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SLOS WELCOMES NEW MOA PRESIDENT!
Newly installed MOA President, Dr. James Hunt, will
make his official visit to the St. Louis Society at the
upcoming meeting in November. He will discuss his
plans and goals for the MOA during his term. Executive
Director, Dr. Leeann Barrett, will be on hand to provide
an update on the organizations’ activities. We look
forward to having them with us.
# # #

Tuesday, November 12
St. Louis Marriott West
660 Maryville Centre Drive
6:00 p.m.

Light Buffet
Hosted by Enhanced Medical Services
RSVP by Thursday, November 7

7:00 p.m.

Business Meeting
MOA Presidential Visit
Dr. James Hunt

7:30 P.M.

EMS Demonstation
Mike Fiordelisi

7:45 p.m.

Grand Rounds - One Hr. C.E.

"I have a missing spot in my vision"
(A CRAO case)
Sarah Gore, O.D., VAMC Resident
"Can you define 'weird'?"
(A complicated peds case)
Amanda Nicklas, O.D.
UMSL Pediatric Resident “A mini-scleral fit on an aphakic,
microcornea patient”
Robert EnsleyO.D.
UMSL CL Resident
“When It’s Not a Pinguecula:
A Unique Conjunctival Finding”
Nick Olberding, O.D.
VAMC Resident
#####

Drs. Blinder, Riley and Shah
FROM THE OCTOBER MEETING
“Retinal Update: To Inject or to Cut”
Kevin Blinder, M.D., Gaurav Shah, M.D.
Drs. Kevin Blinder and Gaurav Shah presented
the continuing education for the October SLOS meeting.
They both practice at The Retina Institute in the Saint
Louis area. The title of their presentation was “Retinal
Update: To Inject or to Cut.”
Macular holes have been around for a long time
and descriptions have changed over the years. Macular
holes can be divided into stages. Stage 1 macular holes
are considered impending holes where the vitreous is
attached over the fovea. Stage 2 holes are partial
thickness retinal defects while stage 3 and 4 holes are
full thickness defects. Stages have been important
particularly when writing papers, but macular holes are
often described as mild, moderate, or severe when
communicating with patients.
Macular holes usually progress from a
separation of the vitreous at the parafoveal region, then
adherence and traction that ultimately leads to a hole.
Stage 0 macular holes can be diagnosed with an OCT
due to the oblique vitreous traction found in early
stages of macular hole development. If a patient has a
macular hole in one eye and has a Stage 0 macular hole
in the contralateral eye, they are six times more likely to
develop a macular hole in that eye.
Macular holes are diagnosed with a retinal
evaluation and the OCT. Other tests that can be utilized
include the Amsler grid, the Watzke-Allen test, and a
three-mirror contact lens can be placed on the eye for
better retinal viewing. This can be particularly beneficial
if an OCT is not available.
Macular hole surgery emerged in the late
1980’s and early 1990’s and started as a laser
treatment to the margins of the macular hole. Macular
hole surgery closure rates were 58% at that time. About
99% of macular holes can be closed today. Continued

Blinder and Shah continued
There are several controversies in macular hole
surgery. The first is whether or not to peel the internal

limiting membrane (ILM). The ILM can be peeled in a
number of ways including the use of radial cuts, stains,
and Kenalog . A randomized study showed a better
closure rate of 84% with ILM peeling versus a 50%
closure rate without ILM peeling. Another paper
evaluated differences in patients with hole closures that
had the ILM peeled and patients that did not have the
ILM peeled. No differences were found in terms of
visual acuity, but anatomical success was better in
patients that had the ILM peeled. Risks associated with
ILM peeling include microscotomas and retinal breaks.
Another controversy in macular hole surgery
surrounds the bubble that is placed in the eye after
surgery. There are different types of bubbles that can
be utilized but the main point of contention is over how
long the patient should stay in face down position. In
the earlier days of macular hole surgery, patients were
told to remain in the face down position for one week.
Today, most surgeons recommend some variation of
that, ranging from one to five days. A significant
drawback of face down positioning is inconvenience and
patient compliance is often poor.
A better vitrectomy is typically achieved in
pseudophakic patients, allowing for a much larger
bubble to be placed in the eye. Positioning is more
important in phakic patients because their bubbles will
most likely be smaller. Positioning also made a larger
difference in patients with larger macular holes.
Different types of gases can be utilized in retinal
surgery. In 2007, the longer acting C3FA was utilized
most often. Today, a shorter acting gas SF6 is more
commonly used. Typically silicone oil is not used
because results with oil bubbles can be disappointing.
Closure rate is about 80% when it is used. Situations
where silicone oil might be necessary include failed
holes or in patients that live in higher altitudes.
Despite anatomic success after macular hole
surgery, some patients do not achieve the expected
visual acuity improvement. High resolution OCT has
allowed us to visualize potential retinal abnormalities
that prevent improved visual acuity. Patients with an
intact photoreceptor inner/outer segment (IS/OS)
junction will have better visual acuity. Dr. Shah
discussed a paper that compared three closed hole
scenarios. Eyes with an intact IS/OS junction had a
mean visual acuity of 20/30. Eyes with a disrupted
IS/OS junction but an intact external limiting membrane
(ELM) had a mean visual acuity of 20/43. Eyes with both
the IS/OS junction and the ELM disrupted had a mean
visual acuity of 20/80.
Another important consideration is the
likelihood of a surgically repaired macular hole
reopening after cataract surgery. Patients that develop
Continued on page 4 – Blinder & Shah

Drs. Bachman and Weaver

BLINDER AND SHAR CONTINUED
cystoid macular edema after cataract surgery have a ten
fold increase in risk of having a previously closed
macular hole reopen. It has been found that holes are
more likely to open if the ILM has not been peeled. Dr.
Shah discussed a study of 877 eyes finding a reopening
rate of 0.39% in eyes that had the ILM peeled while the
reopening rate was 7.2% if the ILM had not been
peeled.
Dr. Blinder presented the non-surgical options
in treating macular holes and vitreoretinal adhesion.
There are some patients that are not good surgical
candidates or prefer not to have surgery due to the
associated risks. In the past, other options have not
existed other than simply monitoring these patients.
Jetrea (ocriplasmin) of ThromboGenics allows us to
offer another option to appropriate candidates.
Ocriplasmin is a truncated form of human protease
plasmin that targets collagen, laminin and fibronectin
fibers that adhere the vitreous to the retina. It
introduces vitreous liquefaction and allows a clean
separation of the vitreous from the ILM. Ocriplasmin is
the first FDA approved drug for pharmacologic
treatment of vitreomacular adhesion (VMA). Epiretinal
membranes are not an indication for the use of this
drug.
Approximately three people in 1000 over the
age of 55 develop macular holes in the United States
per year and 16% of those holes are associated with
VMA. Vitreomacular traction (VMT) is also a fairly
common finding and can also be associated with other
retinal diseases.
Prior to the advent of ocriplasmin, most
patients with VMT were simply monitored. The
majority of these patients develop chronic cystoid
changes over time. There is a chance that VMT will
spontaneously resolve. Vitrectomy is a good option for
those patients that make good surgical candidates.
Continued on page 5

Blinder & Shah
Two studies provide much of the evidence
utilized for approval of ocriplasmin. Both studies looked
at symptomatic, local vitreomacular adhesions
confirmed by OCT. Patients received either ocriplasmin
or a placebo injection. The placebo was the vehicle for
ocriplasmin. The primary endpoint was pharmacologic
VMA resolution at day 28. Secondary endpoints were
hole closure, achievement of visual acuity gain, and the
ability to avoid a vitrectomy.
Patients had better results with the use of
ocriplasmin than with the placebo. Twenty nine point
eight percent of the ocriplasmin recipients had VMA
resolution at day 28 while only 7.7% of the placebo
group had resolution at day 28. Patients with smaller
areas of adhesion had better results and vision
improved over time. Patients with macular holes had
better results with the use of ocriplasmin than the
placebo as well. Smaller holes proved to be better
suited for ocriplasmin injection.
Ocriplasmin has a good safety profile. Dr.
Blinder reported no problems with its use The Retina
Institute. The more common side effects include
vitreous floaters, eye pain, photopsia, and blurred vision
after injection. Any blurred vision typically resolves
over time.
Dr. Blinder discussed a study of patients at The
Retina Institute that had received ocriplasmin injections
for vitreomacular adhesions or macular holes. They
wanted to evaluate the short term safety and efficacy of
a single injection of ocriplasmin. Serial OCTs were done
post injection. Their results showed a VMA resolution
rate of 64.3% and a macular hole closure rate of 33.3%.
The majority of the patients had resolution of VMA or
hole closure within one to five days.
Ocriplasmin is an effective and safe
pharmacological option that we are now able to offer
our patients with vitreomacular adhesions or macular
holes.
#####

THANKS
Many thanks to Drs. Blinder and Shah for present-ing
the continuing education program. Also, to Beau
Kessler and Thrombogenics for hosting the buffet.
###

Practice for sale (incl. bldg.) in South St. Louis.
Call Dr. Greg Boschert @ 314 352-7766 or
314 610-4612.

Matt Iovaldi and Bill Jehling for ECCOMA

EYECARE CHARITY OF MID-AMERICA
The ECCOMA organization serves as the clinical
provider and manages the daily operations of the
Ronald McDonald Care Mobile. Matt Iovaldi, Bill
Jehling and Dr. Christy Hayes spoke to SLOS
members at the October meeting asking for
volunteers to donate time and talent to this cause.
Contact Christy drhayes@eccoma.org for
information or to volunteer. It’s a great mission!
###

MOA REPORT
Drs. Robert Goerss & Tom Cullinane, trustees

Thank you to everyone who attended the MOA
annual convention this year. The convention
was successful as were the Cardinals! We
were lucky to share the Ball Park Hilton with
many Cardinal fans throughout the weekend.

Please mark your calendars for the
2014 Legislative Conference to be held
in Jefferson City at the Capitol Plaza
Hotel on January 12-13. Visit
moeyecare.org for more information.
Great efforts will be put forth this year
to pass No Cap Fees legislation. We
are currently working on updating
legislative key persons lists. If you do
not know who your key person is
please contact Tom Cullinane at
seeingme@sbcglobal.net.
#####

Drs. Jane Shea and Jennifer Buhlman

CONTACT LENS REPORT
Dan Friederich, O.D.

Unique pH Travel Pack Now Available
According to Menicon America Inc.,
Unique pH is now available in a travel
size designed to meet TSA guidelines for
carrying liquids on board aircraft. The
Menicon Unique pH Travel Pack contains
a two-fluid ounce (60 mL) bottle of
Unique pH, incorporates the latest in
Blow-Fill-Seal technology, and a lens
case. The Unique pH Travel Pack is
available to patients and eyecare
professionals through the Menicon
WebStore.
#####

Drs. Julie Hutchinson and Mary Beth Rhomberg

Nov. 7

CALENDAR
*********
“Optometrist C.E. Event”
6:30-8:3- @ Pepose Vision Institute
“Advances in End Stage AMD: The
Implantable Minature Telescope”
Nancy Holekamp, M.D.
RSVP: abeck@peposevison.com
636 534-5112

Nov. 12

SLOS Meeting
MOA Presidential Visit
Dr. James Hunt
UMSL Grand Rounds
RSVP by Thurs., Nov. 7

Nov. 21

Pepose Vision Institute C.E.
6:30-8:30 - Stoney River Grill
“Preoperative Medical Therapy for
Ocular Surgery”
Mujtaba Qazi, M.D.
RSVP: abeck@peposevison.com
636 534-5112

Dec. 10

Holiday Party
Midland Optical Hosts
Cardwell’s in Clayton
# ###

\

*********

John C. Galanis, M.D., FACS
Roberta J. Crawford, O.D.

Mark R. Barlow
Craig H. Sorce, O.D.

http://www.drgalanis.com
Laser cataract surgery
ReSTOR ® Tecnis Multifocal™ Crystalens® implants
Fellowship trained glaucoma consultation
Wavefront optimized implant lenses
Consultative Optometry
Co-management of your Cataract, LASIK
and Multifocal implant patients
• Glaucoma consultation, OCT, LTP and
Surgery for your co-managed glaucoma patients
•
•
•
•
•
•

(314) 633-8575
7331 Watson Road, St. Louis, MO 63119
www.drgalanis.com

HAPPY THANKSGIVING!

