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NBEO unveils board certification

2014 NBEO CERTIFICATION

Program emphasizes
maintenance of
certification

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

The National Board of Examiners in Optometry
(NBEO) recently launched a program to offer
board certification to optometrists, with the
first test taking place in March 2014.

A new non-profit entity, NBEO-Board Certi-
fication, Inc., (NBEO-BC) was created to grant
board certification. The company worked with
the NBEO to develop the Continued Profes-
sional Development in Optometry (CPDO) exam.

“There has been confusion for a number of

See NBEOon page 6

REQUIREMENTS

Al NBEO board certified optometrists must agree to participate in the NBEO-BC maintenance of certification program.
TPA-certified optometrists interested in NBEO board certification must fulfill one NBEO exam passage requirement

and one experience-related requirement.
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Study: long-term use of oral contraceptives may lead to glaucoma

By Colleen McCarthy
Content Specialist

ccording to a recent study, women who
Ahave taken oral contraceptives for 3 or

more years are twice as likely to suffer
from glaucoma.

40 and over, who completed the NHANES’s
vision and reproductive health questionnaire,
and underwent eye exams. The study found
women who used oral contraceptives for lon-
ger than 3 years are 2.05 times more likely to
be diagnosed with glaucoma.

The study did not confirm that the

The study, which was conduced by women who birth control pills directly caused
researchers at University of Califor- used oral the women to develop glaucoma.
nia, San Francisco; Duke University contraceptives The researchers speculate lower es-
School of Medicine; and Third Affil- foglogaggr;p:n trogen levels, caused by the birth
iated Hospital of Nanchang Univer- Y control pills, might be connected to
sity, Nanchang, China, which was theincreased glaucoma risk because
presented at the American Academy the hormone may have a protective
of Ophthalmology meeting in New effect on the retina.

Orleans, used data from 2005-2008 “This is certainly a startling and
from the National Health and Nutri- more likely concerning revelation in this study
tion Examination Survey (NHANES).  tg be diagnosed of over 3,000 healthy women,” says
The study included 3,406 female par-  with glaucoma.  Ben Gaddie, OD, FAAO, in Lexing-
ticipants from the United States, ages comsssss=» ton, KY, and Optometry Times Edi-

torial Advisory Board member. “Although the
study doesn’t conclude that oral contraceptive
use by women causes glaucoma, doubling of
the incidence rate of glaucoma deserves a pro-
spective trial to determine the real impact of
oral contraceptives in glaucoma. I would be
interested in seeing the actual data to deter-
mine if age has any impact on the rate inde-
pendent of oral contraceptive use. We know
that increasing age is a primary risk factor for
glaucoma development. Were the older women
participants more at risk than the 40-year-old
women? The peer-reviewed publication, when
published, should give other researchers a clue
for future investigation. In the meantime, I'm
not convinced that extraordinary screening
measures should be adopted for women with
a history of oral contraceptive use because
the causative relationship is not established
as of yet.”ODT

INSIDEs

GLAUCOMA

The Special Section features IOP as a
cornerstone of glaucoma management and PXF
as a risk factor for cataract surgery. SEE PAGE 16



Today, she presents
with dry eye symptoms.
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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 Sjégren’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.

References: 1. Kassan SS, Moutsopoulos HM. Clinical manifestations and early diagnosis of Sjogren syndrome.

Arch Intern Med. 2004;164:1275-1284. 2. Sjogren’s Syndrome Foundation. Sjogren’s Syndrome Foundation. 2001.

Available at http://www.sjogrens.org. Accessed September 5, 2013. 3. Liew M, Zhang M, Kim E, et al. Prevalence and
predictors of Sjogren’s syndrome in a prospective cohort of patients with aqueous-deficient dry eye. Br J Ophthalmol.
2012;96:1498-1503. 4. Martin LS, Massafra U, Migliore A. Sjogren’s syndrome: an under-diagnosed disorder. CL/. May 2004.
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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

clinical knowledge, insights, and discoveries.
® Providing management information that allows

optometrists to enhance and expand their practices.

Be the first to know
whats happening from the
optometric news authority

® Addressing political and socioeconomic issues
that may either assist or hinder the optometric
community, and reporting those issues and
their potential outcomes to our readers.

Optometry Times

Follow us!

twitter.com/OptometryTimes

Optometry Times

Visit online at www.OptometryTimes.com

Like us!

facebook.

facebook.com/OptometryTimes

Optometry Times

January 2014 @ Vol. 6, No. 1

Chief Optometric Editor Ernest L. Bowling, OD, MS, FAAO
Associate Optometric Editor Katherine M. Mastrota, MS, OD, FAAO

Group Content Director Mark L. Dlugoss
mdlugoss@advanstar.com 440/891-2703

Content Channel Director Gretchyn M. Bailey, NCLC, FAAO
gbailey@advanstar.com 215/412-0214

Content Specialist Colleen McCarthy
cmccarthy@advanstar.com 440/891-2602

Group Art Director Robert McGarr

Art Director Lecia Landis

Publishing/Advertising

Executive Vice President Georgiann DeCenzo
gdecenzo@advanstar.com 440/891-2778

VP, Group Publisher Ken Sylvia

ksylvia@advanstar.com 732/346-3017

Group Publisher Leonardo Avila

lavila@advanstar.com 302/239-5665

Associate Publisher Erin Schlussel
eschlussel@advanstar.com 215/886-3804

National Account Manager Rebecca Hussain
rhussain@advanstar.com 415/971-4650

Vice President Healthcare Technology Sales Drew DeSarle
ddesarle@advanstar.com 440/826-2848

Account Manager, Classified/

Display Advertising Darlene Balzano
dbalzano@advanstar.com 440/891-2779

Account Manager, Recruitment Advertising Joanna Shippoli
jshippoli@advanstar.com 440-891-2615

Business Director, eMedia Don Berman
dberman@advanstar.com 212/951-6745

Director, Sales Data Gail Kaye

Sales Support Hannah Curis

Reprints 877-652-5295 ext. 121/bkolb@wrightsmedia.com
Outside US, UK, direct dial: 281-419-5725. Ext. 121
List Account Executive Renée Schuster
rschuster@advanstar.com 440/891-2613
Permissions/International Licensing Maureen Cannon
mcannon@advanstar.com 440/891-2742

Production

Senior Production Manager Karen Lenzen

Corporate Director Joy Puzzo
Director Christine Shappell
Manager Wendy Bong

YAADVANSTAR

Chief Executive Officer: Joe Loggia

Chief Executive Officer Fashion Group, Executive
Vice-President: Tom Florio

Executive Vice-President, Chief Administrative Officer &
Chief Financial Officer: Tom Ehardt

Executive Vice-President: Georgiann DeCenzo
Executive Vice-President: Chris DeMoulin
Executive Vice-President: Ron Wall

q R

Executive Vice-Presi i y

Rebecca Evangelou
Executive Vice-President, Human Resources: Julie Molleston

Sr Vice-President: Tracy Harris

Vice-President, Information Technology: Joel Horner
Vice-President, Legal: Michael Bernstein

Vice-President, Media Operations: Francis Heid

Vice-President, Treasurer & Controller: Adele Hartwick

Advanstar Communications Inc. provides certain customer contact data (such as customers’ names,
addresses, phone numbers, and e-mail addresses) to third parties who wish to promote relevant products,
services, and other opportunities that may be of interest to you. If you do not want Advanstar Commu-
nications Inc. to make your contact information available to third parties for marketing purposes, simply
call toll-free 866/529-2922 between the hours of 7:30 am. and 5 p.m. CST and a customer service rep-
resentative will assist you in removing your name from Advanstar’s lists. Outside the U.S., please phone
218/740-6477.

OPTOMETRY TIMES does not verify any claims or other information appearing in any of the adver-
tisements contained in the publication, and cannot take responsibility for any losses or other damages
incurred by readers in reliance of such content.

OPTOMETRY TIMES cannot be held responsible for the safekeeping or return of unsolicited articles,
manuscripts, photographs, illustrations or other materials.

Library Access Libraries offer online access to current and back issues of Optometry Times through
the EBSCO host databases.

To subscribe, call toll-free 888-527-7008. Outside the U.S. call 218/740-6477.

american
business
mediagd

T ey

AMM izeeas



OptometryTimes.com | JANUARY 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 Associates
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.



I —

NBEO

Continued from page 1

years,” says Jack Terry, OD, PhD, president of
NBEO-BC, and executive director of NBEO,
speaking exclusively to Optometry Times. “We
know that a large number of optometrists
have felt that they are board certified purely
because they had passed NBEO Parts I, II,
and III and Treatment and Management of
Ocular Disease (TMOD). The National Board
has felt that board certification without a sig-
nificant maintenance of certification program
is an inappropriate alignment.”

As the National Boards currently stand, op-
tometrists are not required to reassess their
knowledge after passing Parts I-IIl and TMOD.
Instituting the CPDO exam will give optom-
etrists the opportunity to stay current with
changes in optometric knowledge.

Says Terry: “The impetus behind this board
certification is to acknowledge the currency
of having passed the National Boards Parts
I, I, III, and TMOD and that there is a cer-
tain shelf life of knowledge that has been
assessed. Right now, there is no reassess-
ment ever through NBEO. There is no main-
tenance of certification. There is no way to
give individual optometrists insight via an
intermittent diagnostic report on how well
they’ve done in keeping up with the science
of optometry. This new program will solve
some of those awkward issues.”

Maintenance of certification will be required
every 7 years for ODs certified under NBEO’s

program. In addition to knowing passage or
failure, optometrists taking the maintenance
exam will know strengths and weaknesses
of 9 assessment topics. Such information will
allow ODs to tailor ongoing continuing edu-
cation to bolster areas of weakness.

‘The impetus behind this
board certification Is to
acknowledge the currency
of having passed the
National Boards and there
Is a shelf life of knowledge

that has been assessed!
Jack Terry, OD, PhD

The CPDO exam carries a $500 fee and
will be administered at more than 200 test-
ing centers across the country. The first test
is scheduled for March 3, 2014, and another
date is planned for the third quarter of 2014.
Moving forward, the number of exam dates
per year will increase as demand grows.

NBEO and NBEO-BC announced the new
board certification program via its Web sites.

JANUARY 2014 | Optometry Times

NBEO is in the process of sending letters and
e-mails to its members with information.

Requirements for board certification
According to the NBEO-BC Web site, TPA-cer-
tified optometrists interested in NBEO board
certification must fulfill one NBEO exam pas-
sage requirement and one experience-related
requirement.

NBEO exam passage requirements:

= ODs graduating earlier than 1987: passed
NBEO Parts I, II (or IIa or IIb), TMOD,
and take CPDO within 3 years

= ODs graduating 1987-1993: passed NBEO
Parts I, I, TMOD, and take CPDO within
4 years

= ODs graduating 1994-2014: passed NBEO
Parts L, II, III, TMOD, and take CPDO
within 6 years

= ODs graduating 2015 and beyond, passed
NBEO Parts [, II, III, TMOD, Injections,
and take CPDO within 7 years

Experience-related requirements:

= Complete 3 years of active practice

= Attain a score of 450 or above on all
NBEO Parts I, II (Ila or IIb) and III, PLUS
2 years of active practice

= Complete a 1-year ACOE accredited
residency

AlINBEO board certified optometrists must
agree to participate in the NBEO-BC mainte-
nance of certification program.ODT

In Brief

January is National
Glaucoma Awareness
Month

Chicago—Prevent Blindness and other eye health
organizations have declared January as Na-
tional Glaucoma Awareness Month. Prevent
Blindness seeks to educate the public on the
second leading cause of blindness, following
cataracts, by providing free resources through
its Glaucoma Learning Center.
Glaucoma risk factors include:
= Age. Those who are 40 and older are
more likely to develop glaucoma. The
older you are, the greater your risk.
= Race. People of African or Afro-Carib-
bean heritage are more likely to develop
glaucoma than the rest of the popula-
tion. They are also more likely to de-
velop glaucoma at a younger age.

= Family history. If you have a parent or
sibling who has glaucoma, you are more
likely to develop the disease.

= Diabetes. People with diabetes have a

higher risk (40 percent) of developing
glaucoma.

= Myopia. People who are very myopic

are at greater risk.

= Eye injury or surgery. Those who have

had eye surgery or eye injuries may de-
velop secondary glaucoma.

= Steroid medication. Steroids may in-

crease the risk of glaucoma when used
for extended periods of time.

Prevent Blindness has recently put together
free fact sheets, www.preventblindness.org/
health-insurance-and-your-eyes, for your
patients to help answer common questions
about health insurance coverage for glau-
coma, the Affordable Care Act, and eye care.

According to the 2013 Cost of Vision Prob-
lems: The Economic Burden of Vision Loss
and Eye Disorders in the United States report,
http://costofvision.preventblindness.org/,

glaucoma and disorders of the optic nerve an-
nually cost $5.8 billion, with an annual per-
person treatment cost of $2,170.

AOA announces interim
staff leadership

Washington, DC—The Board of Trustees of the
American Optometric Association (AOA) has
named Jon Hymes as interim executive di-
rector and Renee Brauns as interim deputy
executive director.

For the last 9 years, Hymes has served as
director of the organization’s Washington,
DC, office. Brauns joined the AOA in 1999 and
has been chief operating officer since 2010,
overseeing the 7 groups and centers based
at the headquarters in St. Louis.

The interim appointment of Hymes and
Brauns takes effect with the departure of cur-
rent Executive Director Barry Barresi, OD. The
AOA plans to undertake a thorough search
to select a permanent executive director.ODT
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Optometrist,
care for thyself

Ernie Bowling, OD, FAAO
Chief Optometric Editor

Itis human nature to ignore our mortal-
ity. I also know running a small business
like most of us do, we have our eyes on
temporal problems: payroll, staff, insur-
ance. What gets neglected most often
is ourselves. Which is really ironic as
we’re often concerned with investing
in our practice, when in truth the most
important asset in our practice is us!

Iread an article in the New York Times
detailing how doctors prepare for end-
of-life differently than the general pub-
lic.! Tdon’t want to get all morbid here,
but the piece got me thinking about
decisions I had not made because I've
been just too dadgone busy. That’s my
excuse, and I'm sticking to it.

Are we neglecting our own health in
caring for others? When was the last time
you had a complete physical exam, with
blood work and the probing in all the un-
comfortable places? Let’s go even further:
when was the last time you, eye doctor,
had your eye pressures checked and a
dilated retinal exam? It’s like the flight
attendant tells us during the pre-flight
safety briefing: put your oxygen mask
on first before placing one on others!

Procrastination aside, we need to con-
sider more grim end-of-life issues. Do

you have a will? You’re not alone if you
said no. Between half and two-thirds of
American adults don’t either.? A will is
the only way to ensure your assets are
distributed according to your wishes.
Even if you’ve told your family how you
want your assets handled, without a will,
a probate judge decides your estate, and
the government takes a big chunk. Do
you have dependent children? A will
ensures you choose their guardian. Do
you have a living will or power of attor-
ney in case your end doesn’t go the way
you had envisioned? Spare your family
this burden by making these decisions
now, instead of leaving them for what
will be a difficult and emotional time.
We are all very concerned when it
comes to providing the best care for our
patients, but we need to care for our-
selves first so we can continue to care
for our patients. Why not resolve here
in the New Year to care for yourself?
Go get the 20,000-mile checkup. Call
an optometrist friend and swap out eye
exams. Call your attorney and take care
of these legal issues. You'll feel much
better once you do. I know I did.ODT

References

1. Gorenstein D. How doctors die: showing
others the way. New York Times. 2013
Nov 19:F1.

2. Fowles D. Why you need a will.
Financialplan.about.com/cs/
doityourself/a/WhyYouNeedWill.htm.
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Goals, not resolutions

We're all in
this together

Katherine M. Mastrota, MS,
0D, FAAO
Associate Optometric Editor

I really enjoy being an optometrist and would wager
you do, too. One of the things I cherish about our
profession is our collegiality.

Over the years, I have witnessed optometrists join-
ing forces to support a colleague in need. Whether
it is as simple as sending a projector bulb to the doc
down the street or as weighty as sharing office space
after natural disasters, ODs help one another regard-
less of their views on professional politics. We may
have conflicting opinions, but we are of one mindset.

I have had the opportunity to be on the giving and
the receiving end of our optometric bond. “It is bet-
ter to give than receive,” they say, but three times in
one month to receive was big for me.

Denise Whittam, OD, past NYSOA president and
dedicated AOA member, came to the aid of my emer-
gency patient when I was out of town. Bob Geula,
OD, longtime NYC optometrist, delivered my personal
contact lenses to me via messenger. Justin Bazan,
OD, social media guru and Optometry Times col-
umnist, gave me the combination to the lock of his
Brooklyn office to examine a surgery patient in his
exam room when I could not get to mine. How much
better can it get?

So when you feel yourself becoming hot under the
collar at the next local society debate, remember that
the doctor in the seat next to you may be the one
who sends you a slit-lamp bulb or sees your patients
when you can’t. Remain delighted in our profession
and what we can accomplish in unity.ODT

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

So here we are, facing another bleak, dreary
January. I really hate January. One of the
reasons I hate January is New Year’s reso-
lutions. Why do we spend time at the dawn
of each new year coming up with a list of
things wrong with us?

Lose weight. Eat more healthfully. Quit
smoking. Exercise more. Spend more time

with our kids. Spend more time with our
parents. Spend more time with our extended
family. Watch less TV. Read more. Cook din-
ner more often.

Need I continue?

Rather than resolutions, I suggest we come
up with goals. A resolution sounds so...res-
olute. Defined. Stand-alone. Weighty. Like
a declaration. 1t should be written in capi-
tal letters: RESOLUTION. Goal, on the other
hand, is by its very nature a work in prog-
ress. Progress, not perfection, is what you're
looking for. A goal allows room for mistakes

and recalibrating.

Maybe that’s why so many gyms are crowded
in early January and empty by mid-Febru-
ary. Once you miss a day or two at the gym,
pick up fast food, or sneak a smoke, you're
no longer resolute. You might as well write
FAIL on your forehead in Sharpie.

Resolutions vs. goals reminds me of a very
powerful little statement my friend Nell shared
with me: Don’t let perfect be the enemy of the
good. Think about that for a second. It means
that every day you get a new opportunity to
<insert goal here>. Isn’t that fabulous?0DT
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Do patients really feel a difference?

Recently, a group of 283 subjects wearing senofilcon A (Acuvue

Oasys, Johnson & Johnson Vision Care) as a daily wear (DW)

lens and using one of four multipurpose solutions (MPS) or

a hydrogen peroxide system were evaluated and compared to

patients wearing senofilcon A as a daily disposable (DD) lens.!

Ofthe four MPS studied, two were PHMB
solutions and two were Polyquad/Aldox
solutions. Three subjective parameters
were used to rate each subject’s wear-
ing experience: comfort at insertion, end-
of-day comfort, and end-of-day dryness.
Researchers also evaluated the incidence
rate of two adverse events (AE), corneal
epithelial infiltrates (CEI) and solution-
induced corneal staining (SICS), as well
as the effect of these AE on the subject’s
experience (comfort and dryness). Be-
cause all subjects wore the same brand
of lens and the results were compared
to its use as a DD lens (i.e. without so-
lution), this review was able to isolate
the comfort ratings and adverse events
to the lens care product alone.

Comparing adverse events
It is no surprise that patients wearing se-
nofilcon A as a DD lens experienced fewer
CEI (0) and SICS (1) and had the highest
comfort ratings. Among sub-
jects using solution, the Poly-
quad/Aldox group scored the
highest comfortratingin each
category, followed by the H.0,
group, and then PHMB.
When comparing adverse
events among DW patients,
those using H,0, had the low-
est incidence of CEI or SICS. And those
using Polyquad/Aldox solutions had a
lower incidence of AE compared to those
using PHMB solutions. There is a con-
tinued debate, however, as to the signif-
icance of these events, especially SICS.
In this study, regardless of the solution
used, patients experiencing either CEI or
SICS rated their comfort lower in each of
the three categories compared to those

without AE. This demonstrates that both
CEIs and SICS have a negative effect on
clinical patient experience.
Afterisolating adverse events and com-
fort ratings to the lens care product, the
researchers established that the H,0, so-
lution was associated with fewer AE but
delivered inferior comfort scores com-
pared to the Polyquad/Aldox solutions,
and the inverse was true. The PHMB users
reported the lowest comfort scores and
incurred the highest incidence of AE.
While the first study showed a very
clear-cut relationship between AE and
comfort ratings, a second study with more
variables showed no correlation. In this
study, researchers compared AE rates
and comfort scores among 28 combina-
tions of lenses and solutions, using about
40 patients per combination.? Four solu-
tions were studied: H,0,, PHMB, and Poly-
quad/Aldox with/without EDTA. Results
were also compared with those wearing

Crystal M. Brimer, OD, FAAO

Dr. Brimer is in private practice in Wilmington,
NC, and has special interests in contact

lenses and dry eye. E-mail her at drbrimer@
crystalvisionservices.com

DD lenses. Researchers here included a
wide range of AE, as opposed to isolat-
ing CEI or SICS. Again, DD patients had
significantly fewer AE compared to any
DW combination, though comfort was
not universally superior. Among the lens
and solution combinations, H,0, had the
lowest AE rate. However, both the comfort
ratings and AE rates varied significantly
according to the specific combination of
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e strengths and
fferent solutions

Figure 2: Staining

lens/solution. There was no consistency
in performance with any one solution.
We gain tremendous knowledge through
research. But sometimes when indus-
try products are involved, there can be
conflicting reports about the underlying
cause of an adverse event or its true im-
plication in patient care. Ultimately, it is
our responsibility as practitioners to sift
through the data, relate it to what we see
in our own practice, and form our beliefs
accordingly. But it is essential that we
differentiate between preservatives and
products and form some sort of belief.
Only when we are convicted of the dif-
ference between products will patients be
convicted that there is a difference.ODT
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Amniotic membrane In ocular
surface disease

The membrane can be employed in-office as a biologic bandage.

Human amniotic membrane is a collagenous membrane de-

rived from the submucosa of the placenta, the area in which a

fetus grows and develops within the mother’s uterus. Human

amniotic membrane is composed of a single epithelium layer,

a thick basement membrane, and an avascular stromal matrix.

The properties of amniotic membrane
make it ideal for wound healing/tissue
regeneration and in eye care, managing
corneal and conjunctiva disease/recon-
struction. A 2007 article gives historical
perspective, property review, and prepa-
ration processes of amniotic membrane.!

In 1940, De Roth first reported use of
fetal membranes on the ocular surface
using amnion and chorion as a biologi-
cal dressing for managing conjunctival
defects.? Although found to be of benefit
at that time, amniotic
membrane therapy has
become popular only in
the past two decades.
Poor clinical outcomes
in the early 20" cen-
tury may haveresulted
from poor processing

Amniotic membrane preparation
Human amniotic membrane is harvested
under sterile conditions from the pla-
centa of elective cesarean section after
full-term pregnancy in medically cleared
donors. Amnion can be prepared for im-
plantation a number of ways. Heat- or
air-dried amniotic membrane loses some
of its biologic properties and is not ideal
for ocular surface rehabilitation. The tis-
sue can be lyophilized (freeze-dried),
which induces minimal change in its

Katherine M. Mastrota, MS, OD, FAAO
Dr. Mastrota is center director of Omni Eye Surgery

in New York City and associate optometric editor

of Optometry Times.

that compromised the
amnion’s biologic properties.

What makes it special?

Amniotic membrane contains collagen and
specialized proteins such as fibronectin,
laminins, proteoglycans, and glycosami-
noglycans. It can act as a bandage contact
lens, allowing corneal epithelialization
beneath it. Dogru demonstrated that am-
niotic membrane improves corneal sen-
sation and tear stability.’ The basement
membrane of amnion can support the
expansion of progenitor cells, making
it useful for treating partial limbal stem
cell deficiency. Amniotic membrane in-
hibits inflammation and angiogenesis,
and the presence of proteinase inhibi-
tors may facilitate wound healing.* It
has antimicrobial properties and pre-
vents wound surface drying, thereby
accelerating healing.

)

properties for treatment of the ocular
surface. For example, AmbioDisc (IOP
Ophthalmics) is dehydrated via a pro-
prietary (Purion) process that preserves
the key elements associated with heal-
ing. Amnion can be preserved in cold
glycerol and cryo-preserved and stored
frozen at -80 degrees (AmnioGraft, Am-
nioGuard, ProKera [BioTissue]).

In the optometric office

Amniotic membrane can easily be applied
in the office to manage corneal disease.
The AmbioDisc dehydrated membrane
is positioned on the corneal surface and
thenretained beneath a soft contact lens.
The ProKera device (a self-retaining, cryo-
preserved amniotic membrane secured
inathin, 16-mm flexible ring) is inserted
in a one-step process; the ring-encircled
amnion is simply slipped in under the

upper eyelid which positions and holds
the membrane over the cornea.

Indications for amniotic membrane
therapy include:

= Neurotrophic epithelial defects

= Shield ulcers

= Corneal abrasions

= Corneal ulcers

= Corneal burns

= Filamentary keratitis

= Dry eye and exposure keratopathy
= Recurrent corneal erosion

= Salzmann’s nodular degeneration
= Chemical and thermal burns

= Post-infectious keratitis

Applied amniotic membrane will disin-
tegrate or be absorbed at different rates,
depending on the amount of surface in-
formation present—determining when
to remove the amniotic membrane is
patient and case dependent. Varying
membrane thicknesses are available com-
mercially in multiple amnion graft de-
signs for more severe pathology or con-
ditions that require therapy for longer
periods of time.

Active amniotic membrane can be em-
ployed in-office as a biologic bandage
that reduces inflammation and mini-
mizes scarring in ocular surface/corneal
pathology. Optometrists are qualified to
utilize this advanced, well-reimbursed
treatment modality.ODT
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ODs must be responsible
misconception about opto

Communication, education key to changing perception

The other day, in between seeing patients, I found the time

to read an article online concerning glaucoma. The article

was from a major news network and highlighted a possible

increased risk of glaucoma with use of an oral contraceptive.

Toward the end of the article, some patient advice was out-

lined that caught my attention: according to the authors, a per-

son at risk should be followed closely by an ophthalmologist.

I didn’t get up screaming. I didn’t hurl
my computer across the room. I didn’t
even let my inferiority complex show
through the emotions I was feeling. In-
stead, I calmly and politely wrote a let-
ter to the news organization explaining
what optometrists are, and that glaucoma
was what I, as an optometrist, spent
most of my days dealing with. Then, I
got to dwelling on all of the people and
organizations I’d like to blame for state-
ments like these. However, I then had
an “a-ha” moments—and actually began
blaming myself.

“When I'm all finished, I will send a
final letter to you saying that the patient
is being returned to you for continued
optometric care,” he said.

“What does ‘optometric care’ mean?”
I asked.

“It means whatever you think it means,”
he said.

“Well, what does that mean?” I asked.

“There are optometrists in this city
who don’t even look at the optic nerve,
and you know who they are,” he said.

You know what I said? Nothing. Abso-

I started to think
about what I do to
help the general pub-
lic understand what it
means to be an optom-
etrist. The majority of
my speaking engage-

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.

ments and articles
written are for other
optometrists. However, I can’t think of
many times in which I've been proac-
tive in promoting full-scope optometry
to non-optometrists. My response to the
article was a reaction that was likely too
little, too late for this particular scenario.

Missed opportunity

In reflecting on this article, I'm reminded
of a conversation I had about a year ago
with a glaucoma specialist. He’d never
met me before, and we had shared a
few patients. I was asking him about
his typical modus operandi with refer-
rals when he said something intriguing.

lutely nothing. I was floored and speech-
less because I knew he was right. I knew
who referred any and all pathology to
ophthalmology, and I knew this guy had
no reason to think I was any different.
I also knew I had to start doing some-
thing to further a shift from this para-
digm of thinking. Actually, I should have
thanked this man for giving me the op-
portunity to explain that I was residency
trained in ocular disease. Also, I should
have kicked myself for not reaching out
to him and others in my community
sooner to try to dispel these myths and
generalizations.
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or public
metry

It is truly an exciting time to be an
optometrist. Technological and scope
advancements are allowing us to better
care for our patients (who usually don’t
want to go anywhere else) and have fun
doing it. We are primary eye care, and
we have the tools and more than enough
educational resources to manage glau-
coma and other eye diseases effectively.

We are primary eye
care, and we have the
tools and more than
enough educational
resources to manage
glaucoma and

other eye diseases
effectively.

I promise that in 2014 I will do a bet-
ter job of communicating to the public
all that optometry is and does for our
patient base (which is about 70% of the
U.S. population).'I will also try to think
of ways to increase OD-to-OD referrals—
I do a lot of glaucoma, but prisms and
specialty contact lenses make me shiver.
I will remember optometry’s roots and
be thankful for all who came before my
generation. And, lastly, I will not surf the
Internet at work anymore (well, maybe
just not as much).ODT
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Dropouts—not in my practice

Prevent dropouts before they happen

We have talked about dropouts in contact lens practice since
we started fitting lenses. Jason Nichols, OD, said 16% of contact
lens wearers permanently drop out of lens wear each year.!
Many others quote 15-30% of lens wearers drop out each year.
In 2010, John Rumpakis, OD, conducted an extensive survey
on dropout rates. He found that 17% of lens wearers were
dropping out permanently from lens wear.? If we are seeing
about 20% new contact lens fits a year, we are barely keeping
even in our practices. If you want to feel ill, start adding up

the lost revenue.

Crunching the numbers

If we take an average contact lens pa-
tient, assume the patient returns every
15 months, and has a 10-year lifetime in
the practice, that equates 8 visits. Now
assume the patient spends about $400
at each visit and purchases glasses 3
times in the 10 years at about $500 each
time. This equals $4,700, what the av-
erage contact lens patient will spend
in your office over 10 years. Assuming

Optometric Association.

= Patients who say they still have a
box of lenses they haven’t used
These are all opportunities to pre-
vent our patients from needlessly end-
ing their contact lens wearing. Staff con-
versations are critical—staff often will
elicit responses that our patient may be
embarrassed to tell us. Make sure the
staff notes these types of comments.
Ensure staff talks to patients about:
= New technology in lenses

David I. Geffen, OD, FAAO

Dr. David Geffen is a director of optometric and refractive services in San Diego, CA. He
has lectured and written extensively on contact lenses, refractive surgery procedures and
intraocular lenses. He is the treasurer for the Optometric Council of Refractive Technology
(OCRT) and is serving as the chair for the OptoWest Advisory Panel for the California

your practice sees 600 contact lens pa-
tients per year, then losing 20% a year
can be a loss of 120 patients. The loss
revenue grows exponentially and ends
up in the millions over the 10-year pe-
riod. We work so hard to get patients, it
make sense to stop this bleeding.

Identifying dropouts before they
happen
The key is to identify those in our prac-
tices who are potential dropouts. There
are many signs we must pay attention to:
= Patients who tells us their wearing
time has dropped
= Patients who complain of end-of-
day dryness

o

= Materials which help with dry eyes

= Success with multifocal designs

We need to create the excitement the
patient had when he first asked to wear
contact lenses.

Ask questions, listen to the
answers

Once the patient is in your exam chair,
ask questions to get the truth about his
lens wear. Ask when he removes his
lenses; if he says he can’t wait to get
home and take them out, you have elic-
ited much better information than, “I
wear my lenses 12 hours a day.” Now,
we can fix a problem and create a happy
patient. We tend to get lazy because we

Identify potential
dropouts

Possible signs include:

= Patients who tells us their wearing time
has dropped

= Patients who complain of end-of-day
dryness

= Patients who say they still have a box of
lenses they haven't used

O

are so busy and know that there is an-
other patient waiting for us in the next
room. We don’t spend the extra 2 min-
utes it takes to really find out how the
patient is doing with his lenses.

We are in a new golden age of contact
lens technology. We have seen new devel-
opments in lens materials and designs.
New multifocal designs have the ability
to keep the presbyope in contact lenses
for many more years. Daily disposables
have become very affordable and are a
great assist for many of our challeng-
ing patients. And don’t forget about the
vast new technologies in gas permeable
lenses. Semi-scleral and scleral lenses
have kept many people in lens wear who
may have gone to surgical options in-
stead. We also have new solutions, which
help keep the lenses cleaner and wet-
ter than older products. It is important
to prescribe the solution as well as the
lens to show how important lens care
is to overall wearing success.

Doctors, we can complain all we want
about patients buying off the Internet
or at big box chains, but dropouts are
our problem. We need to address this
problem head on. We need to actively
recommend what is best for our patient
and not be so concerned about costs and
availability. When we do what is in our
patients’ best interest, it always ends up
being best for our practice.ODT
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A different approach to treating

demodex

blepharitis

Tea tree oil Is an answer to this chronic, but manageable condition

By Scott Schachter, OD

ou see them year after year in your
chair: persistent cylindrical dandruff
(CD), red lid margins, and eyelash dis-
tention. You’'ve prescribed lid scrubs
with baby shampoo, warm compresses, and
even steroid/antibiotic combo drops, but noth-
ing seems to resolve the condition. If this is
the case, it’s likely you are dealing with de-
modex blepharitis. Research indicates that de-
modex is present in all, or at least most, cases
of anterior blepharitis.' Studies have shown
that cylindrical dandruff is pathognomic for
demodex,"? while conventional wisdom holds
that blepharitis is staphylococcal or sebhor-
reic.’ This represents a paradigm shift and
requires a different approach to treatment.

Take-Home Message

Demodex is present in most cases of anterior
blepharitis. In-office treatment with tea tree oil, regular
follow-up visits, and at-home patient care help reduce
the population of the demodex mite and improve
anterior blepharitis.

While the aforementioned conventional
treatment options can clean up the mess and
decrease some signs of blepharitis, none are
toxic to demodex, and the condition will per-
sist.* While new treatments under consider-
ation include topical or oral ivermectin and
Greenbug for People cedar oil, a new treat-
ment paradigm is taking shape, and tea tree
oil is at the heart of it.

Left untreated, or poorly managed, chronic
blepharitis has many adverse effects—it causes
allergy, inflammation, lash loss and misdi-
rection, telangiectasia, and may play a role
in meibomian gland dysfunction.’

Demodex blepharitis is nothing new. Inter-
est has waxed and waned over the years, and
alandmark paper on demodex was produced
by an ophthalmologist in 1967.° He lamented
the fact that he had overlooked demodex for
over 30 years! Most eyecare practitioners have
overlooked demodex as well.

Before starting treatment
Some things to consider before initiating

Figure 1. A group of demodex mites (at least six) separated from the eyelash root. Note the air bubble that
can occur when wicking fluorescein under the cover slip.

Figure 2. Severe cylindrical dandruff.

treatment:
Anterior segment photographs are use-
ful to monitor progress and to educate
patients.
You can epilate lashes and show the mites
to your patients, which should increase
treatment compliance.
Consider using an allergy survey, such
as total ocular symptoms score (TOSS)
to monitor subjective improvement.
Because macadamia nut oil will be used
in-office, ask about nut allergies.

It is important to set expectations and ed-
ucate patients. I explain that demodex is a
ubiquitous mite. All adults have some mites,
but if we see blepharitis, they simply have

Figure 3. The Demodex Kit from Ocusoft.

too many. In fact, recent analysis of 100 con-
secutive patients in my practice showed more
than 25 had demodex blepharitis confirmed
with a microscope. The goal of the treatment
is to decrease, not eradicate, the mite popula-
tion. Tell patients that demodex is a chronic
but manageable condition. Long-term eyelid
hygiene will be required.

I classify patients as mild, moderate, or
severe based on quantity of cylindrical dan-
druff (CD). I use a relative scale of 0-3:

1 is mild, with CD present on fewer than
5 lashes

2 is moderate, with CD present on 5-9
lashes
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3 is severe, with CD present on 10 or
more lashes.
You may develop your own scale. I treat
patients based on signs, not symptoms.

Treatment

My current, but evolving, treatment algo-
rithm is based on the advice of Mario Guti-
errez, OD, of San Antonio, TX.

Mild cases are prescribed at-home treatments
that involve tea tree oil lid wipes twice a day
and tea tree oil shampoo and facial wash. Cli-
radex by Bio-Tissue is currently my lid wipe
of choice. Moderate to severe patients are
treated weekly in-office with tea tree oil for
3 consecutive weeks at a minimum and use
tea tree oil lid wipes twice per day at home.
In addition, every 3-6 months I treat severe
patients with Rysurg’s new BlephEx device
(see “New products help provide treatment”).

Left untreated, or poorly
managed, chronic
blepharitis has many
adverse effects—It causes
allergy, inflammation, lash
loss and misdirection,
telangiectasia, and may
play a role in meibomian
gland dysfunction. A new
treatment paradigm Is
taking shape, and tea tree
ol Is at the heart of It.

Tea tree oil lid wipes can have an intense
sensation that diminishes over time. I advise
my patients to think of a cooling vs. a burn-
ing sensation. We demonstrate this in-office,
so patients know what to expect. Patients are
instructed to use the wipes on the eyelashes,
forehead, eyebrows, and cheeks because the
mites live in these places as well.

This is my in-office treatment protocol:

Testravisc (tetracaine, Ocusoft) drops
are applied prior to treatment.
Sit the patient behind the slit lamp.

Ocular Surface Disease | 15

New products help provide treatment

BlephEx is a new device, similar to an Alger
brush in appearance, made by Rysurg. The
handpiece is used to spin a medical-grade
micro-sponge along the edge of the eyelids and
lashes to mechanically remove collarettes. The
procedure takes about 10 minutes. | am in the
process of learning the most effective technique
to remove CD.

I have used this device for only a short time,
and there is a learning curve. I've discovered
some useful tips:

Prior to treatment, use warm compresses to
loosen CD.

Saturate the sponge. Wet the lids, too. Both
sponge and lids tend to dry quickly. For wet-
ting, I used Ocusoft Tears Again Advanced
Eyelid Spray, poured in a small cup.

When putting the disposable sponge on the
BlephEx, don't push too hard. It can be dif-
ficult to remove.

With the patient looking away from the
lid you are working on, use a cotton
swab to apply a 50-50 mixture of tea tree
oil and macadamia nut oil to the base
of the eyelashes. Try to loosen the CD.
Control the lid with one hand, and apply
the tea tree oil mix with the other, being
careful to avoid the cornea.

The patient should sit with his eyes closed
for 10 minutes.

Reapply the mixture and have the pa-
tient sit with closed eyes for another
10 minutes.

Rinse the patient’s eyes thoroughly.

Ireassess all patients after 1 month. Some
patients, especially those with dense eyelashes
or heavy CD, may require more treatments.
Once the blepharitis is under control, patients
are continued on tea tree oil lid wipes at home
on daily basis and followed in 2-3 months.

All patients are given information sheets
about blepharitis as well as homework, such
as discarding makeup, using hot water, and
drying linens on the high dryer setting. Fam-
ily members should also be evaluated, and
treated if needed, for demodex.

Due to recent dermatological research
showing a link between demodex and rosa-
cea,® the mite has once again come into the
spotlight. I have found that diagnosing and
treating these patients has them looking and
feeling better. Many treated patients have
commented that their eyes haven’t felt this
good in a long time.ODT

For numbing, tetracaine works better than
proparacaine to minimize the “tickling” sen-
sation, which can be intense.

A loupe is helpful for better viewing.

The Demodex Convenience Kit by Ocusoft
contains many items, but I find the tea tree oil
and spray to be the most helpful.

Small container of tea tree oil; | save this for
future treatments

Lid Scrub pads

Applicator brush

Ointment

Tears Again Advanced Eyelid Spray

Some practices may suggest that patients
purchase this kit. | prefer to apply the tea tree oil
myself in-office to avoid surface trauma, and I'd
rather patients didn't have tea tree oil at home.
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JOP as a cornerstone to
glaucoma management

|OP measurement and management is key to slowing glaucoma progression

By Christopher W. Lievens, OD, MS, FAAO

he measurement and management of

intraocular pressure (IOP) in patients

with glaucoma is critical. Even with

the onslaught of new technologies to
monitor progression and make earlier diag-
noses, IOP remains a crucial data point in the
optometric examination. The focus of all cur-
rent means to quell the progression of glau-
coma is control over IOP. As such, a careful
review of glaucoma facts and key research
endeavors is prudent.

[ Take-Home Message A
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Control over IOP is the current focus of means to slow
the progression of glaucoma. Careful review of facts
and key research studies is prudent. Approximately
5-10 million people in the U.S. have elevated IOP.
These rates are projected to triple by 2050, with the

south and southwest being prime areas.
W 5P J

In the United States, glaucoma is still a very
prevalent disease state. Glaucoma is one of the
leading causes of blindness in the U.S.—more
than 4 million Americans have a glaucoma
diagnosis, and an additional 2 million may
have it but are not yet aware. What’s more,
approximately 5-10 million people in the U.S.
have elevated IOP. These rates are projected
to triple by 2050, with the south and south-
west being prime areas.

A number of diagnostic tests are used for the
detection and progression analyses of glaucoma,
including (with corresponding CPT codes):

= Gonioscopy, 92020

= Perimetry, 92083

= Tonometry, (bundled with exam code)

= Serial/diurnal measurement, 92100

= Optic nerve head (ONH) tomography/to-
pography, 92133

= Pachymetry, 76514

= ONH photography, 92250

Of the tests noted, gonioscopy and serial to-
nometry are occasionally omitted in the care
of glaucoma patients. Gonioscopy is a nec-
essary procedure to be performed upon any
glaucoma diagnosis because open-angle and
narrow-angle glaucomas may require differ-

ent treatment strategies. Gonioscopy should
also be done on a scheduled basis as the pa-
tient ages because the angle can narrow over
time. Serial tonometry (usually defined as four
measurements of IOP over at least a 4-hour
period) may also be underperformed and yet
still offers useful results. A variable diurnal
curve of IOP poses increased risk for the glau-
coma patient and should be monitored.

Advanced Glaucoma

Intervention Study

Arguably one of the most influential glau-
coma research trials to date has been the Ad-
vanced Glaucoma Intervention Study (AGIS).>
AGIS enrolled patients with known unstable
glaucoma (such as worsening visual field loss
and/or advancing atrophy of the nerve fiber
layer with optic nerve head atrophy). This trial
was large in that it enrolled 591 patients and
monitored the progression of 789 eyes. AGIS
randomized the treatment of eyes to either
argon laser trabeculoplasty (ALT) or surgi-
cal trabeculectomy.

There was no difference that was statistically
significant in the outcome between treatment
groups. However, an analysis of the data did
reveal some very important points regarding
IOP management in unstable glaucoma pa-
tients. Eyes in which 100% of visits over a
6-year period had an IOP <18 mm Hg also
had a visual field defect score (from baseline)
close to 0. This was in stark contrast to those
eyes in which only 50% of visits had an IOP
<18 mmHg and visual fields continued to
worsen. Furthermore, the lower the IOP, the
more reduced the progression. Those with 15
mm Hg IOP showed half the progression of
those with 18 mm Hg, and those with 13 mm
Hg showed half the progression of 15 mm Hg.
The results indicated that lower IOP resulted
in patients who were far better managed.? So,
with unstable glaucoma patients, low IOP is
an excellent goal.

Collaborative Initial Glaucoma
Treatment Study

The Collaborative Initial Glaucoma Treatment
Study (CIGTS) answered a question that had
been burning at the time.* Optometrists fre-
quently manage glaucoma patients who strug-

From the Chair

On October 22, 2013, the Primary Care Section
of the American Academy of Optometry held
its first Diplomate Preparatory Course. We
presented 8 hours of excellent, COPE-approved
CE. Our two main goals were to provide
outstanding CE that would help prepare
potential candidates to become Diplomates
of the Section, and to describe the process of
becoming a Diplomate and encourage those
in attendance to apply to become a candidate.
Both goals were met and even exceeded. |
thank Optometry Times for publishing this
piece, which is the first in a series of articles
that will summarize the topics we covered. If
you're interested in becoming a Diplomate

of the Primary Care Section, you will find the
requirements on the American Academy of
Optometry’s Web site, http;//www.aaopt.

org. We hope that more will join us next year
for a great day of continuing education and
fellowship.

—Hal Bohlman, OD, FAAOQ, Diplomate (PC)
Chair, Primary Care Section
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gle with medical therapy compliance. The per-
tinent question is whether surgery for newly
diagnosed patients would positively affect
quality of life without the need for regular
medication instillation. CIGTS answered this
question by examining 607 newly diagnosed
glaucoma patients and randomized them to
either topical therapy or surgical trabeculec-
tomy. After 5 years, the end result was that
new glaucoma patients’ quality of life was
unchanged. As a result, glaucoma managers
prescribe treatment modalities that are best
for the individual and do not leap toward sur-
gery until it is indicated.

Collaborative Normal

Tension Glaucoma Study

The Collaborative Normal Tension Glaucoma
Study (CNGTS) examined a very challenging
group of glaucoma patients.* It enrolled and
monitored 145 eyes with normal tension glau-
coma (eyes over 10 measurements of IOP that
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Figure 1. Intraocular pressure is still
a vital assessment in the diagnosis
and management of patients with
glaucoma.

was never measured over 24 mm Hg). The treat-
ment group’s target was a 30% reduction of IOP
using any drops, ALT, or trabeculectomy. There
was an observation group that progressed, of
course, at an 80% rate without therapy. What
was staggering was that the treatment group
(though better than the observation group)
progressed at a rate of 40%. Normal tension
glaucoma continues today to be very difficult
to manage without progression.

Early Manifest Glaucoma Trial

The Early Manifest Glaucoma Trial (EGMT)
was another trial that demonstrated the im-
portance of IOP management.* The patients
enrolled had mild to moderate visual field
defects and pre-treatment IOP of less than 30
mm Hg. The question was whether to initiate
treatment right away, to delay initiation, or
to simply manage. This study enrolled sub-
jects with primary glaucoma and some sec-
ondary glaucomas, as well. Some 255 newly
diagnosed patients were randomized to ALT,
beta-blocker treatment, or observation (ob-
serve only or delayed treatment). Unsurpris-
ingly, the observation group progressed 12
months earlier than the treatment group(s).
The key IOP finding was that every 1 mm of
decrease of managed IOP resulted in a 10%
decreased risk of progression. In this multi-
faceted group of new glaucoma patients, lower
IOP was better, as was the case in the advanc-
ing glaucoma patients via AGIS.

Ocular Hypertension

Treatment Study

The Ocular Hypertension Treatment Study
(OHTS) was one of the largest trials ever con-
ducted in the realm of glaucoma.’ OHTS was
a prospective study of patients aged 40-80
years (1636 patients) with ocular hypertension
solely (no glaucomatous damage), in which
50% were treated and 50% were observed.
Though lowering IOP in the treatment group

Figure 2. Typical ONH cupping changes
in glaucoma patients
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Defect Score: AGIS 7
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Figure 3. AGIS 7 noted that IOP measurements of the enrolled subjects (586

eyes) over the 6-year period had stable visual fields when IOP was the lowest

(12.3 mm Hg)

reduced risk by 50% over the 5-year investi-
gation period, it indicated that optometrists
would have to treat 100 patients with ocu-
lar hypertension (OHTN) per year to prevent
one from progressing to primary open-angle
glaucoma (POAG). This result was somewhat
surprising because many predicted that pre-
ventative treatment would be far better. Very
important risk factors for the progression of
OHTN to POAG were also identified, including:

= Age: 22% increased risk per decade

= Race: African-American highest risk

= Higher initial IOP: 10% increased risk
per 1 mm Hg

= Thinner corneas: higher risk

= Larger C/Dratio: 32% increased risk with
0.1 increase in cup-to-disc ratio

= Heart disease: higher risk

An additional risk factor was identified that
continues today to be a very important in-
office test: central corneal thickness (CCT).’

OHTS revealed the following data:

= 36% of patients with IOP >25.75 mm
Hg and CCT <555 pm progressed from
OHTN to POAG

= 6% of patients with IOP >25.75 mm
Hg and CCT >588 pm progressed from
OHTN to POAG

= 15% of patients with C/D ratios of .3
round and CCT <555 pm progressed
from OHTN to POAG

= 4% of patients with C/D ratios of .3
round and CCT >588 pm progressed
from OHTN to POAG

As it turned out, CCT is a powerful predic-
tor of progressing from OHTN to glaucoma.
The relative risk of progression of OHTN to
POAG increased 81% for every 40 pm thinner
central cornea tested in the OHTS.?

This cursory review of some landmark glau-

coma research trials underscores the impor-
tance of IOP control. Generally, lower IOP is
preferred to the alternative. Over the coming
years, optometrists will see impressive tech-
nologies enter their practices. It is likely that
new medical therapies and superior surgical
advances will come to bear. IOP measurement
and management will doubtfully go away. In-
stead, IOP is likely to continue to be the cor-
nerstone of glaucoma management—a critical
cog in the care of our glaucoma patients.ODT
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Preoperative considerations
In patients with cataracts and
pseudoexfoliation syndrome

PXF is a risk factor for cataract surgery—how to handle it

By Marta C. Fabrykowski, OD, FAAO

reoperative evaluation of patients with
pseudoexfoliation (PXF) syndrome is
essential in preparing for and poten-
tially preventing complications during
phacoemulsification. Patients with PXF have
been documented to have an accelerated rate
of cataracts, both nuclear and subcapsular.}?
These patients may face a greater chance of
complications such as increased inflamma-
tion, intraocular pressure spikes, and lens re-
lated complications, both during and following
cataract surgery. In fact, PXF has been listed
as the most common cause of complications
associated with cataract surgery.?

[ Take-Home Message D

Patients with PXF have been documented to have

an accelerated rate of cataracts, both nuclear and
subcapsular. These patients may face a greater chance

of complications such as increased inflammation,
intraocular pressure spikes, and lens related
complications, both during and following cataract
surgery. In fact, it has been listed as the most common
\_cause of complications associated with cataract surgery. )

Foreseeing potential difficulties is impor-
tant not only to prepare the surgeon, but to
have the preoperative discussion with the
patient—the initial decision for cataract ex-
cision will entail a more detailed analysis of
risks, benefits, and alternatives. This review
provides a systematic approach to compre-
hensively assess eyes with PXF, covering all
aspects of the ocular examination, and ap-
propriate surgical considerations.

PXF presentation

In general, corneal findings in PXF are rare,
but careful evaluation of the corneal endo-
thelium may reveal flakes of bright white
fibrillar exfoliative material attached to the
corneal endothelium.** These deposits often
appear as irregularly spaced aggregates remi-
niscent of small filaments. The flakes can vary
in shape and size, and may differ over time.

Figure 1: Fine white fibrillar material deposited on both the pupillary margin and the lens.

Another posterior corneal finding is a re-
duction in the number of endothelial cells,
sometimes with an accompanying increase
in central corneal thickness.* Specular mi-
croscopy has demonstrated a measureable
decrease in the number of endothelial cells as
well as cell polymorphism.* Clinically, these
cell changes may appear as a light paracen-
tral area of pigmentation on the corneal en-
dothelium, occasionally organized in the pat-
tern of a Krukenberg spindle.® A decrease in
integrity of the corneal endothelial cells may
lead to increased corneal inflammation post-
operatively, with signs such as endothelial
folds, microcystic edema, and pseudopha-
kic bullous keratopathy.! Fortunately, these
keratopathies are often treated without ad-
ditional surgical intervention and respond
to topical corticosteroids.'®

Evaluation of the anterior chamber should
include careful assessment of chamber depth
for 360 degrees, also comparing between both
eyes. Though there are many direct signs of

lens dislocation (discussed below), one indi-
rect sign is an alteration in chamber depth.
A lens can subluxate forward, leading to a
shallow anterior chamber, or may fall back-
ward towards the vitreous, resulting in a hy-
per-deep chamber.! Asymmetry may be more
evident on gonioscopy, hence its increased
importance in pseudoexfoliative preopera-
tive assessment.'

Pseudoexfoliation is classically associated
with pigment loss both at the pupillary mar-
gin, or ruff, and around the iris sphincter.
On iris transillumination, the margin may
have a moth-eaten appearance.* Gray-white
flakes may be present at the pupillary mar-
gin'* (Figure 1).

It has been proposed that deposition of this
material, possible hypoxia, and iris atrophy
may contribute to iris functional changes.
As the iris sphincter may be compromised,
there may be a reduced response of the eye
to mydriatics, both in-office and intraopera-
tively.'* This may hamper the preoperative
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Figure 2: Peripupillary fibrillar deposits on the anterior capsule of the lens. Note the poor response to mydriatics.

dilated fundus examination, and intraopera-
tively may require adjunctive pupil-enlarging
surgical devices.! Posterior synechiae have
also been documented in the setting of PXF,
which can also contribute to reduced phar-
macologic dilation.! Iris flutter, or iridodone-
sis, is another indirect sign of weak zonules,
which hold the lens in place.! Sometimes the
iris may be more rigid in PXF, so iridodone-
sis may not be evident.*

Patients with PXF are twice
as likely to convert from
ocular hypertension to
glaucoma.

Iris changes in PXF closely intertwine with
lenticular findings. Exfoliative material most
often is present on the anterior capsule of the
lens (Figure 2).

The anterior capsule of PXF may appear
to have a target, or bull’s eye pattern, which
can consist of three zones after dilation: the
central clear disk, approximately the diam-
eter of the pupil; the clear zone correspond-
ing to cleaning via pupil size fluctuations;
and a peripheral band of fibrillar material.**
A direct sign of zonular damage is phacodo-
nesis, or flutter of the lens."* Although crude,
jolting the slit lamp table during examination

of the lens can produce a subtle vibration or
movement of the lens which may indicate
zonular weakness. A grading scale from +1
to +4 exists, which may aid in considering
alternative surgical methods in extracting
a looser lens.® A loose or subluxated lens is
best viewed after dilation, though in poorly
dilating eyes, examining for a decentered
fetal nucleus may be helpful.!

Glaucoma and cataract

Patients diagnosed with PXF must be care-
fully preoperatively evaluated for pseudoex-
foliative glaucoma (PXG); it has been found
that they are twice as likely to convert from
ocular hypertension to glaucoma.? It is sus-
pected that deposits of fibrillar material and
pigment in the trabecullar meshwork and
Schlemm’s canal may be the main reason for
elevated intraocular pressure (IOP) in PXF.*
Additional tests if suspecting glaucoma in-
clude but are not limited to: optic nerve im-
aging, visual field testing, and if not pre-
viously done, pachymetry and gonioscopy.
Treating these patients prior to phacoemul-
sification may require topical medications
and/or lasers.’ Patients with concurrent cat-
aracts and glaucoma, pseudoexfoliative or
otherwise, must have the glaucoma stabi-
lized prior to considering phacoemulsifica-
tion because post-operative pressure spikes
are much more common in such instances.!
Occasionally, the best strategy may be a com-
bined cataract-glaucoma procedure when IOP
control is difficult preoperatively or there is
advanced optic nerve damage.*

PXF is a significant risk factor for patients
undergoing cataract surgery. Weakness of the
zonular apparatus, reduced pupillary dilation,
and corneal changes may necessitate altered
surgical techniques and adjunctive devices.
Recognition and preparation is instrumen-
tal; the surgeon may need alternative intra-
ocular lenses, adjunctive devices to expand
the pupil or stabilize the capsular bag, and
other ophthalmic specialties on standby to
the operating room. Candid conversation with
PXF patients on the risks, benefits and alter-
natives is important—optometrists are often
the first point of conversation for discussing
cataract surgery. Recognition of pseudoex-
foliation may better prepare the practitio-
ner for postoperative care; additional medi-
cations and more frequent follow-up may be
required.ODT

Special thanks for insights and photographs:
Richard Braunstein, MD; Amilia Schrier, MD;
Sarah Harmon, Martha Moszczynski.
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John Varvatos and REM Eyewear
release Fall 2013 Collection

The Fall 2013 addition to the John Varvatos
eyewear collection delivers on the ele-
ments that have established the brand.

V148: The V148 has a double bar
bridge, rounded rectangle front, and
hidden elements, including handcrafted
tort temple tips and handwrapped
leather temples.

V358: The V358, left, offers a rounded

Converse Eyewear
unleashes Fall 2013
collection

N Converse Eyewear’s Fall 2013 release con-
" sists of bright colors, mixed materials, and
: unforgettable shapes.

MODEL The QO10, seen above, has an oval,
metal front with acetate temples. The
bright colors are sporty and edgy, while
the shape is purely classic. With a Con-
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MODEL

front, clean keyhole bridge and the
trademark Varvatos guitar stock hinge.
V356: The V356, above, has a small
round front and handmade acetate.
V787: With a double brow bar created
in contrasting materials, classic aviator
sun V787 mingles handmade matte ac-
etate temples and metal brow bar.
V788: The V788 has a delicate metal
frame and leather inlay temple tips and
top bar.

V790: The V790 has an acetate frame,
deep tones, a pressed pattern temple,
and precise lines.

V791: The V791 is a robust acetate
frame with the trademark Varvatos
guitar stock hinge along with mirrored
lenses.

MODEL

verse logo and laser patterned design
along the temple, it is available in black
with pink, brown with yellow, purple
with blue, and red with black.

The Q011 has a laser engraved design
on the corner of each square front and
TR-90 temples that are very flexible. This
style, seen above, is available in black
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The Blackfin Collection

The Blackfin collection embodies all the tradition of this brand and goes
several steps further, with more slender lines, lighter materials, origi-
nal designs, and richer colors.

The new Blackfin Zero Edge has a hi-tech rim that balances on an
ultra-thin layer of beta-titanium. Weighing in at only 4.1 grams, this
frame displays the best of Blackfin technology with Atom Zero flexi-
joints, and patented Swordfish Mini temple-tips.

One feature is the range of colors, as in the model for men’s BF698
Coney, seen above, whose taut, sculpted lines lend emphasis to the
blue and red tones or the more classic dark brown, titanium grey, and
gunmetal shades. Blackfin's BF699 Tory has lines that are ultra-slender
and light, offered in bright green, purple and midnight blue.

BF696 Daytona stands out for its decisive top rim contrasting with
the deeper, more rounded lens shape. This spectacle frame in pure
titanium offers a choice of bold contrasting colors on the front and
temples in dark brown and anthracite.

with blue temple, brown with yellow temple, deep purple with
purple temple, and burgundy with pink temple.

The Q012 has a classic metal front and bright metal temples
that are available in matte black with brown temple, matte
brown with orange temples, matte dark gunmetal with yellow
temples, and matte navy with grey temples.

A textured temple featuring the Converse All Star logo, the
Q013 is available in black, brown, gunmetal, and navy.

The Q014 frame, seen left, features a rounded front crafted
with handmade acetate and peek-a-boo TR-90 temples, and a
Converse logo. It is available in black stripe with navy temples,
brown stripe with orange temples, tortoise with teal temples,
and crystal with red temples.

The QO15, seen left, has a rectangle front and squared-edge
temples with gradient color fades. A handcrafted acetate front
creates depth and dimension. It is available in black with gun
to silver gradient, brown stripe with brown to orange gradi-
ent, olive stripe with olive gradient, and navy with grey to blue
gradient.

The color choices for the BOO1 sunglasses range from demure
black to bohemian tort to pink gradient.

B002 has a rectangle shape with lightweight stainless steel
front, and a Converse All Star logo. It is available in black,
matte blue with blue mirror lenses, and gunmetal with red
mirror lens.

ROOT1 is a classic rectangle sunglass with polarized lenses and
rubberized nose pads and temple tips. It is available in black
with blue mirror lens, brown gradient, and grey stripe.

A thicker-profile aviator, R002 offers polarized lenses and rub-
berized nose pads and temple tips. It is available in black gradi-
ent, forest, and slate.

InDispensable | =

Coburn unveils digital
polishing solution

Coburn Technologies recently introduced its latest polishing
compound Digi-Sheen Pro.
Features include:
Formulation for use in digital and conventional polishers
Low-viscosity formulation
Non-corrosive formula
Ideal for use with most digital soft-tool lapsODT

Parasol®

A PERFECT FIT

ODYSSEY MEDICAL + BEAVER VISITEC

The Odyssey Parasol® Punctal Occluder is now part of
Beaver-Visitec International (BVI), a world leader of trusted
ophthalmic brands. Not only is the Parasol® a perfect fit

for your dry eye patients, but combining BVI with the
outstanding success of the Parasol®, continues the tradition
of superior knowledge, products and services.

For those of you who depend on a quality product from
Odyssey Medical, WELCOME TO BVI.

Your new ordering information:
866-906-8080
customersupport@beaver-visitec.com
www.odysseymed.com
www.beaver-visitec.com

bCT)\Beaver Visitec

Keeping Your Vision in Sight
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7th Annual
Evidence Based Care In Optometry Conference
Sunday, March 9, 2014
8a.m. - 4:30p.m.
7 Hours COPE TPA Approved

Maritime Institute Conference Center
Linthicum Heights, MD 21090

Register
by Feb. 24" for
Session | AOA Discount

- Top 5 reasons for a retinal consult.
- Mahsa Salehi, O.D.

- Not so common, commonly misdiagnosed retinal conditions.

- Anu Laul, O.D. & Marta Fabrykowski, O.D.

- Latest in medical management of retinal disorders.
- Adam Wenick, M.D., Ph.D.

- Panel Discussion

- Could robots ever do retina surgery?
- Peter Gehlbach, M.D., Ph.D. & Mahsa Salehi, O.D.

Session 2

- Retina case presentation, panel discussion & reviewing
significant recent retina clinical trials.
- Mahsa Salehi, O.D. & Peter Gehlbach, M.D., Ph.D.
- ABCs of the Implantable Miniature Telescope (IMT).
- Tiffany Chan, O.D.

- Differentiating retinal from optic nerve syndromes.
- Eric Singman, M.D., Ph.D. & Elliott Myrowitz, O.D., M.P.H.

- Diagnosing glaucoma in a busy optometric practice.
(Baltimore VA residents)

Session 3

- Managing common corneal dystrophies and degenerations.

- Karen Dunlap, O.D. & Albert S. Jun, M.D,, Ph.D.

- Common eyelid lesions.
- Roxana Rivera, M.D.

- Anterior segment trauma.
- Michael Leung, O.D. & Gayle LePosa, O.D.
- Ocular surface disease management prior to intraocular
surgery.
- Michelle Hessen, O.D.
- Corneal epithelial defect: is it infectious?
- Elliott Myrowitz, O.D., M.P.H.
- Panel Discussion & Case Presentation

Session 4

- Myopia a public health issue? Medical treatments.
- Robert Wojciechowski, O.D., Ph.D.
- Surgical correction of astigmatism.
- Divya Srikumaran, M.D.
- New soft and rigid materials and designs, therapeutic

performance.
- Anisa Gire, O.D. & Amanda Marks, O.D., M.S.
- Color vision impairment diagnosis and treatment.
- Jeremy Goldman, O.D.
- Panel Discussion

For Information & Registration:

http://www.marylandoptometry.org
Maryland Optometric Association
410-870-9662
info@marylandoptometry.org

Presented By:

Wilmer Fye Institute
@ JOHNS HOPKINS
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BPI®Spectrometer can be used
stand alone or with a computer

The BPI® Spectrometer™ covers wavelengths from
350nm to 710nm with a resolution of better than 10nm. The
transmittance spectrum results may be used for quality
control purposes, such as comparing tinted lenses as well
as providing information about what tints need to be added
to match the color of another lens or a customer-supplied
sample spectrum.

The unit is a free-standing spectrometer with light sources
that can also be attached to a PC via the computer's
RS232/USB port. The optional software requires Microsoft™
Windows™ and a PC. (Not included in purchase). The test
results can be saved to an integrated database and also
can be printed out to any compatible printer.

FAN: 1-888-GALL-BPI

1-800-225-5274 1-888-225-5274

charges. Item availability and price are subject to change withoat notice. OTfanuary/ 2014
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Alow cost accurate measurement of UV & visible light spectrum

Q/C your therapeutic and
sunglass lenses!

The BPI® Spectrometer™ provides information on the
visible transmittance (Tv) as well as the UVA transmittance
of the material being tested along with the numerical color
characteristics. (L*, a*, and b*). This provides a means for
numerical color description. L*, a* and b* are the familiar
CIELAB coordinates. L* is brightness (or lightness)
ranging from 0 (black) to 100 (white). The a* value goes
from about -80 (green) to +100 (red), while the b* value
goes from about -80 (blue) to +100 (yellow). The PC
software displays a transmission curve and allows one
curve to be overlaid upon another.

BPI® research has resulted in a breakthrough design in
clinical spectrometers enabling this low price.

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

GALL: 1-800-CALL-BPI

BPI USA GALL: 305-269-4465
Skype: call.bpi

BPI

FREE INFORMATION!

Visit our online Gatalog and select from more than 4,000 products: www.calibpi.com

© 2013 BPI®. All specific names menbioned herein are trademarks of Brain Powes Inc® . Miami, F1. The following are registered rademarks with the US Pateat Office and with similar offices in offer couniries: Transchromafic® , Solar Sun® , These isn't @ lens we can'limprove® Safari® , Designad Spectum® , Blue Barier® , Brain
Power lnc® . BPI® , Buy now, save later® , Dye Hard® , EVA® |, Spectracolor® , Safan® , Solar® , The Pll® and Ziptint® , The BPY® baltle shape and design are rademarks of BPY . BPI® is nok responsibie for typographical errors. Offers are subject to change without notice. Prices quoted do not include sales bax or shipping
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22,000+

clients

5000+

designs

2000+

optical display products

for every budget

COMPLETE NEW DISPENSARY IKEA cabinet

49 compatible
with complete store purchase* in less than Imm*

*Some restrictions and limitations 4 weeks *frst 6 months ot $49 through financing.
may apply, not to be combined with " Any size dispensary. Call for defails.
any other discounts or offers starting at s 5000

Call 1-877-274-9300 ¢ www.framedisplays.com
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CONFERENCES & EVENTS

American Academy of Optometry
New Jersey Chapter
12th Annual Educational Conference
April 23-27, 2014
Mpyrtle 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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Myopia and Earl Smith’s Nobel Prize

Why did you go into
optometry?

I was a poor student and
failed my high school first
time around. My mum said,
“I know an optometrist. Let’s
go talk to him.” He ran a big
optometric practice in Mel-
bourne, and I thought, “This
is a pretty nice, clean, easy
way of making a living, and
it involves people. I like peo-
ple. Well, I'll have a go at
optometry.”

When you sailed to England
in 1964, the poverty in some
of the ports motivated your
interests in humanitarianism.
Was there a specific moment
that lingers?

We landed in Columbo,
which in those days was

in a country called Cey-

lon, now Sri Lanka. I was
just shocked. There were al-
most-dead people lying in
the streets, there were lepers
and beggars, and I thought,
“Shit, this is not right. Peo-
ple shouldn’t be living in this
sort of poverty.” That mobi-
lized a background of teach-
ing from my mother and my
school that you should care
about other people as much
as you care about yourself.

How did contact lens research
become your focus?

The variety of challenges:
how does this shape fit the
eye and why does it stay on
the cornea, why do we get in-
fections, how do we get the
lens to rotate to correct astig-
matism? There’s a bunch

of challenges related to the
physical, mechanical side of
contact lenses, and then sec-
ondly, to the biological and
physiological side, and it was
the whole range of very inter-
esting challenges.

Did research draw you away
from seeing patients?

I've never ever really lost in-
terest in patients. I remem-
ber a lady when I was in my

first year in practice who was

a +6.00 D. She was about 40,
had 4 kids, and she couldn’t
see a bloody thing. I did her
refraction and supplied her
with a pair of glasses—and

it changed her life. She could
see leaves on trees, she could
see her kids 10 feet away.
That was a tremendous joy.

How many patents do you
have or are involved in?

Uh, [laughs,] I don’t know.
Our organization probably
has about 40 patent fami-
lies, and in those families
there might be 1 to 5 patents.
Maybe there’s a couple hun-
dred patents.

When tragic events grab
headlines, how do you bring
attention back to eliminating
preventable blindness?
When the dust has settled
and you’ve done what you
can for people who’ve had a
problem, you have to make
sure the governments of the
world, and particularly the
World Health Organization,
understand the that cost of
people not having a pair of
glasses is around about $202
billion in lost productivity.

The lack of a pair of specta-
cles and an eye examination
prevents children from learn-
ing at school and adults from
working, and it drives peo-
ple into disability and pov-
erty. It’s got to compete with
AIDS, heart disease, and can-
cer in terms of getting the at-
tention of governments and
industry. But if you point out
that rehabilitating these 640
million people will cost about
$25 million, those people can
be productive members of so-
ciety, and society would be
much better able to tackle all
those life-threatening condi-
tions if people can see.

What's the Intelligent Retinal
Camera Project?

A guy named David Green
said, “You should see what
we’re doing in Prescott, AZ.”
Tom Cornsweet had the idea
that he could make a high-
res, low-cost, tri-stimulus
camera which could capture
a retinal image and use al-
gorithms to analyze features
of significance in the retina,
like hemorrhages and ves-
sel changes, with an auto-
matic diagnostic feature. We
invested in the company—
the aspiration being an af-
fordable, high-tech camera
that would perform diagnos-

tic analyses and eventually
diagnoses. If you're in a tent
in Malawi, you take a pic-
ture, and if the camera says
this person has diabetes, take
them 100 miles to the nearest
center for treatment.

You're known for having a
very informal speaking style
when you're at the podium.
Why is that?

[Laughs] I think life should
be fun. And you know, I've
got a bit of a bizarre sense of
humor. I like to have a joke;
I like to have fun. I think it’s
more interesting for the audi-
ence if you can get involved
with them. I love working
with audiences, students,
and people who've got a
sense of humor. So, it’s good
to take the mickey, have a bit
of fun, and see if you can get
a response.

What is one thing no one
knows about you?

I would like to see Earl Smith
get the Nobel Prize. Earl has
discovered a way to con-

trol the progress of myo-

pia. I would love it if we did
enough work to establish that
we can prevent hundreds of
millions of people from going
blind from high myopia,
someone traced that back to
Earl Smith, and said, “You're
not just a prince of a man,
but you deserve the Nobel
Prize. So, here it is.”

What would you change if you
had it to do over?

In terms of greatest regrets,

I really don’t have any. I
wouldn’t go back one day in
my life in case it wasn’t as
good as it has been.ODT

I Read the full Q&A: optometry
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TO REJUVENATE
THE OCULAR SURFACE AND
RESTORE A HEALTHY EPITHELIUM

Treat early with PROKERA® SLIM, biologic corneal bandage,
to reduce inflammation, promote healing and minimize the risk of
scarring for patients with ocular surface diseases, such as Dry Eye

NEW
PROKERA" |Slim

8305 NW 27th Street, STE 101
Miami, FL 33173 — 888-296-8858 The sooner .th e bette r

©Bio-Tissue 2013. All rights reserved. .. .
SM-056. Rev A. 08/15/2013 Call 888-296-8858 |or visit www.prokerainfo.com




WHEN |T COI\/IES 10 \_/
RESIDUAL PEROXIDE,

LESS IS MORE. g

A~ ;
The gold standard in peroxide cleaners, CLEAR CARE® \ P
Solution is proven to give your patients more by leaving /
them with less residual H202 than they can feel.

RESIDUAL H202
100  IN PARTS PER MILLION (PPM)

_2

SOFTWEAR Saline? CLEAR

Trust the unique formula of CLEAR CARE® Solution CARE
to leave even your most sensitive patients with pristine
clean and irritant-free comfort.

3% HYDROGEN PEROXIDE

Cleaning & Disinfecting Solution

TRIPLE
ACTION

CLEANING

DEEP

- CLEANS
& LOOSENS DIRT
®
® hoee

Cleaning & Disinfecting Solution

12 FL0Z (355mi) Lnn! Cam
Sterile dct

For more information, contact your sales representative today.

1. Alcon data on file. 2. SOFTWEAR™ Saline package insert. 3. Paugh J, Brennan N, Efron N. Ocular response to hydrogen peroxide. Am J of Opt & Physical Optics: Alcon
1988; 65:2,91-98.
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