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FROM THE PRESIDENT >>

Tarek S. Hassan, MD
President, ASRS

Taking Care of Our Fellows—The Future of Retina
A few days ago, a long-time patient of mine asked me, “What is your favorite part of your job?
You see many patients, operate, travel, lecture, do research studies, write papers, teach, and
probably do other things too—but what do you like to do best?”
Although I could answer that question in many
different ways, depending on the day, I was
quick to answer with my true feelings. “Overall,”
I said, “I enjoy working with, teaching, and
learning from my fellows more than any other
aspect of my life as a vitreoretinal surgeon.”
Some may ﬁnd working with fellows a
nuisance because they slow down the pace of
surgery or the ﬂow of clinic, but I particularly
enjoy the trade-off between mentor and
student; the fellows provide chart documentation, patient ﬂow management, and
preparation of surgical patients, and I provide
teaching, training, and counseling. In truth,
I ﬁnd that the service beneﬁts the fellows
provide me are not nearly as important as the
many impactful interactions and relationships
I have with them. I am convinced that the
time I spend with my fellows is as valuable
to me as it is to them.
I am excited by the enthusiasm and interest
fellows display—even though they are inexperienced and inefﬁcient. In their innocence can be
found an uninhibited, unﬁltered, and genuine
curiosity that challenges us all and pushes our
intellectual pursuits farther than ever.
I am thankful for the opportunity that we as
mentors have to shape not only how fellows
diagnose and treat medical retinal diseases,
but how they objectively look at clinical and
research ﬁndings, shed sways and biases, and
ultimately develop new ways to think about
complex problems. I am grateful for the
opportunity to shape not only their technical
ability to ﬁx vitreoretinal surgical problems,
but to inﬂuence how they think about
complicated surgical dilemmas and come up
with varied solutions to repair the pathology. I
feel blessed to be in the position to help young
surgeons learn to think so they may do.
The treatment of fellows and the optimization
of their education should be important to all
retina specialists, whether we train fellows or

not. Fellows are the lifeblood of our specialty.
They are the engine on which many retina
services rely, and their successes and failures
will determine which new therapies we
develop, and ultimately, how we cure blinding
disease in the future.

is increasing its involvement in the process
by contributing its strengths to enhance the
training of the future of our ﬁeld.
The ASRS strives to be “all things retina” to
you. We vigorously pursue this goal through
initiatives that focus on serving our members
in training. Over the past several years, the
ASRS has developed a robust Fellows-inTraining (FIT) Section and a variety of
educational programs to serve the needs
of these young subspecialists.

Supporting retina fellowship
education in North America
According to statistics from the SF Match,
there are approximately 100 new vitreoretinal
surgical fellowship positions and a couple
dozen or so medical retina fellowship positions
available in North America each year. There
are many more positions, though more
ill-deﬁned in structure and number, available
around the world.

For example, the FIT Section sponsors Speed
Networking events at major meetings to help
pair fellows with prospective employers and
colleagues. The ASRS posts employment
listings to help fellows ﬁnd their ﬁrst job.
The Education Committee offers numerous
research and learning opportunities for
fellows on the ASRS website, and allows
fellows the opportunity to create and present
educational content there as well.

‘Fellows are the lifeblood
of our specialty.’

The ASRS has been an active partner with the
Retina Fellows’ Forum, an annual meeting
for all North American second-year vitreoretinal fellows, at which it sponsors a research
competition and awards the winner a place on
the ASRS Annual Meeting program. Also, the
Foundation of the ASRS awards another fellow
at the Retina Fellows’ Forum a $2000 travel
grant to attend the ASRS Annual Meeting.

Most who train fellows understand the
responsibility of preparing those who will one
day hold the fate of our profession in their
hands. Many advantages that fellows offer
are ultimately “services” that make life easier
for their mentors. In turn, mentors have the
responsibility to ensure that they give more to
fellows in education than they take in service.

Articles in Retina Times often address issues
of greatest concern to fellows in training. The
ASRS FIT Section has become increasingly
popular as the majority of fellows now typically
join while in training. It has been an active
entry point for young retina specialists to
become more entrenched in the ASRS, to
graduate into the regular member category,
and then to participate in the Young Physicians
Section during the early part of their careers.

ASRS is involved in the
fellowship training process
Patient management, decision-making,
surgical skill, didactic and experiential
learning, resident teaching, research, writing,
and presentation are among the many skills
fellows are to be exposed to and ultimately
taught in a good training program. For this to
occur, there must be a strong commitment to
teaching by faculty mentors and to learning
by fellows. Resources for this come in many
forms and from many sources. The ASRS

These initiatives are engaging the youngest
members of our Society, and the ASRS
continues to enhance its commitment to the
|
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FROM THE PRESIDENT >>
maintenance of certiﬁcation (MOC).
However, formal and comprehensive oversight
of retina fellowship training publicly identiﬁes
subspecialists trained according to speciﬁc
guidelines agreed on by representatives of
the ﬁeld at large—and distinguishes retina
specialists from ophthalmologists who may
offer some retina care, but were not trained
under such guidance.

speciﬁcs of the fellowship education process.
Our Society has extensive resources: the largest societal membership of fellowship-trained
retina specialists in the world, and a business
plan committed economically to developing
widespread educational opportunities outside
of the clinical vitreoretinal training programs.
With these assets, the ASRS is taking on a
greater role in the process of oversight of
fellowship programs.

The relative strengths of retina fellowships
have been surmised by consensus for decades.
But it wasn’t until 2005, with the advent of
some oversight by the Association of University Professors of Ophthalmology Fellowship
Compliance Committee (AUPO FCC), that we
have had any formal adherence to principles of
quality exposure, teaching, didactic learning,
and surgical experience by any fellowship in
ophthalmology.

Our Society’s size, scope, breadth, and mission
uniquely position us—among all other entities—to best regulate, mandate, and ensure that
fellows are given excellent medical and surgical
retina training, and to see that their experiences
involve much more clinical training than
noneducational and nonessential service work.

Distinguishing the
retina subspecialty

I have been fortunate to serve on this committee for the past 7 years as a representative
of both the Retina Society and the ASRS,
and have had the privilege of contributing to
establishing current standards and requirements that fellowships must meet to obtain
the stamp of compliance from the AUPO
FCC. Through this, we as retina committee
members have supported codifying the ideals
of retina fellowship training—but we now
look to build on this fellowship oversight and
expand the process by holding fellowships
accountable to revised standards determined
by the ASRS and members from the Retina
Society and Macula Society that measure
more metrics that assess the overall fellowship
experience than existing AUPO surgical
standards. The ASRS has committed extensive
manpower and ﬁnancial resources to amplify
its offerings to fellows in training.

In years past, the ASRS and other groups have
championed establishing retina subspecialty
certiﬁcation to distinguish medical and
surgical retina practice from comprehensive
ophthalmology and other subspecialties.
For a number of reasons, this goal of formal
recognition of retina as an ACGME-accredited
ﬁeld is not currently being pursued. Potential
changes in the economics of graduate medical
education may lead to revisiting this in the
future, but for now we are pursuing other
methods to distinguish retina from general
ophthalmology.

‘The ASRS is taking on
a greater role in the
process of oversight of
fellowship programs.’

ASRS launches Fellowship
Directors Section
For the ﬁrst time, we brought together all
ASRS members who are surgical and medical
retina fellowship directors and assistant
fellowship directors in North America into
the recently established ASRS Fellowship
Directors Section. As we go forward, this
will allow us to address many training issues
with broad-based, comprehensive input and
direction from all interested mentors across
the spectrum of retina fellowship training.

Most ASRS members support establishing this
distinction. Not being considered separately
has harmed retina specialists in numerous
ways—including ﬁnancially—as government
agencies, payers, the media, and even the public
have directly or perceptually “punished” retina
specialists as outliers in the utilization of drugs,
testing, and procedures. Most retina specialists
look at being considered separately from
comprehensive ophthalmologists as one way to
avoid this and similar situations in the future.

The ASRS has created a Fellowship Education
and Training Super Committee to serve as
the major education committee for retina
fellowship training. It is made up of 3 separate
committees that concentrate on speciﬁc
areas of fellowship education: a Fellowship

There are other ways in which retina specialists are, and will be, distinguished from other
ophthalmologists (short of ACGME accreditation
and certiﬁcation), including subspecialty-speciﬁc
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Standards and Compliance Committee
(FSCC), an Educational Resource Committee,
and a Fellowship Educational Activity Log
Committee composed of representatives of
the ASRS, Retina Society, and Macula Society,
and other retina fellowship directors from
throughout North America.

‘The ASRS has created
a Fellowship Education
and Training Super
Committee to serve as
the major education
committee for retina
fellowship training.’
The ASRS Fellowship Education and Training
Super Committee has 4 main functions:
1. Revise and update compliance requirements
for fellowship training programs that will
be maintained by the ASRS and potentially
AUPO FCC.
2. Create educational materials and implement
teaching conferences to assist fellowship
directors and their programs in optimizing
retina fellowship training, and to offer
unique educational content to fellows.
3. Create and maintain an online fellow
activity log to track surgical and laser cases,
teaching conferences, journal clubs, meeting
presentations, and other items the committee
deems appropriate to assess the entirety of
the retina fellowship experience.
Data will be securely submitted through a
third-party web portal and will be available
for review only by the fellowship director
and fellow of each speciﬁc program. This
data will also be available for comparison
to national averages through analysis of
de-identiﬁed aggregate data by the ASRS.
4. Notify programs of any deﬁciencies on a
semiannual basis. For instance, for a fellow
who is not on pace to perform the requisite
number of vitrectomies for compliance,
a notice will automatically be sent to the
fellowship director to promptly address
the issue.
We have engaged with the AUPO FCC to
potentially develop a joint process of fellowship oversight that would employ a single
Continued on page 55

FROM THE EDITOR’S DESK >>

J. Michael Jumper, MD
Editor-in-Chief

Members Matter—Listening to Opinions
and Discovering My $2 Million Ofﬁce Carpet
Publish sensibly, discover constantly, travel extensively, talk widely,
teach passionately.
These are words of advice by the mathematician John Ewing.
He goes on to say:
Do these things and mathematics becomes part of your life—not just
a job, but a profession. What good are professional societies? They
make it easier, in fact, they make it possible—to take this advice.1
Similar advice was given to the 77 second-year vitreoretinal fellows
who attended the annual Fellows’ Forum in Chicago this January (see
page 18). For the past 15 years, Drs. David Chow, Carl Awh, and Tarek
Hassan, along with the organizing staff, have created an incredible
introduction to our profession with a blend of interactive talks and
social events. To my knowledge, there have been no career-ending
bowling injuries over the years but the ASRS will never be mistaken for
the Professional Bowlers Association!
In his president’s column on page 7, Tarek Hassan outlines the importance
of the fellows to our profession and how the ASRS has become involved
with the training process. These young men and women (22% of the
Fellows’ Forum participants) will soon become the lifeblood of the ASRS.
A 2014 ASRS membership poll revealed that many young members want
to become more involved in the Society, but are not sure how.
It is my goal to help provide an avenue for early ASRS participation.
I am proud to say that the pool of overall contributors as well as
ﬁrst-time contributors to Retina Times has increased substantially over
the past 3 years; more than 300 have been featured since 2012. Also,
there are many other opportunities to participate through the ASRS
website, the Annual Meeting, and on various committees. Operators
are standing by for those interested.
Speaking of participation, it is my pleasure to announce Dr. Nina
Berrocal as our incoming Pediatric Retina Section editor. Nina has
been a major contributor to the ﬁeld (see “Wide-Field Imaging in
Pediatric Retina” on page 26) and it is an honor to have her coming on
board at Retina Times. She will be replacing Baker Hubbard and Nick
Engelbrecht, who have served as co-editors for the past 4 years. Their
efforts are much appreciated.
We are also honored to have ASRS Past President Paul Tornambe
provide our ﬁrst Member Opinion op-ed piece (see page 10). In classic

Tornambe fashion, he has cleverly pointed out the absurdity of US
government policy as it relates to the use of and payment for expensive
anti-VEGF agents—which got me thinking about my ofﬁce carpet.
I typically draw up all of the anti-VEGF medication from the vial
knowing that to use the other dose that comes in the vial for any
purpose would send my practice manager into orbit—and me into
jail. I inject that unused portion of the single dose vial into the air
immediately before placing the rest into the eye.
While I try to hit the biowaste container with my pre-injection squirt,
most of the liquid gold hits the carpet. With some cocktail napkin
math, I’ve ﬁgured that the carpet in each examination lane we use for
injections is easily worth over $2 million. Since this discovery, I have
been thinking a great deal about my expensive and soggy carpets.
I try to imagine Dr. Daniel Alter explaining our wasteful system to the
desperate doctors and patients of Haiti where he does such incredible
volunteer work (see What’s News, page 16). I think of how much more
care we could provide to our poor and underserved in this country.
I think of how physicians are accused, often by the government, of
being wasteful!

‘More than 300 [Retina Times
contributors] have been featured
since 2012.’
This issue of Retina Times is indeed a testament to how much ASRS
members matter. I appreciate all of the effort our members put into
this publication, this Society, and our global society. I encourage you
to consider penning your own opinion piece in issues to come.
Have an idea for an opinion piece? Contact Managing Editor Susan Raef
at susan.raef@asrs.org.
Reference
1. Why join a professional society? American Mathematical Society website.
http://www.ams.org/membership/individual/mem-why-join. Accessed February 11, 2015.
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MEMBER OPINION >>

Paul E. Tornambe, MD
Past President, ASRS
Retina Consultants San Diego
Poway, California

Have You Heard? Free Gasoline and Car Repairs
We have been blessed with miracle drugs that have allowed many Medicare patients with macular
degeneration to maintain good enough vision to continue driving their cars. Have you heard about
the latest government program to provide these patients with free gas and car maintenance?
Medicare will now pay gas stations $2100 for
20 gallons of gas each month for a Medicare
patient to ﬁll up his gas tank. They will even
pay $4200 each month for two 20-gallon
ﬁll-ups for 2 cars owned by the same patient.
The gas station owner is not allowed or able
to negotiate with the petroleum supplier for a
discount, must pay the petroleum companies
$2000 for each 20 gallons of gas, and may keep
$100 for gas station overhead expenses.

paying for two 20-gallon ﬁll-ups and pouring
the excess for each car down the drain, the
government declares splitting is against the
law and will prosecute the gas station owner.
The government gives no reason for this policy,
but likely feels that splitting the allotment
would reduce income to the petroleum
companies that would therefore not be able to
explore for more oil in the future, or contribute
to politicians’ campaign funds.

The only government stipulation is that if
the car needs just 10 gallons of gas to ﬁll its
10-gallon gas tank, the gas station owner must
pour the remaining 10 gallons of gas into the
sewer drain. If the Medicare patient brings in
2 cars at the same time for a ﬁll-up, the gas
station may charge the government $2100 for
each car’s 20-gallon allotment ($4200), but
still must pour the excess gas down the drain.

The gas station owner has informed the
government that his brother-in-law owns a
gas station in Argentina and buys the samegrade gasoline from the same producer (who
will not discount in the United States) for
$1000 for 20 gallons and also is also allowed to
split the allotment. The US gas station owner
argues that margins are small and he is having
trouble meeting expenses. The government
isn’t listening.
The government also informs the gas station
owner that they will pay $90 to the attendant
who ﬁlls up the patient’s tank, but if the
Medicare patient brings in both cars at the
same time, they will pay the attendant half or
$45 for their services to ﬁll the second tank.
No reason is given. In response, the gas station
attendant tells the Medicare patient that
she must return on a different day to ﬁll her
second car’s tank. Sorry for the inconvenience.

‘Medicare will now pay
gas stations $2100 for
20 gallons of gas each
month for a Medicare
patient to ﬁll up his
gas tank.’

The government has also decided that an oil
change and tire rotation are the same services,
has bundled the 2 services, and will pay
only for the lesser tire-rotation service. The
American Gas Station Owners Association
does not question this ruling, to the dismay
of gas station owners.

The gas station owner cannot split a 20-gallon
allotment between the patient’s 2 cars and
charge the government for 40 gallons. The
owner must pour the excess 20 gallons of gas
down the drain. If the station owner splits the
allotment between the 2 cars and charges the
government for two 20-gallon purchases, that
owner will go to jail—even though the government is very happy to pay the same amount for
20 gallons for each car and waste half.

The gas station owners have also been put on
notice that next year, they will be reimbursed
25% less for smog checks and other repairs
because the new technology allows them to do
the work in less time, and due to an explosion
in the number of seniors getting free gas and
car repairs, the government can’t afford to

Although splitting the tank and charging the
government for each car ﬁll-up separately will
cost the government no more money than
10 | retina times |
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pay for services at the same rate they did in
the prior year. The government also mandates
higher wages for gas station employees, moreexpensive health insurance plans, more education
requirements to learn to service newer cars,
and stricter (more expensive) OSHA laws
regarding how to dispose of wasted gasoline.

‘If the car needs just
10 gallons of gas to ﬁll
its 10-gallon gas tank,
the gas station owner
must pour the remaining
10 gallons of gas into
the sewer drain.’
The gas station owner is now forced buy a
new, government-approved computer system
to manage his business—which the gas station
owner does not want or need, and is much
more expensive and less efﬁcient than the one
now used. Otherwise, the station owner will
be ﬁned. The gas station owner goes out of
business and opens a mini-mart franchise.
How long can our country afford to
egregiously waste resources and tolerate
government protection of drug company
proﬁts? How long can physicians comply
with unfunded, nonproductive mandates and
accept bundling policy decisions that make
no sense and compromise the care we give
to patients?
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FOUNDATION UPDATE >>

John T. Thompson, MD
President, Foundation of the
American Society of Retina Specialists

Race for Retina, Concert in Vienna
Support the Foundation
Make your plans now!
We are looking forward to seeing you at the
2015 ASRS Annual Meeting in Vienna from
July 11-14. Planning for the meeting is well
underway by Program Chair Mark Humayun
and President Tarek Hassan.
This year promises to be an exceptional
meeting in a wonderful location. Vienna has
abundant cultural treasures to keep you busy
before and after the meeting. Some details may
be helpful as you plan your travel to Vienna.
Special pre-meeting programming will be
offered on Friday, July 10, at a hotel nearby
the Austria Center. The meeting will start
Saturday morning, July 11, and will end after
the gala banquet on Tuesday night, July 14, at
the beautiful Vienna City Hall. There will be
no scientiﬁc sessions on Wednesday.

The historic Golden Hall of Musikverein in downtown Vienna is renowned for its acoustics.

What to see and do in Vienna

2 events beneﬁt the Foundation

Highlights of Vienna to explore when you
aren’t busy learning about retina include the
Kunsthistorisches Museum
(be certain to get the audio
guide as the museum
is very large) and the
Schoenbrunn Palace
and Gardens.

Watch for more information on the annual
Foundation 5K Run/Walk for the Retina
sponsored by Alimera Sciences. It will be a
chance to run or walk through historic Vienna
and to raise money for the Foundation.
The Foundation of the ASRS will also offer
tickets for the Vienna Mozart Orchestra on
Monday, July 13, so please reserve this night

on your schedule. The concert will be held
in Vienna’s Golden Hall of Musikverein, a
beautiful concert hall built in downtown
Vienna in 1870 (see photo above).
The Golden Hall is considered to have some of
the ﬁnest acoustics in the world and is the home
of the annual Vienna New Year’s Concert by the
Vienna Philharmonic that is telecast worldwide.
On Monday, July 13, the Vienna Mozart
Orchestra will play a repertoire from Mozart
and possibly other contemporaries such
as Strauss. The musicians will be dressed
in authentic period costumes to create the
experience of attending a concert in the
era of Mozart.
The Foundation has purchased a limited block
of tickets that will be available on a ﬁrst-come,
ﬁrst-served basis. The monies raised from
this event will provide enhanced patient
educational materials on SavingVision.org.
Watch the weekly Retina FYI e-newsletter
for details on the concert and how to reserve
your tickets.

Financial Disclosures
Dr. Thompson – KALEIDOSCOPE: Consultant, Honoraria.
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INTERNATIONAL CORNER >>

Kourous A. Rezaei, MD
Chair, International Affairs Committee

First Global Trends in Retina Survey
Compares Surgical Practice Patterns
In 2014, members of 25 retina societies around the world participated in the premier
Global Trends in Retina Survey—the widest-reaching retina survey ever conducted. The ASRS
International Affairs and PAT Survey Committees are grateful to everyone who participated
in this groundbreaking survey.
Africa/Middle East

LEBANESE OPHTHALMOLOGICAL SOCIETY

Asia/Paciﬁc

TRS

   

CHINESE OCULAR FUNDUS SOCIETY

Europe
XII

IX

VI

ITALIAN VITREORETINAL SURGERY GROUP

TURKISH
OPHTHALMOLOGICAL SOCIETY

AUSTRIAN OPHTHALMOLOGICAL SOCIETY
SPANISH SOCIETY OF RETINA AND VITREOUS

Latin America

COLOMBIAN ASSOCIATION OF
RETINA AND VITREOUS

ARGENTINE SOCIETY OF
RETINA AND VITREOUS

PAN-AMERICAN RETINA AND VITREOUS SOCIETY

PERUVIAN SOCIETY OF OPHTHALMOLOGY

URUGUAYAN ASSOCIATION OF OPHTHALMOLOGY

BRAZILIAN SOCIETY OF
RETINA AND VITREOUS

S U R G I C A L R E T I N A H I G H L I G H T S , PA R T 1

Panelists

Africa/Middle East

Asia/Paciﬁc

Europe

Europe

Latin America

United States

Hamid Ahmadieh, MD

Akito Hirakata, MD

François Devin, MD

John Conrath, MD, PhD

Thomas W. Stone, MD

Labbaﬁnejad Medical Center
Tehran, Iran

Kyorin University
School of Medicine
Tokyo, Japan

Monticelli Clinic
Marseille, France

Monticelli Clinic
Marseille, France

Virgilio MoralesCanton, MD
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Association to Prevent
Blindness in Mexico
Mexico City, Mexico

Editor, ASRS Preferences
and Trends (PAT) Survey
Retina Associates of Kentucky
Lexington, Kentucky

Virgilio Morales-Canton, MD—Latin
America: A lot depends on the sterilization
regulations of each country; in our region it is
very common to resterilize disposable instruments. In Mexico, sterilization regulations
restrict resterilization of surgical instruments.
But when possible, we do that because it is a
feasible way to save money which, down the
road, will be beneﬁcial for our patients.

Do you reuse disposable instruments during surgery?
Yes
Africa/Middle East
(n = 140)

59%

Asia/Pacific
(n = 200)

60%

Europe
(n = 88)

When I saw the global results, I was surprised
to see the numbers from Europe (53%) and
the United States (23%)—they were not as
low as I would have thought.

53%

Latin America
(n = 131)

73%

United States
(n = 203)

Thomas Stone—United States:
Reusing disposable instruments is not a
common practice in the United States, most
likely stemming from medicolegal concerns.
As long as a device is labeled for single use,
most surgeons will use it that way.

23%
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The fall and winter 2014 Retina Times (available
at www.asrs.org/retina-times) featured a 2-part
series on the Global Trends Survey’s medical
retina results. Here, we present part 1 of a
2-part series on the highlights of responses to
the survey’s surgical questions and compare
them with US ASRS members’ responses to the
same questions. Watch for part 2 of this series
in the summer 2015 Retina Times.
To view the complete 2014 Global Trends
in Retina Survey results online, visit
www.asrs.org/international/global-trendsin-retina.
Survey responses are grouped into 5 regions
for ease of analysis. We also thank our
panelists for participating in the following
roundtable discussion of the survey results.

Do you reuse disposable
instruments during surgery?
Hamid Ahmadieh, MD—Africa/Middle
East: About 60% of retina surgeons in our
region reuse disposable instruments during
surgery. This rate is similar to that of the Asia/
Paciﬁc region, but higher than in Europe.
The reason seems to be mostly economic,
in an attempt at cost reduction. Limited
availability of such instruments may also
be a concern for surgeons practicing in the
Africa/Middle East region.
Akito Hirakata, MD—Asia/Paciﬁc:
In Japan, the government recommends that
vitreoretinal surgeons not reuse disposable
instruments for infection control reasons.
Thus, the rate of reuse is low in the universitybased hospitals.
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90
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What is the most common
procedure you perform
for phakic retinal detachment
without PVR?

There is also a socioeconomic consideration;
expensive disposable instruments such as
laser probes may be reused in some hospitals
because we cannot afford these instruments.
In Japan, the price of vitrectomy is ﬁxed,
regardless of the number of instruments used
during surgery.

Hamid Ahmadieh, MD—Africa/Middle
East: In our region, more than half of retina
surgeons choose scleral buckling for these
cases, except in eyes with multiple, large,
and/or posterior retinal breaks, or in the presence
of moderate to severe vitreous hemorrhage.
This rate is even higher (86%) in Iran.

François Devin, MD, and John
Conrath, MD, PhD—Europe: We ﬁnd
it surprising that 53% of respondents
reuse disposable material. In France this
is unexpected and is probably not done.
The rate in France undoubtedly is similar
to that of the United States, and we believe
the global European rate reﬂects the use
in other countries.

Learning scleral buckling is part of the
ophthalmology residency program in Iran.
Retina surgeons tend to consider this
procedure less invasive than vitrectomy,
Continued on page 38

What is the most common procedure you perform
for phakic retinal detachment without PVR?
scleral buckle 55%

Africa/Middle East
(n = 138)

vitrectomy 29%
scleral buckle 39%

Asia/Pacific
(n = 199)

vitrectomy 38%
scleral buckle 46%

Europe
(n = 89)

vitrectomy 39%
scleral buckle 45%

Latin America
(n = 129)

vitrectomy 28%
vitrectomy 48%

United States
(n = 204)

scleral buckle 23%
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WHAT’S NEWS >>

Dilsher S. Dhoot, MD

Dante J. Pieramici, MD

Section Co-Editor

Section Editor

ASRS Members Volunteer Their Services—
In Their Communities and Abroad
Many ASRS members generously donate their time and talent to help those in need—both locally
and internationally. In the summer 2014 Retina Times (available at www.asrs.org/retina-times), What’s
News reported on ASRS members’ work with 2 of the oldest and largest international ophthalmology
nonproﬁt organizations, SEE International (www.seeintl.org) and ORBIS (www.orbis.org).
specialist Mildred Olivier, MD, who has made
many trips to Haiti. Dr. Olivier also has been very
involved in the American Academy of Ophthalmology’s response to the 2010 earthquake.

Here are more inspiring stories of ASRS
members’ volunteer work—as well as
opportunities to get involved.

Volunteering abroad

Last September, Dr. Alter traveled to the
Haitian capital, Port-au-Prince, to spend a
week working with Dr. Taverne at his practice.
Together they performed 13 complicated
retinal detachment repairs. Dr. Alter also
assessed the clinic at Bernard Mevs Hospital
in preparation for future retina services.

Training ophthalmologists in Haiti
Daniel C. Alter, MD, PhD
Midwest Retina Consultants
Des Plaines, Illinois

Chicago-area ASRS member Daniel C. Alter,
MD, PhD, recently became involved in volunteer missions to Haiti. “Opportunities for
teaching local surgeons advanced vitreoretinal
techniques can be very rewarding,” he says.

Inspired by that trip, Dr. Alter returned to Haiti
for another week in January, which coincided
with a visit by Haitian-American ophthalmologist
Fritz Allen, MD, of Rockville, Maryland.

Dr. Alter was introduced to Haitian ophthalmologist Reginald Taverne, MD, by glaucoma

After much planning and some worries about
the political situation in Haiti, we headed to

Dr. Alter recalls his January trip

the airport early on January 4—only to ﬁnd out
there was an “embargo” to Haiti by our airline,
so we could bring only 3 bags each. We had to
leave 2 bags containing a slit lamp and ultrasound for the Hospital of the State University
of Haiti. That was disappointing—especially
because I had checked the airline’s website the
night before to make sure we were good.
We landed in Port-au-Prince as planned and, by
late afternoon, arrived at the ofﬁce of Reginald
Taverne, MD, who had done scleral buckles and
retinal lasers for many years and had always
wanted to learn vitrectomy surgery. Dr. Taverne
had purchased much of the equipment needed to
do modern vitrectomy surgery in Haiti.
We went right to work showing Dr. Taverne the
equipment and supplies we brought him. He was
especially happy to receive a much-needed laser
indirect ophthalmoscope. We then saw many
patients, trying to determine who would be the
best vitrectomy candidates. For the next 6 days, we
saw patients with a wide range of retinal problems
and performed complicated vitrectomies.
Most of the cases were proliferative diabetic
retinopathy with tractional retinal detachments
or chronic retinal detachments with proliferative
vitreoretinopathy. We did a total of 14 vitrectomies and 2 scleral buckles. Dr. Taverne performed
a large portion of the surgery and completed
several cases with little or no assistance.
Dr. Taverne did his ﬁrst unassisted macular
hole surgery and performed a beautiful internal
limiting membrane peel. He later said the
case fulﬁlled a dream he’d had ever since he
presented a case of macular hole as an ophthalmology resident.

Figure 2. Dr. Alter (right) performs a vitrectomy,
assisted by Dr. Taverne.

Figure 1. Dr. Alter’s son, David; Reginald Taverne, MD;
biomedical engineer Raymond Kingsley; and Daniel
Alter, MD, during the September 2014 trip.
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All of the surgery was done in Dr. Taverne’s OR
at the back of his ofﬁce with his staff assisting.
Most of the cases were 23 gauge based on the kits
we had available.

Our setup included a Zeiss OPMI 6 microscope
[Carl Zeiss Meditec, Dublin, CA], BIOM indirect
viewing system [Oculus Surgical, Inc, Port St.
Lucie, FL], and ﬂoating lenses from Ocular Instruments, Inc [Bellevue, WA]. We used an Alcon
Accurus vitrectomy machine [Alcon Laboratories,
Inc, Fort Worth, TX], and Iridex 810 laser [Iridex
Corporation, Mountain View, CA]. We also had
other disposables donated by many generous
companies.
Some cases required bimanual dissection,
and I showed Dr. Taverne how to improvise a
chandelier light by sliding a piece of IV tubing
over the endoilluminator tip. Two cases required
signiﬁcant inferior retinectomies and silicone oil.
The Alcon Accurus was run off of a compressedair tank from a local gas supplier. All of the cases
were done under local anesthesia with sedation
by a Haitian anesthesiologist. Having a green
laser would have been better, as the red laser can
be painful for patients.

Figure 3. Dr. Taverne and his staff, along with Dr. Alter and his son Thomas, in Dr. Taverne’s ofﬁce-based OR during
the January trip.

Midweek, we visited the university hospital in
Port-au-Prince, where we were introduced to the
ophthalmology residents by the university dean
and head of the ophthalmology department, Jean
Claude Cadet I, MD. We presented the residents
with several indirect ophthalmoscopes and showed
them how to use the equipment. None of the residents
in Haiti owned their own scope and we were able
to bring 7 sets with lenses. We were disappointed
that we could also not bring the slit lamp or b-scan
ultrasound we had to leave in Chicago.
We then took a brief tour of the ophthalmology
section of the hospital. There were some
adequate rooms, but very little equipment and
only 1 marginal slit lamp and 2 decent old
microscopes. Overall, the level of equipment
and supplies was miserable.
In Haiti, they do small-incision cataract surgery.
They have a phacoemulsiﬁcation machine,
but it is broken and they don’t have the money for
kits. I promised Chief Resident Carl Dumas, MD,
that I would help them get some more equipment
and he is developing a wish list. The residents
were enthusiastic and several of us are trying to
help develop a stronger residency program.
Next, we visited Bernard Mevs Hospital,
which began as a tent hospital after the 2010
earthquake, launched and supported by Project
Medishare and the University of Miami’s
Global Institute for Community Health and
Development. There, I met with Brother James
Kim, MD, PhD, a missionary physician from
Korea who spends a few days a week at Bernard
Mevs. Fritz Allen and I showed him how to
set up the Iridex laser previously donated; I
recently learned that Dr. Kim has been using the
laser successfully.

Figure 4. Patients wait for ophthalmic care at the university hospital in Port-au-Prince.

impression on him and he says it will always
give him a different appreciation of the life
we live in the United States. Dr. Taverne’s staff
took a special liking to Tom, as they had

My son Thomas is a junior at University
of Colorado-Boulder and helped scribe and
take notes in the ofﬁce and assisted with the
surgical equipment setup and operation. He
also took many photos. The trip made a great

Continued on page 56
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FELLOWS’ FORUM >>

Carl C. Awh, MD

David R. Chow, MD, FRCSC

Section Editor

Course Director

77 Attend 15th Annual Retina Fellows’ Forum
AMD and AREDS supplements made for a
stimulating discussion among the faculty, as
did additional talks about retinal detachment
and management of submacular hemorrhage.

The 15th Annual Retina Fellows’ Forum was
held in Chicago on January 23-24 at the Westin
Chicago River North Hotel. Seventy-seven vitreoretinal fellows from throughout North America,
representing the vast majority of the “graduating
class” of 2015, enjoyed a packed schedule of
educational and social events designed to assist
them in their ﬁrst year of practice.

This year’s faculty consisted of Course Director
David Chow, MD, FRCSC; Co-Directors
Carl Awh, MD, and Tarek Hassan, MD; and
Drs. Maria Berrocal, Dean Eliott, Mike Jumper,
Tamer Mahmoud, and Jon Prenner.

The meeting’s opening session on Friday
evening was primarily devoted to AMD.
New diagnostic and treatment options, the
continuing debate over selection of anti-VEGF
agents, and the issue of genetic testing for

Saturday brought a full day of lectures and
panel discussions on diabetic macular edema,
retinal vein occlusion, trauma, macular surgery,

surgical management of diabetic traction
detachment, and instrumentation. Lectures and
topics were organized to highlight the many
ways to attack a given clinical problem and to
expose fellows to different approaches.
A highlight of the meeting was the distinguished
guest lecture, this year delivered by Mark
Blumenkranz, MD, titled “Looking Back a
Decade at the Pyron Lecture … and Finding
Your Place in the Grand Scheme of Things …
You Are the Author of Your Own Narrative.”
The academic portion of the meeting concluded
with a “real-world” session during which the
faculty gave advice on job selection, contract
negotiation, practice-building, and balancing
work and personal life.
The 2015 Retina Fellows’ Forum Research Award
went to Ashkan Abbey, MD, from Associated
Retinal Consultants/William Beaumont Hospital
in Royal Oak, Michigan, for his paper, “Screening
for Retinopathy of Prematurity: Evaluating
Use of the ROP Tool in a Computerized
Telemedicine System.” Dr. Abbey will present
his research at the ASRS 33rd Annual Meeting
in Vienna, Austria in July 2015.
The Saturday evening bowling tournament
served as a ﬁtting close to the meeting. A spirited
competition among teams of fellows and corporate representatives, each captained by a member
of the faculty, resulted in a narrowly won victory
by the team captained by Tamer Mahmoud.

The 2015 Fellows’ Forum faculty. Front row: Jon Prenner, MD; Maria Berrocal, MD; Tarek Hassan, MD. Back row: Tamer
Mahmoud, MD, PhD; Carl Awh, MD; Dean Eliott, MD; Mike Jumper, MD; David Chow, MD, FRCSC; Mark Blumenkranz, MD.

As always, the fellows and course organizers
are grateful to our many corporate partners
and especially to Genentech, the major
corporate sponsor of the meeting.

Financial Disclosures
Dr. Awh – ARCTICDX, INC: Consultant, Stockholder, Stock;
BAUSCH+LOMB: Consultant, Honoraria; FORSIGHT LABS,
LLC: Consultant, Honoraria; GENENTECH, INC: Consultant,
Investigator, Grants, Honoraria; GLAXOSMITHKLINE:
Investigator, Grants; JANSSEN PHARMACEUTICALS, INC:
Consultant, Honoraria; KATALYST SURGICAL, LLC: Advisory
Board, Stockholder, Royalty, Stock; REGENERON PHARMACEUTICALS, INC: Consultant, Investigator, Honoraria;
SYNERGETICS, INC: Consultant, Stockholder, Honoraria,
Royalty; VOLK OPTICAL: Consultant, Honoraria.
Dr. Chow – ALCON LABORATORIES, INC: Consultant,
Investigator, Speaker, Honoraria; ALLERGAN, INC: Investigator,
Speaker, Honoraria; ARCTICDX: Stockholder, Stock, Stock
Options; BAUSCH+LOMB: Speaker, Honoraria; DUTCH
OPHTHALMIC RESEARCH CENTER: Advisory Board,
Consultant, Honoraria; KATALYST SURGICAL, LLC: Advisory
Board, Consultant, Salary; NOVARTIS PHARMACEUTICALS
CORPORATION: Speaker, Honoraria; SYNERGETICS:
Consultant, Honoraria.

The team captained by Tamer Mahmoud, MD, PhD, won the Saturday evening bowling tournament.
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WOMEN IN RETINA >>

Alice T. Lyon, MD

WOMEN in RETINA

Chair, ASRS Women in Retina Section

Winter Wonderlands Greet Women in Retina
Some of our ﬁnest winter snowstorms greeted
the Women in Retina Boston Tea Party and
the Winter Brunch in Chicago.
Boston’s Ivana Kim, MD, and Caroline
Baumal, MD, organized and orchestrated
the January 9 WinR Boston Tea Party, which
brought together more than 50 women in
retina from across the country for a vibrant
evening of conversation and networking at
The Harvard Club.
Insightful questions were posed to Joan Miller,
MD; Anita Agarwal, MD; and Carol Shields,
MD, who shared their personal and professional experiences in their practices—and
lives—as women in retina.
Personal insights and genuine passion for
teaching, research, surgery, and their
dynamic lives were inspirational to all who
attended. The choices we have, and the
excitement we live and breathe in our daily
professional and family lives were the talk
of the evening. With the backdrop of a
beautiful Boston snowstorm, everyone in
attendance enjoyed the spirited conversation
and networking.
Our love affair with snowstorms continued
at the WinR Winter Brunch at Shaw’s
Crab House in Chicago. WinR Chair Alice
Lyon, MD, Chair-Elect Jennifer Lim, MD,
and Chair Emeritus Pauline Merrill, MD,
along with Chicago-area WinR mentor
colleagues, met with a number of WinR
fellows in training.
Networking was in full force at this intimate
gathering, allowing in-depth discussion on a
variety of topics. Mentors and fellows engaged
in candid conversation ranging from complex
surgery and major life decisions, to managing
clinic ﬂow and navigating the professional
landscape, while enjoying a delicious crab leg
and ceviche brunch.

Joan Miller, MD, speaks at the WinR Boston Tea Party.

The WinR Boston Tea Party and the WinR
Winter Brunch were generously funded
through grants from Genentech, Inc, and
Regeneron Pharmaceuticals, Inc.

Financial Disclosures
Dr. Lyon – None.

Winter Chicago WinR brunch attendees.
Front row: Pauline Merrill, MD; Alice Lyon, MD; Jennifer Lim, MD; Wei Wang, MD, PhD.
Back row: Dimitra Skondra, MD; Ashleigh Levison, MD; Sheila Garcia Santana, MD; Archana Seethala, MD; Rukhsana Mirza, MD;
Jessica Randolph, MD; Kristen Nwanyanwu, MD, MBA; Sahana Vyas, MD; Manjot Gill, MD; Randee Miller, MD.
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CLINICAL TRIALS: FUTURE PATHWAYS >>

Lana M. Rifkin, MD
Ophthalmic Consultants of Boston
Boston, Massachusetts

Chirag P. Shah, MD, MPH

Jeffrey S. Heier, MD

Section Co-Editor

Section Editor

The Future of Uveitis Treatment:
An Update on Current Clinical Trials
It is an exciting era for uveitis specialists; researchers are developing new medications and
delivery systems, enhancing our armamentarium against potentially sight-threatening
inﬂammatory eye disease and allowing us to provide better care for our patients.
Trials are underway that we hope will show
both safety and efﬁcacy of various immunosuppressive agents in ocular inﬂammation,
as well as introduce new delivery systems of
steroid to decrease unwanted side effects.

First-line Antimetabolites as
Steroid-sparing Treatment
(FAST) Uveitis Trial:
Comparing methotrexate with
mycophenolate mofetil

The FAST Uveitis Trial, now in phase 3, aims
to determine which drug is more effective in
treating noninfectious intermediate, anterior
and intermediate, posterior, and panuveitis.
Approximately 200 patients will be randomized
to receive either full-dose methotrexate (25 mg
weekly, by mouth) or full-dose mycophenolate
mofetil (1500 mg, twice daily, by mouth).
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Gevokizumab, a monoclonal antibody
developed by the XOMA Corporation
(Berkeley, CA), binds interleukin 1 beta
(IL-1 beta), a proinﬂammatory cytokine that
modulates the cellular signaling response that
produces inﬂammation.4

In September 2014, preliminary results of
the SAKURA 1 trial were reported at the
EURETINA Congress in London, England.3
Of the 347 patients enrolled, at 5 months
approximately 23% of the 440-μg injection
group achieved the primary endpoint of
vitreous haze score of zero. This is statistically
different than the 44-μg group, in which 10%
achieved similar results, and the 880-μg group,
in which 16% achieved this endpoint.
The SAKURA 2 trial aims to enroll 250
patients and is scheduled to be completed
in June 2016. Santen may offer a novel
non-corticosteroid local immunomodulatory
treatment option for patients suffering from
noninfectious posterior uveitis.

Upon completion of this trial in 2016, clinicians
may have a better understanding of the
comparative efﬁcacy and tolerability of these
|

Study Assessing double-masKed
Uveitis tReAtment (SAKURA)

Patients are randomized to receive 44 μg, 440 μg,
or 880 μg doses of sirolimus injected at baseline,
2 months, and 4 months. At months 6, 8, and 10,
the full dose (880 μg) is given. From months 12 to
24, all patients are kept on the full dose; however,
injections are given on an as-needed basis.

The primary outcome will be observed at
6 months; patients who fail their drug at
or before 6 months will be switched to the
second drug and continued for another
6 months. If they are successful—with
controlled inﬂammation (deﬁned as ≤0.5+
anterior chamber cells, ≤0.5+ vitreous haze,
no active retinal or choroidal lesions in either
eye, with ≤7.5 mg/day of systemic prednisone
and ≤ 2 drops/day of topical prednisolone
acetate 1%)—they will continue the same
drug for another 6 months.

Spring 2015

Safety and efﬁcacy study
of gevokizumab to treat
active noninfectious
uveitis (EYEGUARD)

Sirolimus is an immunosuppressant used in
organ transplantation patients, particularly
renal transplants. Its use in uveitis has not
been previously evaluated. In 2011, Santen
Pharmaceutical Company, Ltd (Osaka, Japan)
began SAKURA, a multicenter, randomized,
uncontrolled study to assess the safety and
efﬁcacy of intravitreal injections of sirolimus
DE-109 ophthalmic solution for patients with
active, noninfectious posterior uveitis. This is
not a placebo-controlled trial and instead has
3 groups of varying doses.

Methotrexate and mycophenolate mofetil
(CellCept, Genentech, Inc, South San Francisco,
CA) have long been used as off-label treatment
of noninfectious uveitis.1-2 However, the
question of which should be used as ﬁrst-line
steroid-sparing immunosuppressive therapy
has not yet been answered.
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2 antimetabolites and thus be able to make
evidence-based decisions when prescribing
ﬁrst-line immunosuppressive therapy for
patients with ocular inﬂammation.
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Favorable results of the pilot study in 2010
demonstrated clinical activity and safety of
0.3 mg/kg intravenous infusion of
gevokizumab in 4 patients with intraocular
inﬂammation due to Behçet’s disease.5 All
4 patients achieved improvement of ocular
inﬂammation with complete resolution of
retinal ﬁndings as well as vitreous haze in
7 to 14 days after treatment.

‘Sirolimus is an
immunosuppressant
used in organ
transplantation
patients, particularly
renal transplants. Its use
in uveitis has not been
previously evaluated.’
Gevokizumab’s efﬁcacy is being examined in
4 related trials:
• EYEGUARD-A is studying gevokizumab’s
ability to treat active noninfectious intermediate, posterior, or panuveitis. Three hundred
patients will be randomized to 1 or 2 doses

of gevokizumab (30 mg or 60 mg, given
subcutaneously) vs placebo and evaluated at
day 56 for a 2-point improvement in vitreous
haze score.
• EYEGUARD-B is looking at gevokizumab’s
ability to decrease the number of ﬂares in
patients with Behçet’s uveitis compared with
the current standard of care; 110 patients
will receive a 60-mg dose of gevokizumab
subcutaneously every 4 weeks in addition
to their current immunosuppression and
corticosteroid therapy. The time to ﬁrst acute
exacerbation will be evaluated.
• EYEGUARD-C is studying gevokizumab’s
ability to decrease the risk of ocular exacerbations of noninfectious uveitis in patients who
are already controlled with corticosteroids and
immunosuppressants. Three hundred patients
will be evaluated for rates of exacerbation of
ocular inﬂammation upon receiving either 30
mg or 60 mg of gevokizumab, subcutaneously,
every month for 12 months.
• EYEGUARD-US is evaluating the safety and
efﬁcacy of gevokizumab in treating uveitis
due to Behçet’s disease. Up to 28 patients will
receive open-label gevokizumab to determine
their clinical response. At day 28, patients who
responded will be randomized to either 60 mg
of gevokizumab or placebo, administered
subcutaneously at monthly intervals. The time
to ﬁrst exacerbation of ocular inﬂammation
will be assessed.
Results of these 4 trials should be forthcoming
in the next 2 to 3 years. Gevokizumab may be
a useful addition to the immunosuppressive
options currently available to treat potentially
sight-threatening ocular inﬂammation.

Suprachoroidal injection of
triamcinolone acetonide in
subjects with macular edema
following noninfectious uveitis
New locations for drug administration into the
eye may offer better control of cystoid macular
edema and intraocular inﬂammation in patients
with chronic noninfectious uveitis. Clearside
Biomedical, Inc (Alpharetta, GA) ﬁrst introduced
its microinjector for the delivery of injectable
triamcinolone acetonide into the suprachoroidal
space in patients with noninfectious uveitis in
mid-2013. A phase 2 trial is underway to determine the safety and efﬁcacy of 4 mg or 0.8 mg
of CLS-TA, triamcinolone acetonide injectable
suspension, using the Clearside microinjector—
a 30-gauge needle, 900 microns in length,
designed to access the suprachoroidal space.
Patients with macular edema secondary to
noninfectious uveitis are administered a single

injection of either 4 mg or 0.8 mg of CLS-TA
in a total volume of 100 μL, then evaluated for
approximately 8 weeks following treatment
for change in central subﬁeld thickness.

Uveitis is thought to be responsible for
approximately 10% to 20% of blindness in the
United States.7 It is often difﬁcult to diagnose
and manage, with limited approved treatment
options. These clinical trials may help us
expand our treatment options and further
improve patient care.

‘New locations for
drug administration
into the eye may
offer better control
of cystoid macular
edema and intraocular
inﬂammation in
patients with chronic
noninfectious uveitis.’
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Practice Overhead: Penny-Wise and Pound-Foolish?
Retina physicians in 2015 will see further reimbursement cuts and more emphasis on “cost-effective”
medicine. In today’s health care environment, simply providing high-quality patient care is
no longer enough to make a practice successful—practices must become more efﬁcient.
it is helpful to break the employee roles in
a practice into 3 groups:
• Clinical
• Billing
• Administrative

A metric commonly used to assess a practice’s
efﬁciency is the overhead percentage. For
many practices, cutting costs and lowering
the overhead percentage is the ultimate goal;
however, it’s important not to lose sight of the
forest for the trees.

Admittedly, this classiﬁcation is arbitrary
and for many practices—particularly smaller
ones—there will be considerable overlap.

Cutting expenses and lowering the overhead
percentage might not translate to improved
proﬁtability. While it is important to monitor
expenditures, it’s also essential to recognize
that practice overhead may also be cut by
increasing top-line revenue while maintaining
or even increasing expenditures. Practices
should not lose sight of the bottom line in
their quest to cut costs.

Clinical staff
A well-trained, compassionate, professional,
and efﬁcient staff is critical to a successful
practice. Your patients’ satisfaction with your
practice is built on interactions with your
clinical staff almost as much as on those with
the physicians. Whether it’s holding a patient’s
hand during an injection or soothing an upset
patient who’s been waiting for 2 hours, your
clinical staff is vital to the patient experience.

Typically, the largest expense for any medical
practice is employee payroll. For a retina
practice, the cost of buy-and-bill for expensive
injectable drugs is likely the only expense
that exceeds labor costs. A recent informal
discussion among members of several retinaonly practices attempted to address
the question, “How many employees does
a typical retina doctor need to function
effectively and efﬁciently?” A quick survey
of those practices found that the range of
stafﬁng levels was surprisingly large. Further
discussion revealed a number of variables
affecting stafﬁng decisions.

Similarly, the clinical staff is critical in
ensuring that the physicians and practice
operate at peak efﬁciency. Due to population
demographics and the treatment burden of
intravitreal injections, patient volume
in retina practices is exploding. To provide
high-quality, compassionate care to that
many patients, physicians must rely on their
clinical staff.
Remember that practice revenue is derived
solely from physician interactions with
patients. Any time a physician spends doing
anything other than interacting with patients
is time that is not generating revenue.
Physicians should therefore focus solely on
examining patients, explaining conditions to
them, answering their questions, and treating
them. Everything else should be turned over
to clinical staff. Shaving even 30 seconds off
the average patient encounter while retaining
the same amount of patient “face time” can
make a huge difference in the time spent in
the clinic.

‘Cutting expenses and
lowering the overhead
percentage might not
translate to improved
proﬁtability.’
In evaluating stafﬁng levels and why it may
be short-sighted to cut costs in those areas,
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In our clinics, we strive to have no physician
“down time” during the session. That means
the next patient’s chart and images are pulled
up on dual monitors at the physician station
when the doctor exits an exam room. Exam
rooms are ﬁlled and the physician isn’t waiting
to see the next patient. In the exam room, we
use highly trained scribes so when the patient
encounter is complete, the chart is also
complete and ready for the physician to quickly
review and sign. Patients are prepped and ready
for injections and lasers so the physician only
has to perform the procedure itself.

‘Practices should not
lose sight of the bottom
line in their quest to
cut costs.’
To achieve that level of efﬁciency, you must
have an adequate number of well-trained staff.
Having employees familiar with the preferences
of the physician they are working with is also
vital. In our practices, the physician works
with the same staff each day whenever possible,
thereby operating more efﬁciently. This also
provides “familiar faces” to the patients, which
makes them more comfortable.
In our practices, each physician utilizes
1 check-in staff, 1 check-out staff, 2 to
3 work-up techs, 1 photographer, 2 scribes,
and 1 procedure-prep staff. With the exception
of the check-in/check-out staff, all of the
clinical staff can perform OCTs and assist the
photographer if he or she is bogged down
with a challenging ﬂuorescein angiogram.
Similarly, all of the clinical staff are trained
to constantly monitor the exam rooms and
ensure they are ﬁlled.

While this ratio of clinical staff to physicians
is higher than the national average, internal
analyses have demonstrated that this level of
stafﬁng can actually decrease practice overhead
if supported by patient volume. A physician
who completes a clinic day in 9 hours utilizing
8 clinical staff may complete the same clinic
day in only 8 hours using 9 clinical staff—the
total hourly wages for that day are the same,
but the physician gets out an hour earlier
every day.
Similarly, if employing extra staff allows
each physician to see more patients without
adding new doctors or ofﬁce locations,
practice overhead can also decrease. This is
an oversimpliﬁcation of the analysis (one
must also consider overtime vs standard pay
rates, beneﬁts, patient volume, etc), but
don’t assume that adding clinical staff will
increase overhead percentage, or that cutting
staff will decrease it.

Billing staff
For many physicians, the billing process is
a mystery. A billing code is chosen and put
into a “black box.” Some number of days
later (hopefully not too many), money lands
in the bank account. The physician relies
on the billing staff to manage the myriad
processes between coding and payment, and
the efﬁciency of the billing staff in doing so is
critical to the practice’s bottom line.

‘Remember that
practice revenue is
derived solely from
physician interactions
with patients.’
The vast majority of billed charges can be
captured with the most basic efforts. With
today’s technology, a very lean billing
staff—even consisting of a single billing
manager—or an outsourced billing company
can efﬁciently collect most charges. However,
beyond the low-hanging fruit, there remains
a considerable reward for those willing and
able to put in the effort. An overly lean billing
staff may not have the resources to drive your
collection percentage to its full potential,
essentially leaving money on the table.
It is relatively easy to assess the performance
of your billing team. One can reliably measure

total dollars, adjustments and write-offs, days in
accounts receivable (AR), collection percentages,
and many other variables. But as noted earlier,
the practice overhead percentage is not the
most critical number, especially for the billing
department. If we have to spend 99 cents to
capture the next dollar that would otherwise
be unobtainable, we should spend it. That
might not improve the overhead percentage,
but the net income would be up. After years
of running a lean billing department, our
practices recognized that additional staff more
than pay for themselves if properly managed.

on the payer, as each one in a market tends
to have different issues and inevitably some
require far more attention than others. Ideally,
an individual staff member should be assigned
to each major payer to promote familiarity
with the process and a relationship with the
local payer representative. More than 90% of
AR can be collected within 30 days by following
these processes.

‘Don’t assume that
adding clinical staff will
increase overhead
percentage, or that
cutting staff will
decrease it.’

With today’s high-deductible health plans,
the most critical part of the billing process
actually occurs before the physician ever sees
the patient. Chasing money after patient
check-out is inefﬁcient; patient AR rises, multiple bills are often sent, resentment develops,
and follow-up visits are jeopardized. The
process of simply sending a bill to a patient
may cost upwards of $5.00 factoring
in postage, employee time, etc.

Patient AR should be addressed quickly and
with sensitivity and compassion. Indigent or
recently disabled patients may not have the
means to meet their obligations. Mindlessly
sending bills month after month creates
bloated, ﬁctional assets on the books and
requires more effort, to little avail. Wholesale
write-offs to clean up the books are not
the answer either. This is where the billing
manager can truly show his or her worth by
knowing how to handle this and, better yet,
how to avoid it in the ﬁrst place.

At our practices, when a new-patient appointment is made, insurance information is
collected and the patient is informed of his or
her ﬁnancial obligations prior to coming to the
ofﬁce—including obtaining necessary referrals
and bringing funds for co-pays and deductibles.
When the patient arrives, the receptionist
collects the patient’s share of the charges up
front. If there are any problems in this process,
an employee with a higher degree of billing
experience will discuss the issues with the
patient, out of earshot of the waiting room.

Achieving these levels of efﬁciency and
productivity requires manpower. Our practices,
with numerous locations and physicians, have
gone from about 0.8 full-time employees
(FTEs) dedicated to billing per physician to
more than 1 FTE over the past 10 years. This
does not include the primary check-in/check-out
staff collecting the co-pays and deductibles.
Creating well-deﬁned roles for each billing
staff member and monitoring productivity
with appropriate metrics for current and new
employees help avoid that bloated feeling when
reviewing payroll summaries.

If more expensive testing or procedures are
indicated, the patient’s coverage is veriﬁed before
moving ahead unless a medical emergency
exists. While this approach requires more
manpower up front, the likelihood of obtaining
timely payment in full goes way up. Similarly,
established patients with an outstanding
balance receive a phone call prior to their visit
reminding them to come prepared to settle
the account at that visit and the money is
collected at check-in. For these processes to be
implemented, additional check-in or check-out
staff may be required.

Administrative staff

Once ofﬁce or surgical services are provided,
prompt and accurate charge entry must occur.
Falling behind is unacceptable, as the output
of the practice is unrelenting and catching
up becomes impossible. The same is true
for posting payments. Both of these billing
processes require adequate billing staff.

Administrative staff includes employees
who do not have direct clinical interaction
with patients, as well as those not involved
in the billing process. Potential functions
include staff oversight, human resources,
accounting, facilities management, marketing,
IT, compliance, and research. Establishing an
“ideal” size of this staff is difﬁcult, given the
multiple variables in play. The physicians’

Handling the accounts receivable is the last
step. For payer AR, the approach depends
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Designing a One-Physician Satellite Ofﬁce
In this era of high-volume retina, a key to proﬁtability, physician contentment, and patient
satisfaction is the efﬁcient use of ofﬁce facilities. Many retina practices today have a large
central ofﬁce where several physicians see patients while working side by side with
administration, billing and authorization, clinical research, and centralized scheduling.
This can often lead to a frenzied and chaotic environment with less-than-optimal patient
experience and efﬁciency.
By necessity, retina practices also establish
multiple satellite ofﬁces to lighten the workload
in each ofﬁce, see more patients, spread
out geographically, and expand the reach of
the practice. Here is a practical approach to
the design of a one-physician satellite ofﬁce.

Ophthalmic technician space
The 2 waiting areas should be separated
by a bay of 3 tech rooms where patients can
be worked up and dilated. These can be
as small as 7 ft x 9 ft. Toward the end of a

Physician exam/treatment rooms

Satellite ofﬁce guiding principles:

‘Primary considerations
for ofﬁce design and
layout are the patient
volume and the ofﬁce’s
throughput.’

• Minimize cost.
• Maximize efﬁciency.
• Achieve outstanding clinical production.
• Provide a memorable patient experience.
The space requirements, depending on layout,
should range from 2300 to 2600 usable
square feet.
Primary considerations for ofﬁce design
and layout are the patient volume and the
ofﬁce’s throughput. Practices seeing 4
patients per hour, or fewer than 40 a day,
can afford certain ofﬁce-design limitations
that would not be acceptable to a highervolume practice.

clinical session, tech rooms can be used as
accessory injection rooms, depending on
the ﬂow of new patients and clinical requirements of the day.
Technician movement is minimized as the
techs are working up patients and moving
them between 2 adjacent waiting areas. If the
techs need to assist the physician or perform
OCTs, they can step to either side of the
internal waiting room and help.

However, many retina practices are seeing
6 to 10 patients per hour; at this volume,
efﬁcient movement of doctor, staff, and
patients becomes increasingly important.
Thus, a well-thought-out ofﬁce layout that
allows for adequate waiting rooms and
streamlined patient ﬂow becomes critical.
(See the ﬁgure for a sample layout.)

Diagnostic testing
Immediately adjacent to the internal waiting
room, there should be 2 to 3 small diagnostic
rooms for OCT and ﬂuorescein angiography.
Patients can be called out of the internal
waiting room and then be moved back or
directed immediately into the exam rooms on
the other side of this testing area.

Waiting areas
A moderate-sized front waiting room of about
18 chairs should be supported by a similarsized internal waiting room for dilation. This
allows for plenty of room for patients and
their family members.
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It is important to plan the physician area so
the doctor can avoid walking throughout
the ofﬁce. Each exam room should have a
telephone, a sink, and networked computers
with Internet access. Two computer screens
should be in each room—one a touch-screen
monitor for retina drawings and electronic
health records (EHRs); the other to review
testing. The drawers in each room are set up
exactly alike to maintain consistency as the
physician moves from room to room.

‘The idea is to be
mindful of patient
movement to
minimize bottlenecks.’
Exam room design has changed signiﬁcantly
with the advent of EHR. Most practices
are using EHR scribes, who need access to
the keyboard, mouse, and computer screens.
A desk design that allows the scribe and
physician to sit at the screens and share the
keyboard and mouse is highly recommended.
Pay attention to desk depth, height, and
length, as well as to light switch and receptacle placement. Allow space for a patient’s
family member.

Preparing and storing drugs
To maximize efﬁciency, drugs can be made
available in the exam room and the patient
prepped before the physician enters. A hallway
tech desk with a sink and refrigerator for
immediate availability of drugs adjacent to
the tech area helps.

‘Exam room design has
changed signiﬁcantly
with the advent of EHR.’
A multipurpose room close to the physician
exam area, where drugs can be inventoried and
stored, and instruments cleaned, minimizes
tech travel.

More space considerations
• An independent laser room seems obsolete
with the advent of portable solid-state lasers
that can be used in one of the exam rooms.
• Fluorescein and indocyanine green (ICG)
angiography can be reviewed in exam rooms

on networked computers or, if space permits,
in a review room with 2 chairs and a built-in
desk for computer monitors. If adjacent to
the exam rooms, this review room can also
act as a place to help improve patient ﬂow.

internally. Having restrooms inside the
ofﬁce for the staff and physicians helps
maintain efﬁciency.
• A break room located away from the clinical
areas increases efﬁciency by allowing the staff
to stay in the ofﬁce for lunch, and promotes
a sense of collegiality among the staff.

• The physician’s ofﬁce can be made much
smaller and even integrated into the clinical
ﬂow. The main purpose of this ofﬁce is to
maintain a private place to speak on the
phone, have meetings and, depending on
its location, serve as an auxiliary diagnostic
review area.

Careful planning pays
To maximize the efﬁciency of a satellite ofﬁce,
integrate as many of these concepts as possible
into your practice style and space. Choose
your space wisely—too large of a space eats
into the bottom line year after year; too small
of a space compromises the ofﬁce’s long-term
viability, efﬁciency, and comfort. Devoting
time and attention to detail in the design
and construction process will help ensure a
successful satellite ofﬁce.

• The satellite ofﬁce, if possible, should have
space to implement future diagnostic or
treatment technology.
• Try to establish a circular ﬂow to minimize
cross trafﬁc. If not, the hallways in high-ﬂow
areas need to be wider.
• In this era of EHR, chart storage is becoming
progressively less important. The front ofﬁce
needs to accommodate 4 people with space
for monitors, phones, printers/copiers, and
a fax machine.
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• Depending on the building, patients may
be able to use common-area restrooms,
or the ofﬁce may need to provide these
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Figure: Sample satellite ofﬁce layout. An effective satellite ofﬁce design establishes a circular ﬂow, minimizing cross-trafﬁc and maximizing space efﬁciency.
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Exploring Wide-Field Imaging in Pediatric Retina
Wide-ﬁeld ﬂuorescein angiography (FA) is more commonly being used by retina specialists
to better diagnose, manage, and understand the pathophysiology of pediatric retinal vascular
disorders. An increasing number of publications and presentations have also focused on
the ﬁndings seen on wide-ﬁeld FA in pediatric patients. We asked 2 pediatric retina experts,
Audina M. Berrocal, MD, and R.V. Paul Chan, MD, FACS, how they utilize wide-ﬁeld FA
in their patients and how this imaging modality has affected their clinical practice.
How do you think wide-ﬁeld
FA has changed pediatric
retina management?

Panelists

Audina M. Berrocal, MD
Bascom Palmer Eye Institute
Miami, Florida

Audina Berrocal: We have been using
wide-ﬁeld FA in our practice for approximately
5 years. For the ﬁrst time, we are able to reliably
image the far peripheral retina—the location of
pathology in multiple pediatric retinal vascular
disorders. We use angiographic ﬁndings to
better understand and guide therapy in a
multitude of disorders, including Coats’ disease,
familial exudative vitreoretinopathy (FEVR),
incontinentia pigmenti (IP), and retinopathy of
prematurity (ROP).1,2 The introduction of FA
in the pediatric population has helped us better
diagnose and treat these diseases.

R.V. Paul Chan,
MD, FACS
Weill Cornell Medical College
New York, New York

Angiography guides our use of laser and
the off-label use of intravitreal anti-VEGF
therapy. Clinically, we can identify and treat
areas of ischemia that we often could not
appreciate prior to angiography because they
are not apparent on physical exam or fundus
photography. We are seeing retinal vascular
changes in the “unaffected” eye of retinal
vascular disorders thought to predominantly
affect only one eye, as well as retinal vascular
changes in family members of patients with
inherited retinal vascular disorders who were
previously thought to be unaffected.

‘For the ﬁrst time, we
are able to reliably
image the far peripheral
retina—the location of
pathology in multiple
pediatric retinal
vascular disorders.’
—Audina M. Berrocal, MD

This is an exciting time in pediatric retina—wideﬁeld FA is not only helping us treat our patients,
but is helping us better comprehend diseases
while raising questions about our understanding
and management of pediatric disorders.
R.V. Paul Chan: In addition to helping me
guide and assess response to treatment, wideﬁeld FA has helped me to better diagnose
and manage patients with pediatric retinal
conditions. I’ve been using the RetCam FA
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(Clarity Medical Systems, Inc, Pleasanton,
CA) for about 7 years and started using the
Optos Ultra-wideﬁeld FA system (Optos
PLC, Marlborough, MA) shortly thereafter.
In my opinion, using wide-ﬁeld imaging for
pediatric retinal conditions has signiﬁcantly
improved our ability to recognize peripheral
pathology in children that otherwise could
have been easily missed.
This translates into better patient care for
children with conditions that can progress very
rapidly to blinding disease. Signiﬁcant
pathology often exists beyond the standard 7
ETDRS ﬁelds and these abnormalities may be
difﬁcult to appreciate if we’re unable to image
the far periphery. For example, in Coats’
disease, ablation of the telangiectatic vessels is
of paramount importance and identifying the
abnormal vasculature by wide-ﬁeld FA is critical for successful treatment. FEVR is another
condition where wide-ﬁeld FA has been
extremely useful for appropriate management;
and more recently, FA ﬁndings have been
considered for the clinical staging of disease.3
What are the main disorders for
which you use wide-ﬁeld FA?

‘[Using wide-ﬁeld FA]
translates into better
patient care for children
with conditions that can
progress very rapidly
to blinding disease.’
—R.V. Paul Chan, MD, FACS

Audina Berrocal: I use angiography in most
vascular diseases I treat: ROP, Coats’ disease,
FEVR, IP, and others.1,2,4 Angiography has become
the standard of care in diagnosing and treating

and longer follow-up than patients treated with
laser, as we have seen in anti-VEGF-treated ROP.

many of these diseases. It enables me to better
assess response to interventions. This is especially
helpful in carefully following patients treated with
intravitreal anti-VEGF agents; they require closer

Another important contribution of wide-ﬁeld
FA is to help distinguish premature babies
with FEVR and ROP (Figure 1).5 Because the
progressive nature of FEVR requires a different
approach to monitoring these patients, the FA
can have a large impact on patient care.
I am also performing wide-ﬁeld angiography
on family members of patients with retinal
vascular diseases such as FEVR. I am noticing
subtle changes in some family members who
were previously thought to be unaffected,
leading to a better understanding of the
spectrum of disease presentation in affected
individuals. FA can also identify patients who
may require more frequent monitoring, which
would not have been apparent with a clinical
exam or fundus photography alone.
R.V. Paul Chan: Like Dr. Berrocal, I generally
use wide-ﬁeld FA to evaluate any patient with
suspected retinal vascular pathology. For
example, I routinely perform a wide-ﬁeld FA
to evaluate conditions such as Coats’ disease,
FEVR, IP, ROP, nonaccidental trauma, and
sickle cell retinopathy.1 I will also get an FA on
children who present with vitreous hemorrhage.
It’s very important to evaluate the fellow eye
to make sure there is no underlying pathology
that cannot be easily appreciated on indirect
ophthalmoscopy. Children with posterior uveitis may also beneﬁt from a wide-ﬁeld FA to
assess for any inﬂammatory process in the far
periphery. In the era of anti-VEGF therapy for
ROP and other pediatric retinal conditions,
FAs may become increasingly more important
to evaluate retinal vascular development.

Figure 1A. Wide-ﬁeld FA of a patient with FEVR demonstrating fronds of irregular sprouts of neovascularization,
pruning of the vessels, and segmental leakage.

In most cases of children with ROP whom I’ve
treated with intravitreal anti-VEGF therapy,
I have found myself following them more
frequently and for longer periods after treatment due to the possibility of delayed normal
vascularization and the concern for late

‘It’s very important to
evaluate the fellow eye
to make sure there is no
underlying pathology
that cannot be easily
appreciated on indirect
ophthalmoscopy.’
—R.V. Paul Chan, MD, FACS

Figure 1B. Wide-ﬁeld FA of a patient with ROP demonstrating the classic homogenous vascular pattern at the ridge.
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recurrence. I have treated several children who
have had peripheral avascular retina seen on
FA several years after intravitreal anti-VEGF
treatment for ROP.

Audina Berrocal: Coats’ disease is most
commonly a unilateral disease process.
However, we have seen peripheral nonperfusion and vascular loop formation in
the “unaffected” eye in multiple patients
(Figure 2A). We do not see the same exudative

So how do you perform wide-ﬁeld
FAs on children?

process as that found in the affected eye in
these patients (Figure 2B).
Findings like these raise questions about
the nature of this disease process. Is Coats’
disease just a sporadic vascular abnormality

Audina Berrocal: In the neonatal intensive
care unit (NICU) and in the operating room
(OR), I perform my FAs using the RetCam.
In the NICU, I perform FAs at the bedside
without sedation. l use the Optos or the
wide-ﬁeld lens in the Heidelberg system
(Heidelberg Engineering, Inc, Carlsbad, CA)
in clinic; my choice of system depends on the
child’s cooperation and age.
The dosing of ﬂuorescein 10% is 7.7 mg/kg,
but we have noticed that in darkly pigmented
children, a slightly higher dose is indicated.
In the NICU, it is important not to use a
peripherally inserted central catheter (PICC)
line, so many times a new peripheral IV needs
to be in place. Following the injection with a
ﬂush of saline is very important. The RetCam
allows for video ﬁlming if the baby in the
NICU shows too much movement. It is always
important to let the parents know the child or
baby will have a change in urine coloration.
R.V. Paul Chan: I perform FAs in the
OR, the NICU, and the outpatient clinic. A
lot depends on patient cooperation and the
child’s age. In the hospital, we use the RetCam
3 and can easily perform FAs at the bedside
in the NICU. In the OR, if performing an
examination under anesthesia and an FA with
the RetCam, very often the child does not
need full intubation and the exam with FA
can be performed with anesthesia using only
a mask.

Figure 2A. FA of the right (“unaffected”) eye of a patient with Coats’ disease demonstrating peripheral nonperfusion.

In the outpatient clinic, we use the Optos
system. I’ve been able to get good imaging
on children as young as 3 years old. Like
Dr. Berrocal, I use ﬂuorescein 10% with a
concentration anywhere between 5 mg/kg
and 7.7 mg/kg. If a child is unable to tolerate
an IV injection in the ofﬁce, consider having
the child drink the ﬂuorescein mixed in juice
or in his or her favorite drink. In these cases,
you will need to wait to take the images.
Some investigators have published using the
Optos for imaging neonates with active ROP.
I, however, have not used the Optos to image
babies, as I have some concerns about safety
for these neonates who very often have an
unstable medical course.
What is an example of a disorder
thought to be a unilateral disease
process with manifestations in
the “unaffected” eye?
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that affects one eye, or is there an underlying
systemic—or at least bilateral ocular vascular—
abnormality that manifests itself with the
ﬁndings of Coats’ disease in one eye due to
additional sporadic vascular changes that
occur during development?
Wide-ﬁeld angiography is making us rethink
this disease process. Coats’ disease might not
affect the other eye today, but we just don’t
know if the other eye will be more prone to
disease with other comorbidities later in life,

such as hypertension and diabetes. I believe
angiography in children will allow us to better
understand adult eye disorders.

What are some new vascular ﬁndings
in conditions not described before
angiography?

R.V. Paul Chan: I’ve also seen peripheral
nonperfusion and other vascular abnormalities
in the “unaffected” eye of Coats’ disease
patients and other predominantly unilateral
conditions. Although it’s unclear whether
these changes need treatment, I would still
recommend getting a wide-ﬁeld FA in the
“unaffected” eye of these children.

Audina Berrocal: After performing FAs in
multiple children with nonaccidental trauma,
we have seen they often have peripheral
nonperfusion. Additionally, when performing
FAs in patients with congenital glaucoma, we
have found:
• 91% have peripheral nonperfusion.
• 77% have circumferential branching of
retinal vessels parallel to the ora serrata.
• 50% have venous shunts.
• 41% have capillary dilation (Figure 3).6
In high myopia, we see avascular peripheral
retina, and in persistent fetal vasculature the
other eye shows vascular loops and different
degrees of avascularity.
R.V. Paul Chan: Adding to what Dr. Berrocal has described, it’s important to mention
the FA ﬁndings we are seeing in children who
have been treated with anti-VEGF therapy.
For example, in addition to the angiographic
changes with recurrence of ROP, we can see
signiﬁcant avascular retina, abnormal vascular
branching, vascular shunts, and abnormal
vascular loops.7,8

‘I believe angiography in
children will allow us to
better understand adult
eye disorders.’

A

—Audina M. Berrocal, MD
What are the major shortcomings
of wide-ﬁeld angiography?
Audina Berrocal: The biggest obstacle
to overcome is the lack of understanding of
FA ﬁndings in a large normal population.
We understand peripheral changes in disease
processes, but not the normal peripheral
development angiographically. In ROP
and in ROP screening, we are able to better
understand vascular development, but again
this is not a normal population.
Another pitfall in the use of FA in children,
especially younger ones, is that we have to do
it under anesthesia in the OR. I am sure that
one day, we will be able to image children’s
retinal vasculature without having to put them
to sleep or inject an intravenous dye. Despite
the advancements in wide-ﬁeld FA, we are still

B
Figure 3. FA of pediatric glaucoma patients demonstrating peripheral nonperfusion (A) and circumferential branch of
vessel running parallel to the ora serrata (B, white arrows).
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The increase in mean IOP was seen with each treatment cycle, and the mean
IOP generally returned to baseline between treatment cycles (at the end of the
6 month period).
USE IN SPECIFIC POPULATIONS
Pregnancy Category C
Risk Summary
There are no adequate and well-controlled studies with OZURDEX® in pregnant
women. Animal reproduction studies using topical ocular administration of
dexamethasone were conducted in mice and rabbits. Cleft palate and embryofetal
death in mice and malformations of the intestines and kidneys in rabbits were
observed. OZURDEX® should be used during pregnancy only if the potential benefit
justifies the potential risk to the fetus.
Animal Data
Topical ocular administration of 0.15% dexamethasone (0.375 mg/kg/day) on
gestational days 10 to 13 produced embryofetal lethality and a high incidence of
cleft palate in mice. A dose of 0.375 mg/kg/day in the mouse is approximately
3 times an OZURDEX® injection in humans (0.7 mg dexamethasone) on a mg/m2
basis. In rabbits, topical ocular administration of 0.1% dexamethasone throughout
organogenesis (0.13 mg/kg/day, on gestational day 6 followed by 0.20 mg/kg/
day on gestational days 7-18) produced intestinal anomalies, intestinal aplasia,
gastroschisis and hypoplastic kidneys. A dose of 0.13 mg/kg/day in the rabbit is
approximately 4 times an OZURDEX® injection in humans (0.7 mg dexamethasone)
on a mg/m2 basis.
Nursing Mothers: Systemically administered corticosteroids are present in human
milk and can suppress growth and interfere with endogenous corticosteroid
production. The systemic concentration of dexamethasone following intravitreal
treatment with OZURDEX® is low. It is not known whether intravitreal treatment
with OZURDEX® could result in sufficient systemic absorption to produce detectable
quantities in human milk. Exercise caution when OZURDEX® is administered to
a nursing woman.
Pediatric Use: Safety and effectiveness of OZURDEX® in pediatric patients have not
been established.
Geriatric Use: No overall differences in safety or effectiveness have been observed
between elderly and younger patients.
NONCLINICAL TOXICOLOGY
Carcinogenesis, Mutagenesis, Impairment of Fertility
No adequate studies in animals have been conducted to determine whether
OZURDEX® (dexamethasone intravitreal implant) has the potential for carcinogenesis.
Although no adequate studies have been conducted to determine the mutagenic
potential of OZURDEX®, dexamethasone has been shown to have no mutagenic
effects in bacterial and mammalian cells in vitro or in the in vivo mouse micronucleus
test. Adequate fertility studies have not been conducted in animals.
PATIENT COUNSELING INFORMATION
Steroid-related Effects
Advise patients that a cataract may occur after repeated treatment with OZURDEX®.
If this occurs, advise patients that their vision will decrease, and they will need an
operation to remove the cataract and restore their vision.
Advise patients that they may develop increased intraocular pressure with OZURDEX®
treatment, and the increased IOP will need to be managed with eye drops, and,
rarely, with surgery.
Intravitreal Injection-related Effects
Advise patients that in the days following intravitreal injection of OZURDEX®, patients
are at risk for potential complications including in particular, but not limited to, the
development of endophthalmitis or elevated intraocular pressure.
When to Seek Physician Advice
Advise patients that if the eye becomes red, sensitive to light, painful, or develops
a change in vision, they should seek immediate care from an ophthalmologist.
Driving and Using Machines
Inform patients that they may experience temporary visual blurring after receiving
an intravitreal injection. Advise patients not to drive or use machines until this
has been resolved.

Continued from page 29

not able to image to the ora serrata with one image. Pupillary dilation
and media opacities are limiting, and many times we need to depress
as we photograph to image the far periphery.
R.V. Paul Chan: I agree with Dr. Berrocal; a major issue is that we still
don’t know enough about the signiﬁcance of FA ﬁndings in presumably
disease-free children, and we continue to ask, “What is normal?” Previously
published data on children have helped us understand what may be
considered normal,9 but we need more data to make better sense of the
FA changes we are seeing in the pediatric population.
Although a number of previous studies on FA in children have
reported mostly descriptive angiographic ﬁndings, we do not have a
deﬁnitive consensus on how FA ﬁndings should affect our management in
many pediatric retinal diseases. We have found there may be variability
in the way experts interpret FA ﬁndings in children.10,11 Therefore, even
though wide-ﬁeld FA has provided us with a lot of new information
regarding the pediatric peripheral retina, we still need a better understanding of how to use this information in our clinical practice.
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Retina PractiCare: Leveraging the Power of
‘Big Data’ to Protect Your Practice
Payers are mining your data—so should you
To help you succeed in an increasingly cost-driven health care environment,
ASRS has launched Retina PractiCare—an essential benchmarking tool
that is free for ASRS members. Retina PractiCare:
• Gives you and your practice indispensable data to respond to
increased physician economic proﬁling by insurers and regulators
• Enables you to analyze health care service utilization trends
• Establishes normative practice and coding patterns
Retina PractiCare will arm you with a powerful resource for warding
off cost containment attempts by payers who fail to differentiate
between retina specialists and general ophthalmologists. These payers
are increasingly categorizing retina specialists as high-cost physicians—
particularly when quality remains very difﬁcult for payers to measure.

How is Retina PractiCare different from a
clinical registry?
Retina PractiCare is a HIPAA-compliant, claims-based benchmarking
tool that provides your practice with valuable practice management
data. This resource is distinctly different from a clinical registry, which
accesses patient examination data. Clinical registries are very useful for
avoiding penalties related to the Center for Medicare & Medicaid Services’
Physician Quality Reporting System (PQRS) program; they also allow
physicians to look at clinical outcomes for subgroups of patients.

Conversely, Retina PractiCare analyzes claims data submitted to payers;
this enables you to benchmark your procedure and drug coding against
data from members of your group, your Medicare region, and across
the country. It is the only way you can compare yourself to your retina
specialist peers, as insurers typically lump all ophthalmologists as a
single specialty.
Retina PractiCare reports highlight:
• Surgical, medical, and evaluation and management (E&M) procedures
performed based on Current Procedural Terminology (CPT) codes
and appended modiﬁers
• Categories of physician-administered drugs reported with speciﬁc
procedures (eg, intravitreal injections)
• Imaging and testing procedures reported with ofﬁce examinations
and procedures

‘[Retina PractiCare] is the only way
you can compare yourself to your
retina specialist peers, as insurers
typically lump all ophthalmologists
as a single specialty.’

Retina PractiCare FAQ
1. Where can I learn more about Retina PractiCare?
Visit www.asrs.org/RetinaPractiCare to learn more and to enroll
in Retina PractiCare.
2. Does Retina PractiCare serve the same purpose as the American
Academy of Ophthalmology’s Intelligent Research in Sight
(IRIS) Registry?
No. IRIS is a clinical registry; it downloads data from patient
electronic health records (EHR) and provides disease-driven
data to help providers meet quality-reporting requirements.
Retina PractiCare is not a registry; ASRS provides reports from
the claims data submitted to insurers, offering you insights on
health care service utilization trends as well as practice and
coding patterns.
3. Is Retina PractiCare easy to use?
Yes. The tool is designed to be straightforward and intuitive.
After you have generated your data ﬁle(s) through your claims
management software, simply open the Retina PractiCare tool
and it will guide you through the 3-step process to select,
de-identify, and submit the data.
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The tool requires you to enter and conﬁrm information in only
4 ﬁelds (username, password, practice ID, and the ﬁle or directory
containing the claims data). And Retina PractiCare processes
and submits data while keeping your computer available for other
tasks.
4. How secure is the tool?
Retina PractiCare is safe because it contains no protected health
information (PHI). The de-identiﬁcation and submission tool
pulls data only from speciﬁc ﬁelds that contain procedure, drug,
and other coding and billing information so PHI is not transmitted
over the Internet.
5. Will Retina PractiCare work with my claims
management software?
If you know how to generate an EDI or Microsoft Excel ﬁle through
your claims management software, you can use Retina PractiCare
today. We have vendor-speciﬁc instructions for generating an
EDI or Excel ﬁle for NextGen Healthcare, AllScripts, GE Centricity
Group Management, and Athenahealth. ASRS continues to
work with vendors large and small, as well as with members’
practices, to create and verify instruction documents.

ted n
a
l
u
sim stratio
a
t
a
n
D
emo nly.
d
r
fo
so
e
s
o
purp

Figure 1. Simulated Retina PractiCare E&M code report.

All of us as retina specialists need Retina PractiCare to respond to
an increasingly hostile payer environment, where cost is the primary
determinant of which services our patients are allowed to receive and
which physicians are allowed to deliver this care.

Retina-speciﬁc data arms you to respond to
payers’ attempts to limit care access
It is becoming commonplace for payers to use internally generated
data to compare physicians based on cost, efﬁciency, and quality.
Because insurers ﬁnd it difﬁcult to measure efﬁciency and quality, they
primarily focus on the cost of care rendered by a particular physician.
That’s why it’s crucial to have all of the data demonstrating your ability
to deliver high-quality, efﬁcient, and appropriately priced care for the
unique set of services that only a retina specialist should provide.
Over the last year, ASRS has observed a growing trend by payers
like UnitedHealthcare (UHC) and Aetna to proﬁle and target retina
specialists (and other subspecialists) based primarily on cost data.
These payers are also starting to leverage their cost data to employ new
contracting strategies in the employer and individual markets.
For example, UHC has created beneﬁt structures that offer out-of-pocket
cost-based incentives for enrollees to choose a lower-cost provider. Retina
PractiCare will allow you and your ASRS colleagues to prove to insurers
that your costs are comparable to those of other retina specialists.

Retina PractiCare counters inaccurate comparisons
Retina PractiCare is ASRS’s response to payers’ increasingly aggressive
tactics to steer patients toward physicians who cost them the least, as
well as to target providers for additional scrutiny or even termination.
The data you submit to Retina PractiCare will be used to generate
comprehensive reports (see Figure 1) aimed at protecting your practice
against payers’ efforts to limit access based on comparisons between
retina specialists and other types of ophthalmologists.

‘Retina PractiCare will allow you and
your ASRS colleagues to prove to
insurers that your costs are comparable
to those of other retina specialists.’
Maintaining reports that more accurately compare you with your
retina specialist peers will help you demonstrate how your practice data
correlates with retina practice trends; these reports can also aid you in
ﬁghting off payers’ tactics to create narrow networks that ultimately
penalize patients with retinal diseases.
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Data submission is simple and takes less than an hour
Practice managers are ﬁnding that Retina PractiCare is very userfriendly. “Retina PractiCare is incredibly easy and quick to use,” says
Amber Pearce, business manager at Columbia Eye Clinic in Columbia,
South Carolina. “Just generate your data ﬁle, enter your credentials, and
a few clicks later, you’ve submitted your claims data.”
After your practice is enrolled, your practice manager or other Retina
PractiCare contact person will receive an email containing a link to
download the de-identiﬁcation and submission tool. He or she will also
receive a practice-speciﬁc username, password, and ID required for using the
tool to ensure the highest levels of security. Once the Retina PractiCare tool is
downloaded and opened, the tool’s wizard will walk you through the 3-step
process for locating, de-identifying, and submitting your practice’s data.
The data selection, de-identiﬁcation, and submission process takes
about 30 minutes, but processing and uploading data into the system
can take longer. To let you multitask while it runs, the Retina PractiCare
tool processes and uploads the data after your ﬁnal click without locking
up all of your computer’s resources. This is particularly important if
you are submitting a large amount of data.

Retina PractiCare works with your data system

electronic data interchange (EDI)—the ﬁle format used to electronically
transmit your claims to a clearinghouse—or Microsoft Excel. The tool
is designed to be intuitive and simple to use.
ASRS has worked with NextGen Healthcare, AllScripts, GE Centricity
Group Management, and Athenahealth, and we continue to work with
other vendors to ensure that the tool will work with your claims and
practice management software solution. Together, we’ve developed
vendor-speciﬁc instructions for exporting your Retina PractiCare data
into a HIPAA-compliant EDI or Excel ﬁle.
As a Retina PractiCare participant, you will receive regular reports
(see Figure 2) with valuable data you can use to optimize your practice
patterns. The Retina PractiCare reports will enhance your ability to
appropriately report for your services based on the coding patterns of
your peers. Retina PractiCare reports also can be used as a powerful
resource in responding to insurers’ efforts to target appropriate care
delivered by retina specialists.
Questions? Contact Robbie Gerson, ASRS director of practice
management, at robbie.gerson@asrs.org.
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Dr. Sanders – None.

Retina PractiCare is free, easy to enroll in, HIPAA-compliant, and
secure. You can choose from versatile data ﬁle options, including
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Figure 2. Simulated Retina PractiCare J code report.
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buckle. This is likely due to matters of patient
comfort and refractive neutrality. There is also
the issue of training. As fewer surgeons do
buckles, fewer fellows learn how to perform
them. I suspect that buckle use will continue
to decline.

which inevitably results in cataract formation
in phakic eyes. Scleral buckling may also
be considered an extraocular procedure if
a non-drainage technique is employed.
Akito Hirakata, MD—Asia/Paciﬁc:
The indication of vitrectomy for retinal
detachment is expanding in Japan, but the
rate of scleral bucking seems to be higher in
Asia than in the United States. In Japan, we
have lots of retinal detachments caused by
holes in lattice degeneration or atrophic holes
in young myopic patients. We prefer scleral
buckling for these patients.

What is the most common
procedure you perform
for pseudophakic retinal
detachment without PVR?
Hamid Ahmadieh, MD—Africa/
Middle East: As opposed to phakic retinal
detachments (RDs), retina surgeons prefer
vitrectomy for eyes with pseudophakic RD
without proliferative vitreoretinopathy
(PVR). The rate of vitrectomy is 72% in the
Africa/Middle East region and 63% in Iran.
In addition, 15% of our surgeons prefer to
perform vitrectomy with an encircling band
in these cases.

François Devin, MD, and John
Conrath, MD, PhD—Europe: This rate
undoubtedly reﬂects a change in surgical
training; unfortunately, scleral bucking is no
longer taught and is not fashionable anymore.
These procedure rates seem reasonable.
Virgilio Morales-Canton, MD—Latin
America: Unfortunately, I think the tendency
regarding scleral buckling vs vitrectomy may
be inﬂuenced by the reimbursement. It’s
interesting that only the US responders
prefer to do vitrectomy in these uncomplicated cases.

The presence of multiple small retinal tears
at the posterior margin of the vitreous base,
the high rate of unseen breaks, and less-thanideal visibility of the peripheral retina have
made vitrectomy the procedure of choice
in pseudophakic RD. To prevent inducing a
refractive error and consequent anisometropia,
most surgeons avoid an encircling band in
these eyes.

Although we have better vitrectomy machines,
a simple buckling procedure may reattach the
retina in these cases with a high success rate.
In Mexico, insurance companies pay more
for a vitrectomy than for a scleral buckling
procedure. This may inﬂuence why we are
performing more vitrectomies now.

Akito Hirakata, MD—Asia/Paciﬁc:
Pseudophakic RD is usually related to posterior
vitreous detachment. Sometimes it is hard
to ﬁnd all the retinal breaks before surgery.
Vitrectomy is a good option for reattaching
the retina without inducing a refractive error
or having a high reoperation rate.

Thomas Stone—United States: In
the United States, more retina specialists use
primary vitrectomy for these cases than scleral

What is the most common procedure you perform for
pseudophakic retinal detachment without PVR?

Virgilio Morales-Canton, MD—Latin
America: The results of this question are
interesting. It caught my attention that from
Mexico to South America, Latin American
retina specialists approach these cases in a
different way. We use more encircling bands
in these combined cases than the rest of
the world.
I don’t have an explanation for the results, but
in my opinion retinal detachments generally
beneﬁt from the use of an encircling band.
It takes a very short time, and if you use a
segment (less than 360°), you avoid many of
the possible side effects. I always say, “I have
regretted not placing a band, but have never
regretted placing one.”
Thomas Stone—United States: The
response to this question is more reﬂective of
a move away from primary buckling. In the
pseudophakic patient, refractive neutrality
is more important, as there will be no ability
to correct buckle-induced myopia through
cataract surgery in the future. In addition, the
vitrectomy procedure is technically simpler,
with better access to the vitreous base.

Which gauge vitrectomy surgery
do you usually perform?
Hamid Ahmadieh, MD—Africa/
Middle East: Most surgeons prefer 23-gauge
vitrectomy due to the combined advantages of
small size and acceptable ﬂexibility.
Akito Hirakata, MD—Asia/Paciﬁc:
I think that 25 gauge is most popular
for vitrectomy in Japan; about 70% of
vitrectomy cases have been performed
using a 25-gauge system.

vitrectomy 72%

Africa/Middle East
(n = 140)

François Devin, MD, and John
Conrath, MD, PhD—Europe: This
result is unexpected in Europe. In France,
25-gauge vitrectomy is used in more than 50%
of cases; 20-gauge accounts for less than 5%
of vitrectomies in France.

scleral buckle 13%
vitrectomy 78%

Asia/Pacific
(n = 200)

vitrectomy & scleral buckle 13%
vitrectomy 79%

Europe
(n = 89)

vitrectomy & scleral buckle 13%

Virgilio Morales-Canton, MD—Latin
America: The results may match very
closely with the brands we use in our surgical
facilities in Mexico. We know that in the
United States, one major company offers great
25-gauge instrumentation.

vitrectomy 46%

Latin America
(n = 128)

vitrectomy & scleral buckle 44%
vitrectomy 78%

United States
(n = 204)

vitrectomy & scleral buckle 13%

0
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François Devin, MD, and John
Conrath, MD, PhD—Europe: The
European rate is comparable to the US rate
in pseudophakic RD. Scleral buckling is no
longer used regularly but remains useful in
complex cases.
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with 20-gauge and then moved over to the
smaller 23. While 23-gauge gives you a more
“20-gauge” feel, many surgeons have experience
in all types of cases with 25-gauge surgery.

Which gauge vitrectomy surgery do you usually perform?

Africa/Middle East
(n = 139)

23 gauge 68%
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In the rest of the world, various companies offer
more options for both trocars and vitrectomy
machines. This is why there are differences in the
types of instrumentation used in various regions
of the world. In Latin America, we have better
access to several technologies for both trocars
and vitrectomy machines.
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Thomas Stone—United States: The
surgeons in the United States are split nearly
equally between the 2 choices in small-gauge
vitrectomy surgery. I suspect that the 25-gauge
users came on earlier to small gauge, and those
using 23-gauge were surgeons who stayed
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Sunir J. Garg, MD

Mitchell S. Fineman, MD

Section Co-Editor

Section Co-Editor

Treating Endophthalmitis
The ﬁndings of the Endophthalmitis Vitrectomy Study1 (EVS), published nearly 20 years ago,
remain the standard of care for treating post-cataract surgery endophthalmitis. Since then,
experience has enabled us to tweak the EVS guidelines.
For real-world advice on treating endophthalmitis following cataract surgery—as well as after
pars plana vitrectomy and intravitreal injections—we spoke with Bernard H. Doft, MD, and
Harry W. Flynn Jr, MD. The primary goal of endophthalmitis treatment remains sterilizing the
eye by eradicating the offending organism. This edition of Block Time focuses on the nuances
of treating endophthalmitis following these procedures.
Panelists

Post-cataract surgery
endophthalmitis

Bernard H. Doft, MD

Harry W. Flynn Jr, MD

Retina Vitreous Consultants
Pittsburgh, Pennsylvania

Bascom Palmer Eye Institute
University of Miami
Miller School of Medicine
Miami, Florida

Intravitreal tap with injection of antibiotics
remains the ﬁrst-line approach in managing
endophthalmitis. According to EVS Chair Bernard
Doft, MD, added consideration should be given
to the type of antibiotics used, and there is a
good rationale behind his choice of intravitreal
antibiotic. He uses vancomycin in all patients
and then adds either ceftazidime or amikacin.
How does he choose? First, he cautions that
patients with a documented true cephalosporin
allergy should not receive ceftazidime, and
though unlikely, there could be some overlap with
patients reporting a history of severe reaction to
penicillin (see sidebar). Dr. Doft points out that
the ceftazidime and amikacin are used not just
for “gram-negative” coverage; they also provide
additional beneﬁt to vancomycin through a morerapid eradication of gram-positive organisms. The
reason is synergy; the key is understanding the
antibiotics’ mechanism of action.

‘The primary goal
of endophthalmitis
treatment remains
sterilizing the eye by
eradicating the
offending organism.’

Vancomycin acts by inhibiting proper cell wall
synthesis in gram-positive bacteria. Ceftazidime
also inhibits cell wall synthesis. Because both of
these drugs act on the cell wall, there is probably limited synergy between them. However,
amikacin works via a different mechanism than
vancomycin. It binds to the bacterial ribosomal
subunit and causes disruption of protein
synthesis inside the bacterial cell. In vitro, there
is evidence of substantial synergy between
vancomycin and aminoglycosides against various gram-positive species.
Dr. Doft explains this synergistic effect: “It’s like
a 1-2 punch. The theory is that vancomycin
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damages the bacterial cell wall [ﬁrst punch],
allowing the amikacin better penetration into
the cell to disrupt cellular protein synthesis
[second punch].” While not proven at highdose concentrations, the established synergy
between amikacin and vancomycin could allow
for a more rapid bacterial sterilization—a
critical step in limiting further ocular damage
in this potentially blinding disease.

‘Vancomycin acts
by inhibiting proper
cell wall synthesis
in gram-positive
bacteria. Ceftazidime
also inhibits cell
wall synthesis.’
Amikacin has some other potential advantages,
such as concentration-dependent killing, and
less susceptibility to the inoculum effect—a
laboratory phenomenon whereby the minimal
inhibitory concentration of an antibiotic
increases with the number of organisms
inoculated (most commonly seen with betalactam antibiotics used to treat beta-lactamaseproducing bacteria). So why not use amikacin
in all eyes with endophthalmitis? Amikacin, as
with all aminoglycoside antibiotics, carries a
small risk of retinal toxicity—approximately
1 in 400 eyes. Therefore, Dr. Doft chooses
intravitreal drugs based on the severity of the

whom he feels the risk is not outweighed by
the beneﬁts. Intravitreal steroids are rarely
employed, as the evidence for their use is
equivocal. Dr. Doft routinely uses subconjunctival antibiotics and topical antibiotics,
although he feels they are most beneﬁcial
in situations where poor cataract wound
construction or other anterior segment
pathology contributed to the entry of bacteria
into the eye.

Considering Cephalosporin Use in Patients
With Penicillin Allergy
In 2010, the Joint Task Force on Practice
Parameters, representing the American
Academy of Allergy, Asthma, and
Immunology; the American College of
Allergy, Asthma, and Immunology; and
the Joint Council of Allergy, Asthma, and
Immunology, published parameters to
provide physicians with evidence-based
recommendations to aid in the diagnosis
and management of patients with adverse
drug reactions, including penicillin and
cephalosporins.1
Penicillins and cephalosporins are related
because they both contain a beta-lactam
ring in their molecular structures,
classifying them in the beta-lactam
antibiotic class. When treating patients
with endophthalmitis, the confusion
surrounding the issue of beta-lactam
antibiotic allergy as it relates to the safe
administration of intravitreal antibiotics is
often encountered.
These guidelines concluded that:
It is estimated that up to 10% of patients
report a history of penicillin allergy and
most of these self-reported “allergies”
are adverse reactions rather than true
IgE-mediated allergic reactions. The rate
of penicillin-induced anaphylaxis after
parenteral administration is approximately
1 to 2 per 10,000 treated patients.
Based on these statistics, most patients
reporting a “penicillin allergy” are not
at risk for receiving penicillin and, after
appropriate evaluation, up to 90% of these
patients are able to tolerate penicillins.
A careful history is the ﬁrst step in
classifying the type of reaction as a true
allergy vs a non-allergic adverse event.
If true allergy is suspected, penicillin skin
testing is the most reliable method for
evaluation. The negative predictive value
of penicillin skin testing for IgE-mediated
reactions approaches 100%, whereas
the positive predictive value is between
40% and 100%.
When compared to penicillin, the rate
of allergic reaction to cephalosporins
is estimated to be approximately

endophthalmitis, considering time to onset,
inﬂammatory signs, visual acuity, and likely
virulence of the offending organism.
When the infection seems rapidly progressing
and severe, Dr. Doft uses amikacin with
vancomycin to hopefully achieve a more
rapid kill, and he accepts the minimal risks

10-fold lower. This is explained in part by
the belief that most allergic reactions to
cephalosporins are likely directed at the
R-group side chains rather than the core
beta-lactam portion of the antibiotic.
(Harry Flynn, MD, notes that penicillin
cross allergy applies primarily to ﬁrst- and
second-generation cephalosporins
and is much less common in third- and
fourth-generation cephalosporins.2
Because ceftazidime is a third-generation
cephalosporin, there is minimal risk of
cross-allergic tendency with ceftazidime.)

While also using vancomycin for treating
postoperative bacterial endophthalmitis,
Dr. Flynn has chosen to add ceftazidime
since the mid-1990s for coverage of gramnegative bacteria. He chooses ceftazidime
over amikacin because he feels the window
of safety for intravitreal dosage of amikacin
is relatively narrow, but it is relatively broad
for ceftazidime. Dr. Flynn points out that
approximately 94% of culture-positive cases
in the EVS were caused by gram-positive
bacteria—effectively treated with vancomycin
alone. Dr. Doft agrees.

In patients without prior penicillin skin
testing who report a history of penicillin
allergy (excluding those with severe
reactions), cephalosporin treatment is
estimated to cause a reaction in only 0.1%
of administered doses.
However, if the history suggests a history
of anaphylactic or other severe reaction to
penicillin, skin testing should be considered
before administration of cephalosporins.

‘The established synergy
between amikacin
and vancomycin could
allow for a more rapid
bacterial sterilization …’

(Bernard Doft, MD, cautions that in cases
of acute endophalmitis, there is usually
not adequate time to initiate testing—so
if the history is convincing, he will employ
amikacin, not ceftazidime.)
Of patients who test positive to a skin test
for penicillin, approximately 2% will react
to treatment with cephalosporins, and
some of these reactions may be anaphylactic. If skin test results for penicillin are
negative, patients who have a history of a
possible IgE-mediated reaction to penicillin,
even severe reactions, may receive cephalosporins with minimal concern about an
immediate reaction.

Although he recognizes the concept of synergy
between different classes of antibiotics,
Dr. Flynn considers this less relevant in a
clinical setting. He explains that because the
concentration of vancomycin achieved in
the vitreous cavity following an intravitreal
injection is at least 50 times greater than the
MIC 90 required to eliminate gram-positive
organisms, vancomycin alone will successfully
treat the vast majority of infections caused
by gram-positive bacteria.
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Because the need for gram-negative coverage
in the EVS applied to only about 6% of cases,
the only time Dr. Flynn has used amikacin
over the past 20 years has been in the setting
of an unusual delayed-onset endophthalmitis
caused by gram-negative organisms resistant
to ceftazidime but sensitive to amikacin.
Patient-reported allergy to penicillin has not
been a deterrent to his use of intravitreal
ceftazidime in clinical practice since cross
allergy is generally seen with the second
generation cephalosporins and not to the
third- and fourth-generation cephalosporins
such as ceftazidime.

2. Wykoff CC, Flynn HW Jr, Han DP. Allergy to povidoneiodine and cephalosporins: the clinical dilemma in
ophthalmic use. Am J Ophthalmol. 2011;151(1):4-6.
doi:10.1016/j.ajo.2010.08.044.

of toxicity from amikacin. However, if the
infection seems more slowly progressive, he
uses ceftazidime along with vancomycin,
thus avoiding the small potential toxicity risk
associated with amikacin.
Dr. Doft also uses oral steroids as described
in the EVS, except for diabetic patients in
|

Issue 58

|

Volume 33, Number 1

|

Spring 2015

| retina times | 41

BLOCK TIME >>
Post-vitrectomy endophthalmitis
Post-vitrectomy endophthalmitis has gained
more attention in recent years due to the
introduction of microincisional vitrectomy
surgery. Early in the learning curve for this
new technique, there were some concerns that
the endophthalmitis rate following 25- and
23-gauge surgery was higher than that seen
with traditional 20-gauge surgery. However,
more-recent data suggests that proper
preoperative preparation of the eye using
povidone iodine, better wound construction,
and avoidance of postoperative hypotony by
the use of air or gas tamponade have reduced
the risk of post-vitrectomy endophthalmitis
to the low levels previously associated with
20-gauge vitrectomy. Unfortunately, while
uncommon, endophthalmitis still occurs
following vitrectomy and has several unique
considerations that make treatment potentially
more complicated.

Figure. Postvitrectomy endophthalmitis.

In eyes vitrectomized for diagnoses other
than retinal detachment, one aspect of management is actually made easier. The ability to
obtain a vitreous sample in an eye that has
had a vitrectomy should be easier due to the
previous removal of the vitreous. If there is
adequate vitreous ﬂuid available for sampling
(ie, there is not a complete air, gas, or silicone
oil ﬁll), a vitreous tap should be easy to
perform with an excellent yield. In ﬂuid-ﬁlled
eyes, the standard intravitreal antibiotic
injections can then be administered. However,
should the standard intravitreal injections be
given to eyes with partial air or gas ﬁll?

topical anesthesia, a 0.1 cc liquid specimen can
be obtained for culture. In a 50% gas-ﬁlled
eye, he would use standard-dose intravitreal
vancomycin 1.0 mg/0.1 cc injected at the slit
lamp with a 27-gauge needle.
For eyes with the most severe inﬂammation,
he would also consider performing a repeat
vitrectomy to wash out the vitreous cavity and
then injecting standard-dose vancomycin 1 mg,
ceftazidime 2.25 mg, and dexamethasone
0.4 mg into the eye with minimal or no gas.
When endophthalmitis occurs following
vitrectomy for retinal detachment, the
top priority becomes treating the endophthalmitis. According to a study coauthored
by Dr. Flynn in 1994, concurrent endophthalmitis and retinal detachment carries a poor
visual prognosis, particularly if the eye was
infected with a virulent organism.2 Many
of these eyes will require a trip back to the
operating room for a repeat vitrectomy.

We asked Dr. Doft how he would manage
an eye with a partial gas ﬁll that develops
post-vitrectomy endophthalmitis. In this
situation, he recommends performing the
vitreous tap with the eye in an upright
position to ensure that the sample is taken
from the inferior ﬂuid component, and
then reducing the dose of antibiotics
corresponding to the percentage of gas or
air ﬁlling the vitreous cavity. For example,
if the eye has a 50% gas ﬁll, a 50% dose of
antibiotics should be administered. However,
in more severe cases of post-vitrectomy
endophthalmitis, Dr. Doft would recommend
a repeat vitrectomy, washing out the bacteria
and toxins, and injecting intravitreal antimicrobials at normal doses, then performing
a gas-ﬂuid exchange as required.

How to manage endophthalmitis
in an eye with silicone oil
Dr. Flynn ﬁrst cautioned that in the case
of silicone oil, diagnosing infectious endophthalmitis vs non-infectious inﬂammation
may be very difﬁcult. Because silicone oil
does not support the growth of bacteria or
fungi, true endophthalmitis cases are rare.
In eyes with extensive endolaser photocoagulation treatment, such as those following
repair of a diabetic tractional retinal detachment, marked ﬁbrin can accumulate in the
anterior chamber during the postoperative
course. This occurs more commonly in

Dr. Flynn would consider an initial approach
of vitreous tap within the ﬂuid-ﬁlled portion
of the eye. The yield of a positive culture
from an anterior-chamber tap is very low
in his experience. Using a lid speculum and
performing the tap at the slit lamp under
42 | retina times |
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eyes with silicone oil, as there is no space
for the induced inﬂammation to dissipate
except within the narrow meniscus between
oil and the retina.
In some cases, this inﬂammatory response
can ﬁnd its way into the anterior chamber,
causing marked ﬁbrin as well as a hypopyon.
Additionally, pseudoendophthalmitis with a
pseudohypopyon caused by triamcinolone
crystals migrating into the anterior chamber
can be seen in post-vitrectomy eyes following
the intraoperative use of intravitreal
triamcinolone. In the absence of severe pain
or a posterior abscess seen with the indirect
ophthalmoscope, Dr. Flynn will often treat
these eyes with frequent topical steroids and
follow them daily.

‘When endophthalmitis
occurs following
vitrectomy for
retinal detachment,
the top priority
becomes treating the
endophthalmitis.’
At the opposite extreme, eyes with severe
pain and marked ﬁbrin are treated more
aggressively. Dr. Flynn does not generally
recommend silicone oil removal and
favors injection of intravitreal antibiotics

(he uses vancomycin 1.0 mg/0.1 cc only)
into the oil at a relatively shallow penetrance
of the needle. Because of the difﬁculty in
obtaining a liquid vitreous specimen for
culture, he forgoes the tap in this setting.
Dr. Flynn has used this treatment protocol
in a few cases with success while not removing
the silicone oil.
Dr. Doft agrees that post-silicone-oil cases
of endophthalmitis are rare and difﬁcult to
diagnose with certainty on initial presentation. It can be problematic to differentiate
severe postvitrectomy inﬂammation from
infection. When convinced infection is likely,
and assuming that the silicone oil is necessary
for the success of the initial retinal procedure,
Dr. Doft would remove the silicone oil and
perform a pars plana vitrectomy, essentially
ﬂushing the vitreous cavity with balanced
salt solution. Next, he recommends injecting
standard intravitreal antibiotics into the now
ﬂuid-ﬁlled eye.
To reduce the risk of inadvertent dilution
of the intravitreal ﬂuid and antibiotics, the
infusion is switched to air while making
efforts to minimize ﬂow through the eye
(ie, using valved cannulas and minimizing
placing instruments into the cannulas). The
microscope light is then turned off and he
waits for 15 to 20 minutes to allow time for
the antibiotics to equilibrate in ocular ﬂuids.
The procedure is concluded by an air-ﬂuid
exchange followed by placing new silicone oil.
This technique theoretically would leave the
appropriate antibiotic concentration in any
residual vitreous ﬂuid, thereby minimizing the
risk of retinal toxicity.

RETINOMICS PERSPECTIVES >>
desire and availability to be actively involved
in some or all of these tasks factor into
stafﬁng needs.
Assuming there is sufﬁcient patient volume
to ﬁll the physician’s day, other staff should
handle nearly all of the administrative tasks.
Complete physician withdrawal from oversight is not possible or wise, but if the doctor
is repairing the leaky toilet, there is likely a
problem (ignoring the possibility that
this is a favored hobby).

others perform a tap and inject and reserve
vitrectomy for cases that aren’t improving.
Unfortunately, randomized data does not exist
to help guide this decision.

Post-injection endophthalmitis
With the large number of intravitreal injections
performed each year, post-injection endophthalmitis has become a more common
clinical problem. In Dr. Doft’s recent series,
33% of more than 100 consecutive cases
of endophthalmitis seen between 2010 and
2013 were postinjection cases.3 Although the
conclusions from the EVS cannot be directly
applied to this patient population, we often
treat post-injection endophthalmitis similarly
to post-cataract surgery endophthalmitis.
All patients receive intravitreal vancomycin
along with either ceftazidime or amikacin. We
routinely perform cultures.

Conclusion
Endophthalmitis treatment remains an
important part of retina practice. Although
“tap and inject” remains the primary way we
treat these patients, some variables are worth
considering so we can optimize our ability to
preserve vision in these difﬁcult situations.
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In severe cases, vancomycin may be combined
with amikacin to take advantage of the
synergistic effect on gram-positive bacteria,
keeping in mind that Streptococcus species
as well as other oral ﬂora are more common
in post-injection endophthalmitis compared
with post-cataract surgery endophthalmitis.
In fact, oral ﬂora are causative organisms in
approximately one-third of post-injection
endophthalmitis cases,4 and isolating a
member of this class on culture is associated
with a worse visual outcome. Some advocate
immediate vitrectomy for these cases, while
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Practices should not set arbitrary targets
for their practice overhead percentage.
By taking a holistic approach to stafﬁng
levels, practices can often improve quality
of care and patient satisfaction while
increasing top-line revenue and improving
the bottom line. Don’t assume you can
simply cut your way to prosperity by scrimping
on staff.
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RESEARCH AND DEVELOPMENT >>

Pravin U. Dugel, MD
Section Editor

PA R T 5 I N A S E R I E S

Neovascular AMD: Translating Research Into Practice
For decades we witnessed a dearth of advancement in neovascular macular degeneration
treatment. Now, in the past 10 years, we’ve had new information almost weekly. But one thing
has remained constant: our commitment to our patients to deliver the best available care.
As a ﬂood of new information arrives, it is our responsibility as physician scientists to properly
analyze and synthesize the data. This means recognizing that not all trials have the same level of
scientiﬁc rigor—and not all important questions have been addressed by research.
We must discipline ourselves as a scientiﬁc community to qualify our statements with the level
of conﬁdence of the data: Is this level 1 data? A
case study? Extrapolation of data, not supported
by any study? Unless we do this, rumor will
become fact and our patients will suffer for it.

Panelists

Neil M. Bressler, MD
Wilmer Eye Institute
Johns Hopkins University
School of Medicine
Baltimore, Maryland

In this, part 5 of our wet-AMD series, we are
fortunate to have 3 internationally renowned
physician scientists engage in a discussion
about the logistics of treating patients with
neovascular macular degeneration. Pay close
attention to the referenced opinions: What
level of data do they reference? How much
conﬁdence should we have in the data?

Carl D. Regillo,
MD, FACS
Wills Eye Hospital
Philadelphia, Pennsylvania

Let’s start disciplining ourselves as physician
scientists now to analyze data appropriately
and better serve our patients.

Jay S. Duker, MD
New England Eye Center
Boston, Massachusetts

Pravin Dugel: Carl, we have recently
learned from various studies, including
CATT, that not all “retinal ﬂuid”
is the same—it matters where in
the retina the ﬂuid resides. In that
context, are you more likely to
tolerate subretinal or sub-RPE ﬂuid
than intraretinal ﬂuid?

‘Not all trials have the
same level of scientiﬁc
rigor—and not all
important questions
have been addressed
by research.’

Carl Regillo: Sometimes we’re not sure
we’re looking at intraretinal ﬂuid—that’s the
hard part. There are little cystic-like changes;
we know we can see cysts and/or tubules
over ﬁbrosis or over atrophy. We don’t always
know whether it’s really edema or not, other
than to know that if it gets better or worse,
we’re more likely to call it edema.
I think we’re all striving for the most normallooking neurosensory retina we can get, and if
we can get it, great. If we can’t, we scratch our
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heads and try to determine what’s tolerated—
and that is determined by what the vision is
and whether anything changes over time.
A small amount of subretinal ﬂuid or subretinal pigment epithelium (RPE) ﬂuid may or
may not reﬂect a true neovascular activity and
may be well tolerated indeﬁnitely. The problem
is knowing over time if you’ve called that
correctly or whether you’re going to slowly lose
vision and not realize it from visit to visit.
Keep in mind that we’re all ﬂying by the seat
of our pants beyond 2 years or so because no
study tells us how to get the best results beyond
that, and neovascular AMD is a chronically
active disease for most of our patients. Occasionally there can be indeﬁnite quiescence, but
that is rare. Neovascular AMD is an ongoing
balancing act between risks and beneﬁts,
overtreatment and undertreatment. More is
not necessarily better, and pushing the number
of treatments in excess is potentially harmful.
Pravin Dugel: Yes, and from a purely
practical point of view, I think your
point is that this is not black and

‘We’re all ﬂying by
the seat of our pants
beyond 2 years or so
because no study tells
us … how to get the best
results beyond that ...’
—Carl D. Regillo, MD, FACS

white, and while it’s easy to say,
“Well, I’ll treat until it’s dry,” what’s
dry to one person may not be dry to
somebody else.
Carl Regillo: Right.
Pravin Dugel: Sometimes you just
don’t know. And I think that’s where—
at least for me—the ﬂuorescein
angiogram still lives. If I’m not sure, I
do a ﬂuorescein angiogram. I look to
see if there’s leakage; so by no means
do I think the ﬂuorescein angiogram is
dead because in those cases it can be
extremely helpful to me.
Carl Regillo: I think everyone has had at
least one case where they’ve been burned,
where the OCT looks great and yet they see a
decrease in vision, do an angiogram, and ﬁnd
out the neovascular lesion has grown.
I’ve seen that in non-AMD neovascularization
like myopic choroidal neovasacularization
(CNV)—it can happen because those types
of non-AMD-like CNV tend not to have a lot
of associated exudative features.
Pravin Dugel: Exactly.
Jay Duker: I’m going to make a bold statement: Even though you’re technically correct
and I agree with you, I think ﬂuorescein
angiography, as a wet-AMD test, is dead; we
just haven’t buried it yet.
Young retina specialists don’t do macular
ﬂuoresceins. They don’t look at the ﬂuorescein
angiogram as a macular test. They’re all doing
wide-ﬁeld ﬂuoresceins in diabetic patients
and those with ischemic vein obstructions.
Pravin Dugel: Yes, but I’m talking with
3 people who have some of the most
prominent fellowships in the country.
Shouldn’t that burden be on you?
Jay Duker: Well, no, but I’m telling you what
I perceive to be going on in the real world.
Carl Regillo: But, Jay, that’s the problem.
Pravin is right—it’s up to us in training to
train. I think the utility of wide-ﬁeld angiography is overstated on the podium, and you’re
right, there’s less and less emphasis on what
the macula looks like with an angiogram.
Jay Duker: That’s my point. They’re not
doing angiography at all.
Carl Regillo: Right.
Jay Duker: And I think Pravin has a
point—maybe we should be. But the other
thing that may well kill ﬂuorescein angiography
is OCT angiography, because some of these

aren’t going away and are not indicative of
VEGF activity no matter how many times you
might treat that.

initial images are remarkable. We don’t know
yet whether any treatment decisions can be
based on OCT angiograms, but I think we’ll
have that data in a couple of years and it may
be a game changer.

So I think it’s critical for people to consider
the need for ﬂuorescein angiography in
managing neovascular AMD, and that’s an
important thing to teach not only our fellows,
but our colleagues as well.

‘I think ﬂuorescein
angiography, as a wetAMD test, is dead; we
just haven’t buried it yet.’

Pravin Dugel: And where are you
on ICG, Neil?
Neil Bressler: I like technology if it’s been
shown to change vision outcomes, diagnosis,
or prognosis.2 For example, using OCT in
managing monthly monitoring to decide
whether to treat or not—as well as ﬂuorescein
angiography—has been shown to be employed
and, by implication, needed to obtain the
outcomes noted in CATT, for example. ICG
angiography has not been shown necessary
to get a certain vision outcome.

—Jay S. Duker, MD

Pravin Dugel: I think you’re right.
I’d go one step farther and not just
say I think having the ﬂuorescein
angiogram or the ability to read one
properly is important, but I think
we do far too few indocyanine green
(ICG) angiograms in this country;
and as I travel outside the United
States, it impresses me how much
more dynamic ICG angiography is
done. I think we miss things here by
not doing enough ICG angiography
when we need it.

So I think it is ﬁne to continue to explore
the potential role of ICG angiography in
managing AMD if someone has the desire to
do that—the images keep getting better in
terms of the processing and what we can learn
from them—but I don’t think it’s been shown
to impact outcomes yet to warrant a conﬁdent
place in our standard care.

Jay Duker: Well, the ICG experts have been
telling us for years that in many cases of wet
AMD, there are feeder vessels, I can tell you
on OCT angiography, the majority of CNVs
associated with AMD have feeder vessels. And
the CNVs are much larger in most cases than
we think based on ﬂuorescein angiography
and clinical examination.

‘I like technology if it’s
been shown to change
vision outcomes,
diagnosis, or prognosis.’

Neil Bressler: I think it’s critical to recognize the information we have in the peerreviewed literature regarding ﬂuorescein
angiography to manage CNV.1 There are published data that show when you see no activity
on OCT—deﬁned as any thickening
or cystoid abnormalities in the retina or any
subretinal ﬂuid—10% of the time, as Carl
mentioned, you can see leakage on ﬂuorescein
consistent with VEGF activity. I think we
want to be sure people are aware of that
so they can make a rational decision with
their patients regarding the need for a
ﬂuorescein angiogram.

—Neil M. Bressler, MD

I probably would spend more time working
on the OCT angiography or other novel imaging
approaches to see if other noninvasive images
may affect our outcomes, and if they do, I
think we should incorporate them.
Pravin Dugel: I agree. There’s a big
distinction between a static ICG
and a dynamic one, and I think the
resolution of a dynamic ICG is far
better as long as it’s done properly.
It helps me in cases where there
may be polypoidal choroidal
vasculopathy (PCV) that I’ve missed,
and I think that helps me ﬁgure out
my therapeutic strategy.

The ﬂipside also is true—you can have what
appear to be abnormalities, let’s say cystoid
abnormalities in the retina, and see absolutely
no leak on ﬂuorescein, also about 10% of
the time. So, what is that? That may be CNV
so small and subtle that there’s not enough
leakage to detect on ﬂuorescein, or it could be
some permanent structural abnormalities that

Neil Bressler: The images deﬁnitely give
you more information, and the only thing I’m
not conﬁdent of yet is whether that additional
|
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information helps me with the outcome.
That’s all.

exploratory analyses looking speciﬁcally at
the PRN regimen with bevacizumab could
be performed.

Pravin Dugel: Neil, I think we need
to mention that we are trying to
manage a chronic and variable
disease—but we are doing so based
on various levels of data (phases 1,
2, and 3). I think it’s important to
acknowledge what we know, what
we don’t know, and what we think
we know.

Pravin Dugel: I don’t think that’s ever
been shown. I’d like to see it too, but
I don’t know if anybody’s seen it.
Neil Bressler: I’m not aware of anyone
having seen it, but it’s a post-hoc analysis that
has a lot of clinical relevance. I hope we get
to see it sometime.
Pravin Dugel: Yes. Jay, let me ask
you the same question. Of the 3 antiVEGF drugs, is one better than the
others purely based on efﬁcacy?

So based on that, we have 3 anti-VEGF
drugs—aﬂibercept, ranibizumab,
and bevacizumab. From a pure
efﬁcacy point of view—and we’ll
talk about safety later—is there any
evidence that one drug is better
than the others?

Jay Duker: From a visual acuity standpoint,
I completely agree with Neil. The 3 drugs are
equivalent as monthly treatments as far as we
know. As soon as you choose PRN, I think you’re
better off not using Avastin (bevacizumab,
Genentech, Inc, South San Francisco, CA).

Neil Bressler: I think we have evidence
that both aﬂibercept and ranibizumab are
superior to bevacizumab for neovascular
AMD, and that’s because the PRN regimen
with bevacizumab was not found conﬁdently
to give noninferior vision outcomes through
2 years.

With a treat-and-extend regimen, we don’t
really know that—but one can extrapolate, and
I would say with treat and extend, either of the
on-label drugs is probably going to give you the
same visual acuity outcome. So if we’re talking
about visual acuity, I think the 3 drugs are
equivalent when given monthly, and when given
PRN, Avastin is probably not quite as good.

A simple way of extending that double
negative is to say bevacizumab PRN with
monthly monitoring might give equivalent
or might give inferior outcomes compared
with monthly ranibizumab—whereas
PRN ranibizumab or aﬂibercept with
monthly monitoring in the second year, as
given in the VIEW trials, is noninferior to
monthly ranibizumab.

More treatment implies there’s more activity
and, therefore, the condition is not controlled
as well. A lot of the studies show an increased
mean number of treatments and vision acuity
that’s just not as good, so both end up pointing in that direction.
Pravin Dugel: Neil, in regard to the
2 FDA-approved drugs, aﬂibercept
and ranibizumab, the VIEW studies
demonstrated noninferiority. Yet
there is some thought that one
drug, namely aﬂibercept, may be
better for some types of AMD vs
ranibizumab—patients with a
pigment epithelial detachment
(PED), for instance.

Pravin Dugel: And you’re speciﬁcally
referring to the CATT trial?
Neil Bressler: Yes. The sky’s the limit when
you’re not shown the data—and I’ve never
been shown the PRN regimen in IVAN broken
down by ranibizumab or bevacizumab.
I’ve been shown only the combined PRN
regimen of bevacizumab and ranibizumab
in IVAN, which was one of their planned
analyses. However, important post-hoc
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‘The sky’s the limit when
you’re not shown the
data—and I’ve never
been shown the PRN
regimen in IVAN broken
down by ranibizumab
or bevacizumab.’
—Neil M. Bressler, MD

Carl Regillo: I agree with both Jay and Neil.
There always seems to be that trend, whether
it turns out to be statistically signiﬁcant or
not, that bevacizumab doesn’t quite look
as good. And interestingly, even in the PRN
regimens, the mean number of treatments is
usually higher, which means the investigator is
on average choosing to do more treatment.

—Pravin U. Dugel, MD

Spring 2015

Neil Bressler: I don’t think we have to
worry about it. I think we’ve seen that both are
effective and they appear to be similar in their
effectiveness for neovascular AMD, unlike the
bevacizumab PRN regimen as we discussed.
So we have the option of starting with either
aﬂibercept or ranibizumab if ﬁnances do not
preclude that option; and if they do, then
monthly bevacizumab is a reasonable alternative
if access to appropriately repackaged or
compounded bevacizumab can be attained.

Praivn Dugel: Carl?

‘I think it’s important to
acknowledge what we
know, what we don’t
know, and what we
think we know.’
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drug was better for certain types of
AMD, the other drug must be better
for all other types of AMD, correct?
How do we account for the fact that
one drug is considered better than
the other for certain types of AMD?
Do you believe that?

How can that be, given that the 2
drugs were found noninferior? If one

|

Regimens that involve less-frequent
administration of bevacizumab also could
be considered as long as the patient is aware
of the possibility of inferior outcomes as
discussed above. And if the anti-VEGF agent
chosen does not appear to be giving us the
ideal outcome after 6 months, we have the
luxury of being able to switch and see if an
individual patient might respond better to one
anti-VEGF agent than the other.
Of course, in cases series describing switches,
it could simply be time that makes the patient
respond better—if just when someone
switched anti-VEGF agents, say on the sixth
injection, the patient improved the following
month, do we know if that patient would have
improved had we given the same anti-VEGF
agent instead of switching?
Jay Duker: So when you say aﬂibercept is
more effective in treating PED, do you mean
anatomically or visually?
Pravin Dugel: And that’s a very
important distinction. I just left an
open-ended question, but please
expound on that.

Jay Duker: I’ve answered the question
already from a visual perspective, but I think
there are data showing that anatomically,
aﬂibercept is superior to the other 2 drugs.

‘As soon as you choose
PRN, I think you’re better
off not using Avastin.’
—Jay S. Duker, MD

Pravin Dugel: Which data? I don’t think
we’ve seen the full dataset for PEDs
from the VIEW studies, have we?
Jay Duker: No, I don’t think we have, nor
have we seen what ranibizumab would have
done if given every 6 weeks or even every 8
weeks in the VIEW studies. But based on those
studies and others, I think we can make some
inferences about the anti-VEGF activity of
each of the drugs.
For me, there’s enough evidence—with this
data, I think one can conclude that the visual
acuity outcomes are the same. But my current
treatment decisions are based largely on each
drug’s “drying effect.” The drug that dries the
retina best and fastest will result in longer
treatment intervals and fewer injections in the
long term.
Pravin Dugel: I’ve seen case studies
looking at the anatomical outcome
but not showing much difference in
vision, and of course that’s a different
level of data than we have from
large multicenter prospective trials.
I would love to see the data from
the VIEW studies as we have, for
instance, from HARBOR—but as
far as I know, we haven’t seen it.
And it’s difﬁcult for me to change
my treatment habit based on data
derived from case studies as opposed
to the larger prospective trials.
Carl, do you think there’s a difference
between these drugs in certain
subtypes of AMD?
Carl Regillo: Anecdotally, I’ve seen a few
cases where I think I might be getting a better
effect; but because we’re already into the
course of therapy, it’s unclear whether I would

have been at the same point if I had used a
different drug from the very beginning. So it’s
impossible to know on a case-by-case basis
when we just don’t have systematic research to
tell us we’re going to get better vision results
for a given subtype, as Jay and Neil have
pointed out.

Pravin Dugel: And that’s fair, based
on that evidence. Again, it is important to always acknowledge the
level of data on which we base our
decisions. The highest level of data,
level 1, shows efﬁcacy noninferiority
among all 3 drugs—although as
noted, the bevacizumab PRN arm in
CATT may be arguable. No level-1
data has shown a difference among
the 3 drugs in various neovascular
AMD subtypes. This topic remains
to be studied.

It’s all about the vision. Are we getting better
vision outcomes with one drug vs the other?
Obviously, there’s nothing to suggest that
from the comparative clinical trials to date.
Jay Duker: We all agree it’s likely the
on-label drugs are equivalent in terms of
visual acuity. Then if one drug results in
a better or longer drying effect, and you’re
making treatment decisions based on ﬂuid
recurrence, I think that in the long term,
choosing the medication that gives the same
visual acuity with fewer injections would be
the superior regimen.

In the next discussion, we’ll talk
about the totality of the drug choice
decision, which includes safety.
Watch for part 6 of this wet-AMD discussion in
the summer Retina Times.
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Treating Symptomatic VMA:
PPV vs Pharmacological Vitreolysis
In October 2012, ocriplasmin (Jetrea, ThromboGenics, Inc, Iselin, NJ) received US Food and
Drug Administration (FDA) approval for treating symptomatic vitreomacular adhesion (VMA).
Patients for the ﬁrst time had an in-ofﬁce alternative to pars plana vitrectomy (PPV) for
treating symptomatic VMA, which includes vitreomacular traction (VMT) and full-thickness
macular hole (FTMH).
Although anatomic and visual success
rates are high with PPV, there are potential
drawbacks associated with surgery. These
range from postsurgical side effects like
cataract progression and complications such
as retinal tears, to socioeconomic factors like
lost wages incurred during the postoperative
recovery period. Because of these factors,
initial prospects of enzymatic vitreolysis were
met with great enthusiasm.

This Issue’s Key Opinion Leaders

Szilárd Kiss, MD

Paul E. Tornambe, MD

Weill Cornell Medical College
New York-Presbyterian Hospital
New York, New York

Past President, ASRS
Retina Consultants San Diego
Poway, Californiak

Despite its theoretical upside, clinical
experience has revealed several limitations to
treatment with ocriplasmin. In clinical trials:1
• VMA resolution success rates were relatively
low at 27% of eyes.
John W. Kitchens, MD

• 5.6% of eyes lost greater than 3 lines of
vision at 6 months.

Retina Associates of Kentucky
Lexington, Kentucky

• 7.1% of eyes developed transient intraocular
inﬂammation.
• 0.9% of eyes developed retinal detachments.
• 2% of eyes developed dyschromatopsia.
The anatomic success after PPV is greater than
90% with low complication rates.2 Yet, because

‘Although anatomic and
visual success rates are
high with PPV, there are
potential drawbacks
associated with surgery.’

Figure 1.
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many patients may wish to avoid surgery,
ocriplasmin remains a viable option in
treating symptomatic VMA. The KOL Corner
asked several key opinion leaders how they
manage different types of VMA.
A 65-year-old woman presents with
1 week of decreased vision of 20/80
in the right eye and OCT ﬁndings
below in Figure 1. How would you
treat this patient and why?
Paul Tornambe: When presented with
a patient with VMA, there are 3 treatment
options or “Os”—observation, ocriplasmin,
and operation. The primary consideration

‘Despite its theoretical
upside, clinical experience
has revealed several
limitations to treatment
with ocriplasmin.’

is how the change in vision is affecting the
patient’s quality of life. For example, an airline
pilot or artist requires better vision ASAP,
while a retired senior who does little reading
and has a VMA in the non-dominant eye may
be comfortable with observation.
The patient’s overall medical condition is
another important consideration; a high-risk
cardiac patient might be treated conservatively
or with ocriplasmin. The extent and duration
of visual decline is also a factor. Some cases of
VMA may be present for months or even years
with little or no progression, while others may
progress quickly.
The history of the fellow eye is another key
factor. If a VMA spontaneously resolved in
the fellow eye, observation would be advised.
If a macular hole developed in the fellow eye,
I would consider prompt intervention with
ocriplasmin. Anatomic considerations are
also important and include the extent of the
adhesion, the phakic status of the patient, and
the patient’s age.
The ocriplasmin trial showed the best results
were obtained with adhesions less than 1500 μm,
phakic eyes, and patients younger than 65
years old. Financial responsibility is also a
consideration. If the patient is responsible for
the cost of the drug, a vitrectomy performed
in a surgery center may have a similar cost and
is usually successful.
In this patient, there is a small macular hole
and an area of focal VMT. This hole may close
without treatment. If the fellow eye is normal,
I would advise observation for 2 to 4 weeks. If
the hole gets larger, I would advise ocriplasmin,
especially if the eye is phakic. Vitrectomy is
also reasonable, particularly if the patient has
any ﬁnancial responsibility for the drug.
John Kitchens: I would probably give this
patient a week to see if the hole will spontaneously close. Although the odds are low—
probably less than 5%—there is still a chance
it could close with observation. I also think it
is a good idea to build a relationship with the
patient before taking her to surgery. If the hole
is not closed in 7 to 10 days, I would schedule
her for surgery the following week.
My biggest concerns with pharmacologic vitreolysis are the low rate of success relative to surgery,
the high cost of the drug, and the unusual side
effects that can accompany ocriplasmin. For
about the same cost of the drug alone, I can
successfully close this patient’s macular hole
98% of the time with surgery vs 30% of the time
with drug alone. When I present the options to
patients, the vast majority say, “I want this ﬁxed;
do what is going to get it ﬁxed.”

Most patients will opt for surgery unless they
have a substantial deductible, in which case
ocriplasmin with ﬁnancial assistance often is a
better ﬁnancial option for the patient. Because
drug assistance programs can help satisfy
a large portion of the patient’s deductible,
a patient who uses ocriplasmin with copay
assistance can more easily afford surgery if it
becomes necessary.

Szilárd Kiss: This patient has a small
FTMH (<250 μm) with perhaps a small area
of adherent vitreous and no visible epiretinal
membrane (ERM). Importantly, the patient
also has moderate visual loss associated with
this pathology. These types of FTMHs are
in many ways the optimal size of successful
repair via pharmacological vitreolysis
(eg, ocriplasmin). They also have a very
high success rate with PPV. If the patient is
symptomatic and wishes an intervention, I
would offer pharmacological vitreolysis as a
primary treatment option; if that fails, I would
take the patient for PPV.

It seems that patients with a larger defect
generally do better with surgery. If the patient
chooses the surgical route, I would do a
25-gauge vitrectomy with internal limiting
membrane (ILM) peeling using indocyanine
green (ICG) and a slightly expansile gas
bubble (30% SF6).

‘My biggest concerns
with pharmacologic
vitreolysis are the low
rate of success relative to
surgery, the high cost of
the drug, and the unusual
side effects that can
accompany ocriplasmin.’

Szilárd Kiss: In this case, there is a large
FTMH (>400 μm) with a broad vitreous
adhesion. The likelihood of success with
pharmacological vitreolysis is considerably
less than with the previous case; as such, my
primary treatment choice would be PPV
with ILM peeling and gas tamponade. If the
patient insisted on a nonsurgical option, I
would still be willing to try pharmacological
vitreolysis (reiterating to the patient the low
likelihood of success with this option).
Would your management change
if the OCT looked like the image
in Figure 3 below? If so, why?

—John W. Kitchens, MD

A similar patient presents with
3 months of decreased vision of
20/200 in the right eye and the
OCT ﬁndings below in Figure 2.
How would you manage this patient
and why?

‘These types of FTMHs
are in many ways
the optimal size of
successful repair via
pharmacological
vitreolysis … They also
have a very high
success rate with PPV.’

Paul Tornambe: The VMT is broader
but still less than 1500 μm. Ocriplasmin
may work but if the patient has a ﬁnancial
responsibility for the drug, a vitrectomy is
preferred: surgery has close to a 100% success
rate, while that of the drug is in the 40%
to 60% range.
John Kitchens: I would discuss the options
for surgery and ocriplasmin with the patient.

—Szilárd Kiss, MD

Figure 2.
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OCT with nerve ﬁber analysis as the nerve
looks a little suspect. A glaucomatous nerve
would change the way I talk to the patient
about outcome and would change the infusion
pressure during surgery if there is ﬁxation
splitting ﬁeld loss.
Szilárd Kiss: In this case, there is a medium
FTMH (> 250 μm, but < 400 μm) with no
apparent adherent vitreous. The likelihood
of success with pharmacological vitreolysis is
the lowest in comparison with the 2 previous
cases; as such, my primary treatment choice
would be PPV with ILM peeling and gas
tamponade. Unlike in the previous case,
I would not be willing to even attempt
pharmacological vitreolysis.
Both patient A (Figure 4) and
patient B (Figure 5) present with
signiﬁcant blurred vision (A: 20/200
and B: 20/30) and metamorphopsia
thought to be attributable to retinal
disease. How would you manage
these patients and why?

Figure 3.

Paul Tornambe: In patient A, there is a
broad area of VMT and signiﬁcant traction
and reduced vision. Vitrectomy with ERM
and ILM peeling is advised.

‘Ocriplasmin has no
place in managing a
macular hole if there
is a posterior vitreous
detachment.’

Figure 4: Patient A.

—Paul E. Tornambe, MD

In patient B, there is a broad adhesion but
<1500 μm and the patient is symptomatic
with reduced acuity to the 20/30 level. It is
unlikely that this adhesion will resolve without
treatment. Ocriplasmin may work and is
worth a try before advising vitrectomy if the
patient is not ﬁnancially responsible for the
drug. Treatment assumes the change in vision
is affecting the patient’s quality of life.

Figure 5: Patient B.

John Kitchens: The separation of the vitreous from the surface of the retina would make
ocriplasmin ineffective. For this reason, the
only option for macular hole repair is surgery.
It would also be wise to obtain a preoperative

Paul Tornambe: Figure 3 shows no VMT.
Vitrectomy with ILM peeling is advised.
Ocriplasmin has no place in managing a
macular hole if there is a posterior vitreous
detachment (PVD).
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John Kitchens: For patient A, I would
recommend a vitrectomy with membrane
peeling using intravitreal triamcinolone
(diluted) to help identify the posterior vitreous (hyaloid). I would also consider removing
the ILM with ICG if the vitreous didn’t elevate
nicely off the macular surface. Many of these
are tougher-than-expected cases and can have
very adherent midperipheral vitreous.

The key components for patient B are the
visual acuity and symptoms. Given the level of
vision (20/30), I would want to be absolutely
sure the patient’s visual symptoms align with
his OCT ﬁndings. In many instances, patients
with retinal pathology have a chief complaint
more consistent with dry eye or cataract than
the VMT. It is critical in these cases to elicit
the new onset of symptoms consistent with
the macular pathology. So many times, these
cases are picked up on routine OCT and sent
for evaluation with the patient not having
symptoms of the mild VMT.
If the patient has symptoms attributable to the
VMT, it is important to ascertain the duration of
the symptoms as many of these cases will represent an evolution of the condition and may go on
to separate. If the patient has had the symptoms
for more than a month without much change,
I would discuss ocriplasmin or surgery.
Even in cases like this that seem like an obvious
“slam dunk” with ocriplasmin, I’ve had a
handful of patients who have had unusual
things happen, like the development of
subretinal ﬂuid that becomes chronic. Hence,
I am more reserved with recommending
ocriplasmin than when it was ﬁrst launched.
Szilárd Kiss: Patient A has a broad adhesion
causing signiﬁcant traction on the retina with a
large amount of subretinal ﬂuid as well as cystic
retinal changes, most notably in the outer retina.
The only real choice here is for PPV. There is no
role for pharmacological vitreolysis, at least not
with the agents we have at our disposal.
Patient B has VMA to the central macula with
focal VMT. This patient would fall under the

Grade 1 classiﬁcation scene as described by
Flynn et al.3 Grade 1 eyes tend to have a high
rate of spontaneous resolution, with one-third
improving and half remaining stable.

edema. Thus I would consider managing this
medically ﬁrst, running through the options
from anti-VEGF to intraocular steroids before
considering surgery or ocriplasmin for the
VMT component.

On average, visual acuity also tends to be fairly
stable. I would favor observation as an initial
treatment approach. If the patient continues
to be bothered by the vision and/or metamorphopsia, or if there is worsening of symptoms
and/or progression on OCT, pharmacological
vitreolysis would be an option for this patient.
These patients (eg, with focal adhesion, no
ERM) tend to have the highest success rate
with ocriplasmin vitreolysis.

Szilárd Kiss: This patient’s vision loss
is due primarily to severe DME. Although
there is a small area of VMA, I don’t believe
VMT is playing a signiﬁcant role in the
observed DME. I would initially treat with
a series of intravitreal anti-VEGF injections.
(Oftentimes, the injections themselves will
release the VMA.) I would give at minimum
3 to 4 injections prior to changing the course.
If there is a response—both in visual function
and on OCT—I would continue with the
anti-VEGF injections.

A 52-year-old type 2 diabetic patient
presents with 20/60 vision in his
left eye that has been gradual and
progressive over the last 6 months. A
ﬂuorescein angiogram shows diffuse
leakage in the macula and scattered
microaneurysms. His OCT is shown
in Figure 6 below. How would you
manage this patient? At what point
would you consider addressing the
vitreoretinal interface changes?

If I’m not getting the full response I expect,
I may consider adding a sustained release
steroid. I would start with the 0.7 mg dexamethasone implant, Ozurdex (Allergan, Inc,
Irvine, CA). At this point, I don’t believe there
is any evidence for the use of pharmacological
vitreolysis in a patient like this. I would offer
surgery for this patient if I believed the ERM
noted temporally on this OCT was contributing
to the decreased vision and any cystic changes
that may persist on OCT.

Paul Tornambe: The patient is diabetic
with VMT and a signiﬁcant adhesion which
is <1500 μm. There is traction on the middle
retinal architecture and vision is reduced to
20/60. I would recommend prompt vitrectomy
with ILM peeling.

Five hours after undergoing
ocriplasmin injection, a patient
calls your after-hours call service.
She reports the new sudden onset
of ﬂoaters. How do you manage
this patient? What is your typical
follow-up schedule in patients who
undergo ocriplasmin?

John Kitchens: I would start this patient
on anti-VEGF therapy. The choice of therapy
would be dictated by the patient’s insurance.
The degree of vitreous insertion/traction
seems out of proportion to the amount of

Paul Tornambe: Floaters, reduced vision,
and dyschromatopsia are not uncommon
following ocriplasmin. I would have told the
patient at the time of the injection that these
symptoms might develop over the following
30 days and to let me know if they occur.
I would see this patient the next day unless
the patient had other symptoms suggesting
a retinal detachment.
The drug is doing what it is made to do—
result in a PVD. A tear may have developed,
so an exam is indicated. I normally would
follow an ocriplasmin injection at 5 to 7 days
after the injection, but would see promptly if
ﬂoaters developed.
John Kitchens: Given our experience
with ocriplasmin, I have become much more
comfortable managing patients after their
injection. I would reassure the patient that
this likely means the medication is “working.”
I typically see patients on the ﬁrst day after

Figure 6.
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Make Up Your Mind
33-year-old healthy attorney (embarrassing but
true), returned from a business trip to Shanghai
with a slight cough. It was undertreated with
antibiotics and ended up as fulminant pneumonia. He was admitted to the local hospital
short of breath and with an oxygen partial
pressure of 59. That is sick, bordering on death.

In 1966, The Lovin’ Spoonful released a
wonderful song entitled “Did You Ever Have to
Make Up Your Mind?” The catchy tune pops
up on oldies radio stations frequently and you
have probably heard it more than once. The
essence of the song relates to the difﬁculty of
making up your mind in the midst of many
appealing choices. In this instance, the young
man in the song is attracted to a girl—

The hospital-based intensivist (who looked like
Doogie Howser) was well-trained and highly
competent. He proceeded to go over the treatment
options with my son. There was nothing wrong
with this approach, but this young doctor
explained every side effect of each drug as if he
were trying to make up his mind in front of the
patient. This is never a good strategy.

… With deep blue eyes, cute as a bunny,
With hair down to here and plenty of money,
And just when you think she’s that one in the world
Your heart gets stolen by some mousy little girl.
Many of us are easily decisive, but millions
of people have difﬁculty making the simplest
decisions. This frequently leads to not deciding
at all, which is a decision of its own. These
individuals seem to take solace in the fact that
if they do nothing, they can never be blamed
for making a bad choice. I have a cousin who is
a very charming and intelligent man. However,
he breaks into a cold sweat in the supermarket
line if they ask him, “Paper or plastic?”

You do not say to a patient, “We can put you
on ﬂuoroquinolones or Keﬂex or gentamycin,”
and then explain in excruciating detail why
each one might not work and why the drug
might kill him. The correct action for the
physician is to decide well before you speak
with the patient, and then explain to the
patient why you picked this drug or that
medication over the other available choices.

The inability to make relationship decisions
seems to be one of the main reasons that so
many people are labeled commitment-phobic.
In Psychology 101, we all learned about the
classic approach-avoidance conﬂict where one
goal or event has both positive and negative
characteristics, which can make the goal
simultaneously appealing and unappealing.

‘Millions of people have
difﬁculty making the
simplest decisions. This
frequently leads to not
deciding at all, which is
a decision of its own.’

For example, many young people are attracted
to marriage because of the positive, broad
appeal of togetherness and companionship.
However, the negative or avoidance portion
of marriage can include money problems,
arguments, responsibility, and mortgages.
Even worse, there is always the possibility that
immediately after the marriage, you might just
fall in love with the next “mousy little girl.”

My son was not frightened by the complications
of the medicines. He was scared to death that
the doctor didn’t seem to have any idea which
medicine would be the best choice. If you are
unsure about a medical decision, discuss it with
colleagues, read about it online, and make up your
mind before you ask the patient to help you.

As far as the difﬁcult decisions we make
every day in medicine, I believe that there
is a right way and a wrong way to make up
your mind. It’s painful when I have to watch a
colleague make medical decisions “the wrong
way.” It actually gives me chest pain because
I empathize with the patient.

Even the most intelligent patient, when confronted
with a serious illness, is not conﬁgured emotionally or educationally to make medical decisions.
To the contrary, the patient is quite ill and
your indecisiveness is only going to make him
and his family sicker. My son’s Strep milleri

Permit me to tell you about the real-life situation
that sparked the idea for this column. My son, a
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pneumonia progressed to an empyema with a
106-degree fever and led to a life-ﬂight by helicopter to the University of Colorado Hospital
in Denver. Fortunately, with surgical drainage
of the pus and an infectious disease consult
with proper antibiotics, he quickly recovered.
Let’s use an example from our retina practices. If
a patient comes in with a pseudophakic retinal
detachment with several superior retinal breaks,
you need to decide which treatment you think is
best—well before you discuss treatment options.
In fact, most patients, after such a discussion, will
ask, “What would you choose if it were you, doc?”
You’d better know what you would want for
yourself or a family member before you present
random choices to your patients. Your discussions
should not be rigid or pedantic, but should
guide the patient gently toward what you believe
to be the best choice. In modern medicine, we
want to inform our patients about the treatment
options available. However, we should certainly
not put the burden of choice on them.
My approach would be to say something like,
“There are several ways to treat your problem.
None of these are necessarily the ‘right choice.’
If there were only one ‘right choice,’ we would
not have several different options.
“We can do pneumatic retinopexy, scleral bucking,
or vitrectomy. Any of them might work, but in
your case, I would personally choose vitrectomy
because we have a 97% success rate, the eye is
not distorted after the surgery, and no foreign
elements are left in the eye. This strategy offers
you the best chance to have your eye ﬁxed with
only one operation and our surgical team is
highly experienced with vitrectomy surgery.”
Make up your mind! Just not in front of
the patient.
Did you ever have to make up your mind?
Sometimes you really dig a girl the moment
you kiss her
And then you get distracted by her older sister
When in walks her father and takes you in line
And says, “Better go home, son, and make up
your mind.”
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Like Falling Off a Log
At the 2014 American Academy of Ophthalmology meeting in Chicago, I was standing next
to George Williams and another retina specialist whom he had trained, each of us with a drink
in hand. I then recounted to both a story from some 32 years ago.
George and I were standing at the scrub sink at
the Medical College of Wisconsin; he was our
second-year fellow, and I was an attending. We
were about to go into the OR to perform a vitrectomy on a patient who was in ETDRS but had
developed a nonclearing vitreous hemorrhage.
I then said to George, “This will be like falling
off a log,” meaning that the procedure would
be so easy. Five operations later, I learned
my lesson and decided to retain my absurd
words in memory. (George remembered
too!) I decided never again to denigrate the
complexity and risk of our surgery.
I would like to explore an idea so close to
us that we do not even see it. We have spent
our entire professional lives working hard
on improving our skills and techniques, our
judgment, our assessment of patient problems
and patient pathology. We strive to foresee
potential complications in the OR and cleverly
take steps to avoid them.
Someone looking from afar would say we were
working to make our jobs easier—smoother,
more expeditious surgery with better outcomes.
We also ﬁnd our jobs easier as we do them better.
However, as others evaluate us, they conclude
that because we work faster and smoother, our
“work” must really be less than it was before.
I have written for years that the evaluation
of work is a big challenge that the Relative
Value Scale Update Committee (RUC) tries to
assess, but with increasingly poor results. But
here I want to emphasize our own tendency to
underestimate the difﬁculty and complexity
of our tasks. Since we do our work so well, we
assume it must be “easy.”
Let me give a couple of examples of cases
where the “falling off a log” comment may
come into play. One of my partners has
a patient who complained vehemently of
frustration caused by vitreous ﬂoaters—a
condition on which our practice rarely
operates. After several visits, the patient asked

for the physician to operate to remove the
ﬂoaters. His preoperative vision was 20/20.

was performed, the outcome was countingﬁngers vision. Again, a calamitous outcome.

Of course, when measuring vision, the patient
can always take a little extra time and move his
head around to move the ﬂoaters out of the
way. The surgery was uneventful, but the retrobulbar anesthetic needle had pierced the optic
nerve sheath and compromised the nerve. The
next day, the vision was only hand motions.

I can add a generic example most of us have
experienced. We treat patients daily with intravitreal injections of anti-VEGF agents. While the
infection rate is probably between 1 in 1000 and
1 in 3000, most of us are performing so many
injections that we are likely to have experienced
a postinjection infection. We are all familiar with
the risk, but assume the worst will not occur.

This type of tragic outcome brings both the
patient and surgeon to their knees. While we
brieﬂy discuss potential risks and beneﬁts
with patients during our informed-consent
discussions, I believe each of us thinks these
risks are very low. We tend to assure patients
the surgery is “safe,” which statistically it really
is, unless you are that one-in-10,000 patient
who suffers such a calamity.

‘Five operations later …
I decided never again to
denigrate the complexity
and risk of our surgery.’

Discussing unexpected outcomes reminds me of
my job when I was medical director of 2 surgery
centers; it was my responsibility to review all
cases of postoperative endophthalmitis. I was
always looking for clues as to why these cases
occurred, which required reading the entire
medical record. One patient had been seen a
number of times by one of our anterior-segment
surgeons. Vision in this eye was recorded at
20/40. The patient had complained bitterly
of distortion, and the cataract was minimal.
Thus the patient was seen by one of our retina
specialists. The patient and physician discussed
surgical removal of the epiretinal membrane,
and the patient was very much in favor of it.

I became even more convinced that what we
do is very complex after treating a number
of physicians. If their exam is anything other
than ﬂashes and ﬂoaters without a retinal tear,
they comment on the difﬁculty and complexity
of what we do. When shown the digital
ﬂuorescein angiogram cine on the monitor in
real time and the ﬁne detail of the OCT image,
they are struck with our expertise.
These physician-patients, when receiving
intravitreal injections, are impressed by our
courage to treat and inject into the eye—such
a small organ and with so many potential
problems. My message is to remind you that
we have a very difﬁcult and complex subspecialty with generally wonderful outcomes,
but not without risk. Please appreciate the
complexity of what you do. Do not short-sell
it! Be careful, because if you feel it is “like
falling off a log,” you may break an ankle.

After plans were made—the surgery scheduled
and the admit note placed in medical record—
the patient returned for an unrelated reason
to another physician in the practice, at which
time the vision was measured at 20/25 in the
affected eye.
Well, you are waiting for the shoe to drop. Surgery
was uneventful, the membrane was peeled
nicely—but postoperatively, the patient developed
endophthalmitis. While appropriate intervention
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Bora Chae, MD

Lawrence A. Yannuzzi, MD

Section Editor

Case History A 25-year-old healthy male reported a gradual change in central vision
in his left eye over the past 6 months.
in the left eye are shown in Figures 1 B and C.
Fundus autoﬂuorescence (FAF) imaging of
the left eye is shown in Figure 2. Spectraldomain optical coherence tomography
(SD-OCT) of the left macula is shown in
Figures 3 A and B.

On examination, best-corrected visual acuity
was 20/20 in the right eye and 20/20 in the
left eye. The anterior segment examination of
both eyes was normal.
Funduscopic examination of the right eye
was unremarkable (Figure 1A). The ﬁndings

Figure 1A: Color photograph of the right eye

Figure 2: FAF image of the left eye

Figure 1B: Color photograph of the left eye

Figure 3 A and B: SD-OCT scans of the left eye

Figure 1C: High-magniﬁcation color photograph of the
left eye
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What is your diagnosis?
See discussion on page 61

FROM THE PRESIDENT >>

Continued from page 8

application, data collection, and review system
for use by both entities. Such a partnership
would bring the ASRS’s increased resources
to signiﬁcantly expand and improve on the
existing AUPO FCC compliance process.
The details of such a partnership are being
discussed at the time of this writing.
We are very pleased that both the Retina
Society and Macula Society have joined us
in this united effort by retina specialists to
enhance fellowship education through the
many expanded and newly created ASRS
initiatives directed at both fellows and their
fellowship directors.
Near-term future initiatives of this ASRSdriven process include expanding its reach to
encompass oversight and direction of medical
retina fellowship programs, and potentially,
collaborating with international retina
fellowship programs interested in developing
standards for more formalized training.

THE KOL CORNER >>

We are excited to signiﬁcantly contribute to
shaping the direction of fellowship training
with input from potentially all North
American retina fellowship directors. There
has never been such widespread collective
involvement of training mentors in any
ophthalmologic ﬁeld, and this should lead
to signiﬁcant improvements in the education
of retina fellows.

‘Our fellows will
be protected and
their experiences
maximized.’
Executive Vice President Jill Blim. We look
forward to having the many resources of the
ASRS, particularly its talented and diverse
membership, directed to help better prepare
our next generation of retina specialists to
fulﬁll our mission to treat blinding disease
and save vision.

Our fellows will be protected and their
experiences maximized. This will translate
into higher-quality patient care and will help
to more formally and deﬁnitively distinguish
retina as a subspecialty from general ophthalmology. We invite all fellowship directors to
participate in our process of ASRS fellowship
education, training, and compliance.
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We also invite all ASRS members with an
interest in fellowship education to get involved
in the many offerings for retina fellows in
development by contacting me or ASRS

Continued from page 51

their injection to help me understand better
how the drug is working, as well as to ensure
that there are no tears or other untoward
events that can develop as the PVD occurs.
It is important to make patients aware of the
symptoms they will have after the injection
so this doesn’t catch them by surprise.
Szilárd Kiss: Visual abnormalities are not
uncommon following ocriplasmin injection—
these may include photopsias, ﬂoaters, blurred
vision, visual ﬁeld cut, dyschromatopsia,
retinal detachment, and lens subluxation,
among others. In addition, up to one-third
of injected patients may demonstrate outerretinal abnormalities on OCT (most being
transient, although complete resolution may
take many months).
For patients in whom I am injecting ocriplasmin,
I carefully explain that these symptoms are likely
transient, and may even indicate the resolution
of the VMT. I always urge patients to call with
any concerns and will examine any patient who
calls with new, sudden-onset ﬂoaters.

One of my early cases of ocriplasmin injection
whom I examined the day following injection
did develop a retinal tear and an associated
retinal detachment. If my patients are asymptomatic following ocriplasmin injection, I
ask them to follow-up one month after the
injection (if at that time the VMT or FTMH is
still present, we discuss the surgical options).
If my patients are symptomatic for more
than a couple of days following ocriplasmin
injection, I ask them to come for an exam
within a week following the injection.
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met his brother David (just accepted to med
school) during my trip to Haiti last September.
I am planning a third trip, possibly for June,
and would like to get other ASRS members
involved directly with resident education at
the university and to help Dr. Taverne develop
expertise in retinal surgery. I would like to get
him and the university a decent used green laser
with both slit lamp adapter and laser indirect
ophthalmoscope. I’m also trying to ﬁnd usable
equipment for the university clinic.
Many companies and people made the Haiti trips
possible by their donations and support, including
Alcon Laboratories, Inc; Bausch+Lomb; Dutch
Ophthalmic USA; Iridex Corporation; Mike
Neeson of Neeson Ophthalmics, LLC; Mira, Inc;
Northwest Surgicare SCA (Arlington Hts, IL);
Ocular Instruments, Inc; Oculus Surgical, Inc;
and SEE International.

Figure 5. ISMS-ORV–Nepal was a comprehensive mission in Pokhara, Nepal at the Himalaya Eye Hospital. Ten ORV
team members (top row) not only treated the poor; they sponsored a National Ophthalmological Seminar and invited
ophthalmologists from all over Nepal to observe surgical procedures, attend lectures, and participate in group
discussions. Equipment and material sponsors are recognized on the banner.

Interested in volunteering or contributing?
Contact:
Daniel Alter, MD: vitdoctor@comcast.net
Mildred Olivier, MD: molivier@midwestglaucoma.com
Rachel Siegel, retina program coordinator,
SEE International: rsiegel@seeintl.org

ISMS-Operation Restore Vision—
Providing free medical
care worldwide
Ronald C. Gentile, MD, FACS
The New York Eye and Ear Inﬁrmary
of Mount Sinai
New York, New York

Figure 6. ISMS-ORV–Morocco was conducted at a public hospital in Marrakesh. ORV team members performed some
of the ﬁrst combined retina, cornea, and glaucoma surgical procedures at the hospital. They had the distinction of
performing the ﬁrst corneal transplants in Marrakesh, laying groundwork for establishment of the ﬁrst eye bank in Morocco.
Above, ORV member Sanjay Kedhar, MD explains some technical aspects of the surgery.

Operation Restore Vision (ORV), founded by
New York ASRS member Ronald Gentile, MD,
FACS, in 2008, is the eye care chapter of
International Surgical Mission Support (ISMS).
The goal of ISMS since its inception in 1996 has
been to provide free medical care to the poor
all over the world. ISMS has a unique structure
consisting of 7 self-governing chapters.
Dr. Gentile explains ORV
Operation Restore Vision is a not-for-proﬁt
organization made up of a team of skilled
ophthalmologists and other eye care professionals
from all subspecialties including retina.
Most ophthalmologists in third-world countries
are becoming more efﬁcient and better equipped
to perform cataract surgery. Retina, glaucoma,
complex cornea, pediatrics, and plastics are
very much in need and there are many local
ophthalmologists extremely motivated to
improve their skills to treat such patients.
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Figure 7. ISMS-ORV–Dominican Republic performed more than 300 patient exams and 35 surgical procedures. Volunteers
evaluated 50 members of a family affected by a rare form of vitreoretinopathy; the family lives in the Dajabón, a very poor
region in the Dominican Republic on the border of Haiti. Above, Dr. Gentile lectures local ophthalmologists and students at
one of the Dominican Republic’s public hospitals.
|

In addition to caring for patients and donating
equipment, Operation Restore Vision trains
local ophthalmologists and support staff in the
newest procedures with didactic lectures, video
conferences, and teaching materials. Our missions
have included trips to Nepal (Figure 5 and image
shown on page 4), Morocco (Figure 6), and the
Dominican Republic (Figure 7). Operation Restore
Vision has also collaborated with other eye care
teams including Dooley Intermed International
(president: Scott W. Hamilton) and the Volunteer
Health Program (VHP) (founders: Dr. Robert
and Darlene Della Rocca).
Operation Restore Vision’s next mission will be in
the Upper Gorkha region of Nepal in May 2015,
followed by a mission to the Philippines in 2016.
Interested in volunteering or contributing?
Visit: http://ismission.org/volunteer/
http://www.dooleyintermed.org/index.php?/
volunteer/

Figure 9. Scripps operated a mobile medical unit equipped with a fundus camera to photograph patients at several
indigent health clinics around San Diego County.

http://www.volunteerhealthprogram.org/
http://ismission.org/operationrestore-vision/

Volunteering in your
own community
Getting involved at local diabetes
screening clinics
Paul E. Tornambe, MD
Past President, ASRS
Retina Consultants San Diego
Poway, California

It’s been said that charity begins at home;
local opportunities to volunteer time to the
underserved abound. Despite the Affordable
Care Act (“ObamaCare”), many patients
continue to lack medical insurance or are

underinsured with high-deductible plans.
For the past 15 years, ASRS Past President
Paul Tornambe, MD, has been involved with
the Diabetic Retinopathy Student-Run Free
Clinic at the University of California-San
Diego (UCSD).

waiting to give a lecture. This was a very
effective way to screen diabetic patients; 90%
of them required no face-to-face exam—just
3- to 12-month follow-up photos.
We all know diabetic patients go blind because
they are treated too late. This is a good way to
make a dent in the problem.

Dr. Tornambe explains his work
with the free clinic

Tell us about your volunteer work

One of the main reasons patients with diabetes
mellitus fail to have their eyes examined is that
they lack medical insurance. It is not uncommon
for these patients to ﬁnally present to an eye care
specialist with end-stage diabetic retinopathy.

Are you involved in volunteerism, either
locally or abroad? Does your ofﬁce provide
charity care? Please email Managing Editor
Susan Raef (susan.raef@asrs.org) and
tell us about your work. We may feature
your story in an upcoming issue of
Retina Times.

The UCSD clinic screens diabetic patients with
ophthalmologic examination or non-mydriatic
fundus photography. I see screen-positive
diabetic retinopathy patients without insurance
as part of my usual work day. They usually
have advanced disease which requires laser,
anti-VEGF therapy, and vitrectomy.

Financial Disclosures
Dr. Alter – None.
Dr. Dhoot – REGENERON PHARMACEUTICALS, INC:
Speaker, Honoraria.
Dr. Gentile – ACUCELA INC: Investigator, Equipment
(Department or Practice), Grants; ALCON LABORATORIES,
INC: Consultant, Honoraria; ALLERGAN, INC: Investigator,
Grants; GENENTECH, INC: Investigator, Grants; NATIONAL
INSTITUTES OF HEALTH: Investigator, Equipment (Department
or Practice), Grants; REGENERON PHARMACETICALS, INC:
Investigator, Grants; SIRION THERAPEUTICS: Investigator,
Grants; UNIVERSITY OF WISCONSIN: Investigator, Grants.

Scripps Memorial Hospital in La Jolla, California,
has generously donated OR time, and the
anesthesia providers have donated their services
so these patients can receive needed surgical care.
Until funds ran out, we had a bus equipped
with a fundus camera (donated by Qualcomm
Technologies, Inc, San Diego, CA); we photographed patients at several indigent health clinics around San Diego County. The photos were
uploaded to a University of California-Berkeley
website where I reviewed the images of as
many as 50 to 100 patients per week.
Figure 8. Certiﬁed Retinal Reader George Hayes
photographs diabetic patients at the free clinic, then
uploads the photos to a website at UC Berkeley. Dr.
Tornambe reads the images and determines how to
manage the patients.

Dr. Pieramici – ALIMERA SCIENCES: Consultant, Honoraria;
ALLERGAN, INC: Investigator, Grants; GENENTECH, INC:
Advisory Board, Consultant, Investigator, Grants, Honoraria;
JOHNSON & JOHNSON: Consultant, Honoraria; QLT
OPHTHALMICS, INC: Investigator, Grants; REGENERON
PHARMACEUTICALS, INC: Investigator, Grants; SANTEN
PHARMACEUTICAL CO, LTD: Consultant, Honoraria;
THROMBOGENICS, INC: Advisory Board, Investigator,
Grants, Honoraria.
Dr. Tornambe – BAUSCH+LOMB: Advisory Board, Honoraria;
DUTCH OPHTHALMIC USA: Consultant, Honoraria; INSIGHT
INSTRUMENTS, INC: Consultant, No Compensation
Received; OPTOS PLC: Consultant, Honoraria; POWAY
RETINAL TECHNOLOGIES, LLC: Founder, Intellectual
Property Rights; STEMEDICA CELL TECHNOLOGIES, INC:
Consultant, Stock Options.

I sometimes logged in from remote regions of the
world to perform these reviews; I recall reviewing
photos from the free clinic while in Moscow
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Combined Pars Plana Vitrectomy and Pars
Plana Baerveldt Tube Placement in Eyes with
Neovascular Glaucoma
Kolomeyer AM, Seery CW, Emami-Naeimi P, Zarbin MA,
Fechtner RD, Bhagat N. Retina. 2015;35(1):17-28.
Neovascular glaucoma (NVG) is most commonly associated with
proliferative diabetic retinopathy (PDR) or central retinal vein occlusion
(CRVO). Glaucoma drainage devices (tube shunts) can provide effective
management of NVG. The drainage tube is most commonly placed
in the anterior chamber but anatomical considerations may require
placement into the vitreous cavity. This requires concurrent pars plana
vitrectomy (PPV) to prevent occlusion of the tube shunt by vitreous.
This retrospective study of 79 patients (89 eyes) is the largest series
to date examining the outcome of combined PPV and posterior
placement of Baerveldt tube shunt surgery in eyes with neovascular
glaucoma. NVG was associated with PDR in 71% of eyes and with
CRVO in 24%. Mean patient age was 69.0 years; 51% of vitrectomies
were conducted with 20-gauge instruments and the rest with 23- or
25-gauge. Many patients received intravitreal injections of steroid or
anti-VEGF agents for management of neovascularization or macular
edema either preoperatively (58%) or postoperatively (33%).
Mean follow-up period was 19 months. Half of eyes achieved 1 year
follow-up and had similar visual acuity to baseline (logMar 1.68 ±
0.63). A smaller cohort of eyes that had 18 (28 eyes) to 48-month
(6 eyes) follow-up achieved signiﬁcant improvement in vision.
At ﬁnal follow-up 35% of eyes improved, 27% were unchanged,
and 38% had decreased vision. Fourteen eyes developed no-lightperception (NLP) vision; this cohort started with hand-motions
(HM) vision. Intraocular pressure (IOP) responded well to surgery,
with mean IOP improving from 37.2 +/- 13.8 mmHg pre-op to
15.9 +/- 6.2 mmHg post surgery. The need for glaucoma medications
also decreased signiﬁcantly.
Complications in this challenging setting are common, either due to
underlying disease or to the surgery. These include transient ocular
hypertension in 92%, transient hypotony in 22%, hyphema in 21%,
corneal edema in 19%, and vitreous hemorrhage in 16% of eyes. Such
complications were more common with 20-gauge surgery. Three eyes
developed tube occlusions requiring repeat surgery, 4 eyes developed
retinal detachment, 3 eyes had endophthalmitis, and 2 progressed
to pre-phthisis.
Application to Practice: Combined PPV with posterior placement

of Baerveldt tube shunt can be an effective management method
for neovascular glaucoma, allowing pressure control, reduction of
glaucoma medication required, and maintenance of visual acuity in
the majority of patients.
Complications of the underlying ischemic disease process and the
surgical procedure led to 38% with diminished visual acuity at ﬁnal
follow-up. It is important to counsel patients appropriately, indicating
that the primary goal of surgery is prevention of a blind painful eye in
the setting of neovascular glaucoma.
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Imaging Characteristics of Intraocular Foreign
Bodies: A Comparative Study of Plain Film X-Ray,
Computed Tomography, Ultrasound, and
Magnetic Resonance Imaging
Modjtahedi BS, Rong A, Bobinski M, McGahan J,
Morse LS. Retina. 2015;35(1):95-104. doi:10.1097/
IAE.0000000000000271.
Ocular trauma potentially involving an intraocular foreign body
(IOFB) requires urgent imaging to assist in diagnosis, localization, and
surgical planning. The type of foreign body is not always determined
by history. There are foreign bodies associated with speciﬁc complications such as toxicity with copper and endophthalmitis with wood
foreign body, therefore requiring more urgent removal.
This study evaluated the ability to distinguish between various types of
foreign bodies with a number of imaging modalities. All IOFBs were
placed in cadaveric lamb eyes and were of uniform size, measuring
4 mm in diameter. The 13 different IOFBs were metallic (aluminum,
brass, copper, silver, steel, lead) or nonmetallic (plastic [CF6 spectacle
plastic and polyvinyl chloride pipe], glass [bottle glass and windshield
glass], wood [dry and wet poplar], or stone [slate]).
Computed tomography (CT) scanning was clearly the most useful
modality for imaging IOFB and for differentiating the composition.
Wood had low attenuation, and spectacle plastic had attenuation
similar to vitreous. Polyvinyl chloride, slate, bottle glass, windshield
glass, and aluminum had high attenuation without surrounding
artifact. Steel, brass, and copper IOFBs had high attenuation with
shadow artifact and minimal edge streak artifact. Silver and lead had
high attenuation with signiﬁcant shadow artifact and prominent streak
artifact. Density of IOFB (in Hounsﬁeld units) was very useful in
distinguishing between IOFBs that had similar attenuation on CT scan.
Plain ﬁlm x-ray could not detect wood or spectacle plastic and had
limited ability to differentiate other IOFBs. Ultrasound images had
signiﬁcant overlap in appearance for the various IOFBs. Magnetic
resonance imaging (MRI) could not be used for metal objects but
could distinguish glass from wood IOFB.
Application to Practice: CT scanning is the imaging modality of

choice for suspected IOFB. Imaging characteristics of attenuation,
artifact surrounding the IOFB, and density are helpful in distinguishing
the type of IOFB. Ultrasound can identify IOFB but not as well as CT
scan and cannot easily distinguish composition. MRI has less clinical
utility in this setting.

Visual and Anatomical Outcomes of Macular
Epiretinal Membrane Peeling After Previous
Rhegmatogenous Retinal Detachment Repair
Weng CY, Gregori NZ, Moysidis SN, Shi W, Smiddy WE,
Flynn HW Jr. Retina. 2015;35(1):125-135. doi:10.1097/
IAE.0000000000000272.
Epiretinal membrane (ERM) may develop following retinal detachment
(RD) repair and can limit long-term visual recovery. This retrospective
case series evaluated the outcome and prognostic factors for 53 eyes

receiving vitrectomy and membrane removal following prior rhegmatogenous retinal detachment (RRD) repair.
The majority of eyes had previous repair with vitrectomy and scleral
buckle and gas (46%) or oil (28%) tamponade. There was known
macula-involving RD in 55%. The interval between RD repair and
ERM surgery was 20 +/- 44 months. During ERM surgery, the internal
limiting membrane was also peeled in 45% of eyes. Cataract surgery
was performed concurrently in 13%. Optical coherence tomography
(OCT) was evaluated for central thickness and morphologic characteristics that might correlate with outcomes.
Best-corrected visual acuity improved by a mean of 10 letters at
1 month, 15 letters at 3 months, 11 letters at 6 months, and 16 letters
at 12 months (P ≤ .001). At month 12, 61% of eyes had gained 3 or
more lines and 9% had lost 3 or more lines. Central retinal thickness
decreased by 141 μm, 185 μm, 180 μm, and 151 μm (P = .017) at
1, 3, 6, and 12 months, respectively.
Several baseline factors were prognostic of a favorable visual outcome,
including better preoperative acuity, and intact inner segment/outer
segment (IS/OS) junction and external limiting membrane line on
OCT. Eyes with intact IS/OS at baseline improved by a mean of 17
+/- 23 letters at 1 year vs 10 +/- 21 letters in eyes with a disrupted IS/
OS. Change in central foveal thickness with surgery did not correlate
with visual outcome.
Those with a history of macula-sparing RD improved from a mean of
41 letters at baseline to 70 letters at 1 year, vs those with prior macular
involvement who improved from 34 letters at baseline to 50 letters at
1 year (P = .009).
Application to Practice: ERM peeling in eyes with prior RRD

improves or stabilizes visual acuity for a majority of patients. Those
with baseline visual acuity of 20/100 or better, history of macula-on
detachment, and intact outer retinal layers had the most favorable
visual prognosis. ERM peeling was still beneﬁcial for many eyes with
prior macula-off retinal detachment.

Periocular Corticosteroid Injections in Uveitis:
Effects and Complications
[published online July 11, 2014]. Sen HN, Vitale S,
Gangaputra S, et al. Ophthalmol. 2014;121(11):2275-2286.
doi:10.1016/j.ophtha.2014.05.021.
This large multicenter retrospective study evaluated treatment of ocular
inﬂammatory disorders with periocular depot corticosteroid injections.
The study evaluated 914 patients (1192 eyes) enrolled in the Systemic
Immunosuppressive Therapy for Eye Diseases Cohort Study to measure
effects and complications of treatment. Eyes received 1 or more depot
injections over the study for the management of anterior, intermediate,
posterior, or panuveitis. At 6-month follow-up, complete control of
uveitis was achieved in 72.7%, and 49.7% improved in visual acuity
(VA) from <20/40 to *20/40. If VA of <20/40 was caused by macular
edema, 33.1% improved to 20/40 or better.
Complications of depot steroid injection included cataract, elevation of
intraocular pressure (IOP), and glaucoma. By 1 year, 20.2% of phakic
eyes that had VA of ≥20/40 at baseline decreased their VA to <20/40
and 13.8% had cataract surgery. Elevation in IOP to ≥24 mmHg and
≥30 mmHg at 1 or more visits occurred in 34.0% and 15.0% of eyes
respectively; 2.4% of eyes required glaucoma surgery.

Application to Practice: Periocular corticosteroid injections were

effective in controlling uveitis in a majority of patients, resulting
in improved VA in 50% and reduction of macular edema in many.
Beneﬁcial effects were found in anterior, intermediate, posterior, and
panuveitis. Cataract and ocular hypertension are common complications
of treatment.

Progressive Retinal Nonperfusion in Ischemic
Central Retinal Vein Occlusion
Wykoff CC, Brown DM, Croft DE, Major JC Jr, Wong TP. Retina.
2015;35(1):43-47. doi:10.1097/IAE.0000000000000277.
In this prospective, uncontrolled, imaged-based study, wide-ﬁeld
ﬂuorescein angiography (WFFA) was performed serially in eyes with
severe central retinal vein occlusion (CRVO) undergoing anti-VEGF
therapy to assess the status of the peripheral retinal perfusion.
Twelve eyes from patients with preproliferative CRVO had serial
WFFA using the Staurenghi lens (Ocular Staurenghi 230SLO Retina
Lens, Ocular Instruments, Inc, Bellevue, WA) with a scanning laser
ophthalmoscope (Heidelberg HRA Spectralis, Heidelberg Engineering,
Carlsbad, CA). All patients were studied in the 3-year prospective
Rubeosis Anti-VEGF (RAVE) trial evaluating ranibizumab treatment.
All studied eyes showed extensive areas of peripheral retinal nonperfusion. At baseline, mean area of retinal perfusion was 46.5%.
The area of retinal nonperfusion increased in all eyes with a mean loss
of approximately 8.1% of perfused retinal area per year, which
corresponded to a mean 15-disk areas of retina evolving from perfused
to nonperfused annually.
Analysis of consecutive 1-year intervals showed a mean rate of retinal
perfusion loss of 16.3% in Year 1, 4.2% in Year 2, and 3.6% in Year 3.
Five of 12 eyes (42%) developed either anterior or posterior segment
neovascularization during follow-up of the RAVE trial.
Application to Practice: This study performed WFFA to show

that eyes with severe CRVO had profound retinal nonperfusion that
progressed despite undergoing anti-VEGF therapy with ranibizumab.
Preproliferative CRVO eyes carry an especially poor prognosis, with
>50% developing neovascular complications.
Regardless of the signiﬁcant perfusion loss observed in many eyes in
this study, mean vision improved in these eyes. Therefore, this study
indicates that while ranibizumab can transiently reverse some degree
of neovascularization, the natural history of this severe disease is not
changed and these eyes require long-term clinical monitoring.

Efﬁcacy of Intravitreal Ocriplasmin for Treatment
of Vitreomacular Adhesion: Subgroup Analyses
from Two Randomized Trials
[published online September 18, 2014]. Haller JA, Stalmans P,
Benz MS, et al; MIVI-TRUST Study Group. Ophthalmol.
2015;122(1):117-122. doi:10.1016/j.ophtha.2014.07.045.
These 2 multicenter, randomized, placebo-controlled, double-masked,
6-month studies were designed to evaluate the efﬁcacy of a single
intravitreal injection of ocriplasmin 125 μg in subpopulations of
patients with symptomatic vitreomacular adhesion (VMA)/vitreomacular
traction (VMT), including when associated with macular hole. A total
of 652 randomized patients (464 receiving ocriplasmin; 188 receiving
placebo) were enrolled.
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Resolution of VMA at day 28 was achieved more often in younger
patients (<65 years), eyes without epiretinal membrane (ERM), eyes
with full-thickness macular hole (FTMH), phakic eyes, and eyes with a
focal VMA ≤1500 μm. Overall, the proportion of patients who achieved
VMA resolution at day 28 was signiﬁcantly higher in the ocriplasmin
group (26.5%) compared with the placebo group (10.1%).
The proportion of patients with FTMH at baseline who achieved
nonsurgical FTMH closure (ie, FTMH closure without vitrectomy)
by day 28 was approximately 4-fold higher in the ocriplasmin group
(40.6%) compared with the placebo group (10.6%). Eyes with FTMH
width ≤250 μm were more likely to achieve nonsurgical FTMH closure
by month 6.
Categoric ≥2-line and ≥3-line improvement in BCVA occurred more
often in younger patients (<65 years) and in patients with a lower
baseline BCVA (<65 letters). The proportion of patients who showed
a ≥2-line improvement in BCVA at month 6 irrespective of vitrectomy
was higher in the ocriplasmin group (28.0%) compared with the
placebo group (17.1%).
Overall, each subgroup of subpopulations studied showed improvement
with ocriplasmin treatment compared with placebo.
Application to Practice: Intravitreal ocriplasmin offers a

pharmacologic option for the treatment of VMT. These studies found
a consistent treatment beneﬁt effect of ocriplasmin compared with
placebo in all the subpopulations analyzed.
Speciﬁcally, treatment with ocriplasmin showed that resolution of
VMA at day 28 was achieved more often in younger patients (<65
years), patients without ERM at baseline, patients with FTMH at
baseline, phakic patients, and patients with a VMA diameter ≤1500
μm. These subgroup analyses help the retina specialist to better counsel
patients regarding the therapeutic options available for symptomatic
VMA, especially in those with early stages of the disease.

Displacement of Submacular Hemorrhages
in Age-Related Macular Degeneration with
Subretinal Tissue Plasminogen Activator and Air
Ari Kadonosono K, Arakawa A, Yamane S, et al. Ophthalmol.
2015;122(1):123-128. doi:10.1016/j.ophtha.2014.07.027.
This prospective, consecutive, interventional case series studied the
anatomic and visual outcomes of eyes injected subretinally with tissue
plasminogen activator (tPA) and air to displace massive submacular
hemorrhages secondary to age-related macular degeneration (AMD).
A total of 13 consecutive patients had 25-gauge vitrectomy and
submacular injection of tPA (25 μg) and 0.4 ml air with a 47-gauge
microneedle. Surgical posterior vitreous detachment (PVD) was
attained in 7 eyes. Following the procedure, the patient remained
in the prone position overnight.
All patients were followed up for a minimum of 3 months. Total
subfoveal blood displacement was achieved in all 13 eyes (100%).
There was visual improvement in 11 eyes, no visual improvement in
1 eye, and poorer vision in 1 eye. Mean OCT central lesion thickness
decreased from 867 μm at baseline to 361 μm at 3 months after surgery.
Surgical complications included intraoperative macular hole formation
in 1 eye that subsequently was successfully closed surgically and
vitreous hemorrhages in 1 eye that resolved spontaneously.
Application to Practice: This study concluded that submacular

injection of air with a microneedle facilitates the displacement of the
clots dissolved with tPA with very few complications and results in
earlier visual improvement in eyes with massive submacular hemorrhages
secondary to AMD.

Financial Disclosures
Dr. Altaweel – NATIONAL EYE INSTITUTE: Investigator, Grants.
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Upcoming Worldwide Meetings for Retina Specialists
For more information on upcoming meetings, visit www.asrs.org/education/calendar.
July 31-August 2, 2015
9th Asia Paciﬁc Vitreo-retina
Society (APVRS) Congress

September 12-14, 2015
15th European VitreoRetinal
Society (EVRS) Meeting

Sydney, Australia
http://2015.apvrs.org/

Venice, Italy
http://www.evrs.eu/meetings/
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September 17-20, 2015
15th European Society of
Retina Specialists
(EURETINA) Congress

Nice, France
http://www.euretina.org/nice2015/
default.asp

December 10-13, 2015
FLOREtina 2015

Florence, Italy
http://www.ﬂoretina2015.it/wordpress/

X-FILES SOLUTION >> Continued from page 54

Discussion
Based on the clinical examination and the
multimodal imaging ﬁndings, our patient
was diagnosed with a combined hamartoma
of the retina and retinal pigment epithelium.
Gass1 ﬁrst described this intraocular tumor
as a benign congenital lesion consisting
of thickened glial and ﬁbrotic tissue
with varying pigmentation. These lesions
often show varying degrees of innerretinal distortion.
In a study of 60 patients conducted by Schachat
et al,2 common manifestations observed with
these tumors included:
• Vascular tortuosity (93%)

normal retina that gradually thickened
into a disorganized inner retinal layer.7 In a
recent study, enhanced depth imaging OCT
of combined hamartoma demonstrated
full-thickness retinal folds that were termed
“maxi-peaks.”8

2. Schachat AP, Shields JA, Fine SL, et al. Combined
hamartomas of the retina and retinal pigment
epithelium. Ophthalmol. 1984;91(12):1609-1615.
3. Shields CL, Thangappan A, Hartzell K, Valente P,
Pirondini C, Shields JA. Combined hamartoma of the
retina and retinal pigment epithelium in 77 consecutive
patients: visual outcome based on macular versus
extramacular tumor location [published online
November 7, 2008]. Ophthalmol. 2008;115(12):2246–
2252. doi:10.1016/j.ophtha.2008.08.008.
4. Shields JA, Shields CL. Combined hamartoma of the
retina and retinal pigment epithelium. In: Shields JA,
Shields CL, eds. Intraocular Tumors. An Atlas and
Textbook. 2nd ed. Philadelphia, PA: Lippincott Williams
& Wilkins; 2008:246-251.

‘Vision loss is commonly
observed when retinal
dragging occurs in
the macula causing
tractional distortion at
the fovea.’

5. Freund KB, Laud K, Lima LH, Spaide RF, Zweifel S,
Yannuzzi LA. Acquired vitelliform lesions: correlation of
clinical ﬁndings and multiple imaging analyses. Retina.
2011; 31(1):13-25. doi:10.1097/IAE.0b013e3181ea48ba.
6. Dupas B, Tadayoni R, Erginay A, Massin P, Gaudric A.
Subfoveal deposits secondary to idiopathic epiretinal
membranes [published online July 30, 2009].
Ophthalmol. 2009;116(9):1794-1978. doi:10.1016/
j.ophtha.2009.06.005.

• Pigmentation (87%)
• Elevation (80%)
• Vitreoretinal interface disturbances (78%)
• Lipid exudate (7%)
Vision loss is commonly observed when
retinal dragging occurs in the macula causing
tractional distortion at the fovea.2-4
Many of the characteristic ﬁndings of this
tumor were seen in our patient; however,
our patient also had an acquired vitelliform
lesion (AVL), likely related to the tractional
distortion within the macula related to
an associated epiretinal membrane.
Acquired vitelliform lesions have been
previously described to occur in tractional
maculopathies.5,6
The advent of novel imaging modalities
including SD-OCT has allowed for better
characterization of combined hamartomas,
particularly at the vitreoretinal interface.
In a study of 11 patients with combined
hamartoma, Shields et al7 identiﬁed the
presence of a distinct epiretinal membrane
separate from the tumor with secondary
retinal striae in the majority of cases.
Additional ﬁndings included an architecturally

7. Shields CL, Mashayekhi A, Dai VV, Materin MA, Shields
JA. Optical coherence tomographic ﬁndings of combined
hamartoma of the retina and retinal pigment epithelium
in 11 patients. Arch Ophthalmol. 2005;123(12):1746-1750.

Management of combined hamartoma
remains controversial. When signiﬁcant
visual impairment is present, treatment has
been directed toward surgically relieving
the vitreoretinal tractional component.
There are several anecdotal case reports
documenting visual improvement following
vitrectomy and membranectomy to relieve
associated vitreomacular traction, but
the beneﬁts of this surgery continue to
be debated. 9-11 However, the addition of
SD-OCT in the evaluation of these tumors
has provided useful information to surgeons
regarding the precise location and nature of
epiretinal membranes.

8. Arepalli S, Pellegrini M, Ferenczy SR, Shields CL. Combined
hamartoma of the retina and retinal pigment epithelium:
ﬁndings on enhanced depth imaging optical coherence
tomography in eight eyes. Retina. 2014;34(11)2202-2207.
doi:10.1097/IAE.0000000000000220.
9. Zhang X, Dong F, Dai R, Yu W. Surgical management
of epiretinal membrane in combined hamartomas
of the retina and retinal pigment epithelium. Retina.
2010;30(2):305-309.
10. Stallman JB. Visual improvement after pars plana vitrectomy
and membrane peeling for vitreoretinal traction
associated with combined hamartoma of the retina and
retinal pigment epithelium. Retina. 2002;22(1):101-104.
11. Mason JO III, Kleiner R. Combined hamartoma of the retina
and retinal pigment epithelium associated with epiretinal
membrane and macular hole. Retina. 1997;17(2)160-162.

Despite the signiﬁcant inner-retinal folds and
the AVL seen in our patient, outer-retinal
foveal architecture remained relatively intact
accounting for good visual acuity. Given
preserved visual function, close observation
was recommended to the patient.
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