Diplomate of the
American Board of Optometry.

By Martin Carroll, 0D, FAARO

There is significant healing
power in the doctor-patient
relationship. If we work together
in these relationships, significant
improvement can occur to our
patient’s quality of life and health
status.

The word “fudiciary” is derived
from the Latin word for “trust.” This
“trust” is the basis for the doctor-
patient relationship. The bond
between the doctor and patient is
vital for a successful diagnostic and
therapeutic outcome. The patient
can trust that communication
about her health and her condition
is held in confidence and that the
doctor follows accepted codes of
professional ethics.

The doctor-patient relationship
has evolved over the centuries
from a paternalistic interaction into
a more modern shared decision-
making model. This modern
model allows for patients to be
autonomous and express their
views and choices, including no
treatment. We must remember
that our patients filter our
instructions through their existing
belief system before coming to a
final action.

In the patient’s best interest
Remember that competent
patients have a right to refuse
care, and we must respect their
decision. However, under vision-
or life-threatening situations, we
must strongly encourage specific
actions, especially treatment that
carries little risk. We can gently
persuade the patient by educating
him of the harm in avoiding or
denying treatment.

Some experts suggest that
patients should be the primary
decision makers in their own health
care and that doctors should not
make treatment recommendations,
including allowing patients to
make their own choice' and
that doctor’s recommendations
can be influenced by industry.?
However, our recommendations
have a strong influence on patient
choice® and are there to promote
patients’ best interest.* Cognitive
patient biases affect the choices
they make that are contradictive
to their own best interest.>® Our
recommendations can potentially
help our patients overcome these
biases.

When people make decisions
for others, they hone in on the
most important aspect of the
decision and are less swayed
by other factors that could bias
the decision.” This confirms how
important our recommendations
are.
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In the contact lens arena, we
have a vast array of contact lens
options and modalities to choose
from, and the proper contact lens
wear and care regimen ultimately
depends on our patients
following our instructions. Frank
recommendations are often
required so that our patients’
contact lens wear is safe,
comfortable, and successful.

The power of a recommen-
dation is often undervalued or
overlooked.

How many times have you
heard a patient say he is not
complying with the practice’s
written orders for contact lens
wear and care, only to discover
that the problem is you? |
admittedly have. Knowing that
one third to one half of patients
fail to follow a doctor’s written
orders®® makes the process of
recommending vital to a patient’s
health. Years ago, | found that
bringing a personal touch to my
patient relationships allows me to
better connect to the patient and
enhance my recommendations
and my written orders.

| believe that compliance
can be vastly improved by
allowing patients to share
in the decisionmaking for
their condition following my
recommendations. For example,

I might say, “I know that it may
be hard to change your lenses

at exactly every 2 weeks as |
have prescribed. Let’s talk about
what happens when you don't
change your lenses and come up
with a solution together. | would
suggest that you change them
on the first and fifteenth of the
month.”

While some may argue that
patients can choose wisely,
| cannot reiterate enough
how important it is to make

Making a successful

recommendation

A successful recommenda-
tion begins with:

Reducing barriers to
communication

Establishing a comfortable
environment for doctor-patient
interaction

Small talk to connect on a
personal level

Focus on the patients’ needs

recommendations that ensure
healthy contact lens care and
wear and not leave it up to
our patients to make their own
decisions. Otherwise, why would
they need us?

Obviously, there is a reason
contact lenses are regulated
as medical devices and their
distribution restricted to licensed
professionals, by the Food and
Drug Administration (FDA). We
know that civil penalties of up
to $16,000 per violation can be
assessed for the illegal sale of
contact lenses. | am preaching to
the choir when | say that contact
lenses are a prescription device
that if fit, worn, used, and taken
care of incorrectly can lead to
grave outcomes. The challenge is
to convey this to our patients.

Building trust to increase
compliance
Our patients can have safe and
successful contact lens wear if we
provide full-service care and they
adhere to our prescribed orders.
A few of those orders being:

Lenses

Care system

Hygiene

Wearing schedule

Lubrication

Environment

Replacement schedule
Comprehensive eye examination
schedule

(Cases

Follow-up

Seek care when certain
symptoms occur

Let me give you a common
scenario that many of us face
daily: you prescribe contact
lenses but fail to prescribe the
care system, specific wearing
schedule, specific replacement
schedule and/or follow-up.
Your patient ends up in the
emergency department with a
central corneal ulcer. That was
your fault."

Our patients are best served
when we are proactive with
recommendations.

A successful recommendation
begins with:

Reducing barriers to

communication

Establishing a comfortable

environment for doctor-patient

interaction

Small talk to connect on a

personal level

Focus on the patients’ needs

To facilitate open communica-
tion, some techniques are:
Sit down
Lean forward when listening
Listen without interrupting
Make eye contact
Acknowledge feelings
Explain, educate, and
reassure
Ask if you covered everything
and if patients have any
questions
Be sincere
We have all seen the tragic
events that occur when a
patient does not follow our
See Recommendation on page 14
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Dr. Steve Newman com-
bines his knowledge as
an optometric physician,
certified personal trainer,
and board-certified
nutrition specialist to
educate his patients

and the public on the
importance of a healthy
lifestyle. With more than
25 years in the health
profession, Dr. Newman
has advised thousands
of patients on health,
medicine, nutrition,
supplements, and overall
well being. E-mail him
at drstevennewman@
yahoo.com.

Nutirition's role

In eye care

Why diet and lifestyle should be part

of the exam room conversation

By Steven M. Newman, 0D, CNS

What are some common questions
our patients expect to hear from
us? “How is your vision? Which

is better, one or two? How many
nights out of the average month
do you sleep in your contact
lenses?” Sure, these are the easy
answers, but when is the last
time you surprised your patient
with a question about his diet?
With all the information available
on the benefits of vitamins and
supplements, how many of us
have changed our case history
questions to reflect the times?

We all have patients suffering
from cardiovascular diseases like
hypertension, diabetes, and heart
disease. We all ask our diabetic
patients what their last fasting
blood sugar measurement was;
why not qualify this number with
the food intake for the prior 24
hours? Diet and healthy lifestyle
choices play significant roles in
the treatment of cardiovascular
diseases that affect the eye.

We inquire about prescription
medications, but medicine falls
into the category of “what the
doctor can do for them.” Who's
asking the questions about “What
are you doing for yourself?”
Optometrists and their staffs are in
a unique position to ask the proper
questions, then form an educated

opinion after evaluating critical
blood flow to and in the eye.

To be proactive, patients
need to be asked a few direct
questions, then commit to make
small lifestyle changes.

Picture this scenario: a patient
goes to his doctor and finds out
his cholesterol is high, putting him
at risk for heart disease. Instead of
recommending eating better and
incorporating mild exercise into his
life, his doctor has recommended
a statin drug. Three months later,
the patient’s cholesterol numbers
are much better, but he doesn’t
have the energy to get off the
couch and walk around the
block. This leads to the common
case of "healthier blood work/
unhealthier patient.” We can't place
all the blame on the physicians—
after all, they've been talking
about healthy lifestyle habits for
decades, and most patients simply
don’t want to listen. We've all been
out with friends or relatives who
would rather eat more now only
to take an extra pill later. Breaking
down these mental barriers may
be futile, but impressing upon
our patients the vital role their
active participation plays in their
own health can often have a more
positive, personal result.

Doctor’s orders: a healthy diet
The Phototrope study concluded

that ubiquinone (CoQ10)
combined with omega 3s and
acetyl |-carnitine, can slow

down or actually reverse early,
dry macular degeneration' (see
Figure 1). The best way to get
these is by allowing our bodies to
produce the CoQ10 uninhibitedly
while consuming the omega

3s and acetyl |-carnitine in a
natural manner with proper
food. It's been documented how
statins, a widely-used cholesterol
medication, hinder the liver's
ability to produce CoQ10,

the fuel source for our cells’
mitochondria.?

Research confirms the reasons
why optometrists and their staff
should routinely discuss diet and
lifestyle with patients. Areas of
studies that have shown beneficial
cardiovascular outcomes include:

Cinnamon®

Vitamins*

Exercise®

Yoga®

Meditation’

Popular television shows,
like Dr. Oz, combined with the
plethora of information available
to anyone with an Internet
connection, has increased both
knowledge and confusion in our
patients’ minds. Their general
practitioners are spending
less and less time with them,
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and they may or may not not
feel comfortable talking to a
technician about their vitamins.
And consider that chiropractors
have been routinely discussing
vitamins with their patients for
years, but chiropractors don't
see the same demographics
of patients that eyecare
practitioners do, limiting impact
on the general public.

Sooner or later, we all need
an optometrist. The impact
we and our staffs can have on
the future landscape of health
care in America can stretch
further than previously thought.
During a 2004 meeting of the
Florida Optometric Association’s
Regional Board of Directors in
Tampa, FL, Leonard Carlson,
the former head legal counsel
for the Florida Optometric
Association, was asked if ODs
were putting their licenses at
risk for discussing vitamins with
their patients. His response
may surprise you: “With all the
studies concluding the benefits
of vitamins and supplements in
relationship to eye health, my
opinion is that any optometrist
not discussing vitamins and
supplements with their patients
is putting their license at greater
risk.”D
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Recommendation

Continued from page 11

recommendations and ruins his
vision for a lifetime.

It is of utmost importance
that we and our staffs make
proper recommendations for
our contact lens patients so
they comply with our written
prescription orders.

You know what is best for
your patient, and you should
make the call. Don't let them
make their own decisions about
healthy contact lens wear;
recommend.b
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VMA pretreatment 3

months prior to treatment.  Jetrea.

Images courtesy of Mark E. Tafoya, OD, MD

VMA day of treatment with

edema.

One week after treatment
with Jetrea. Note macular

One month after treatment
with Jetrea. Note
resolution of VMA and
macular edema.
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THIS IS WHY 4 out of 5 patients

agree their lenses feel like new.

The scientifically proven formula of CLEAR CARE® Solution deeply cleans,
then neutralizes, to create a gentle saline similar to natural tears. The result
is pure comfort and is why CLEAR CARE® has the most loyal patients of any
lens care brand? 3
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Pluronic 17R4
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» Carries away dirt & debris * Irritant-free comfort
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