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Navigating Dry Eye

Ms. Barkey: It’s sad. I’ll bet every one of 
you has talked to patients about dry eye 
and had them reply, “Why didn’t anyone 
ever tell me this?”

Dr. Hauser: That’s the most common 
thing I hear! We show patients what’s 
happening and explain the disease, and 
it’s completely new to them. They tell 
me about all the doctors they’ve been to 
before me, and they don’t understand why 
those doctors didn’t say anything. 
 Ms. Barkey: They name them—all those 
doctors—to you. And they name them on 
those Facebook dry eye support groups 
pages. Don’t be the doctor who is called 
out on social media.

Dr. Hauser: Just as treating dry eye can 
benefi t our practices fi nancially, not treat-
ing it can have a negative eff ect. There’s a 
lot of research into how dry eye negative-
ly impacts surgical outcomes for LASIK 
and cataracts. I didn’t see any studies that 
proved this eff ect from an optometric 
perspective, so my colleagues and I did 
a fairly small research project about how 
dry eye aff ects optical remakes. 

We looked at optical remakes in 
patients who had undiagnosed dry eye 
disease, compared to a con-
trol group. The undiagnosed 
patients were asymptomat-
ic, the kind of patients who 
likely would not tell the 
doctor that they have dry 
eye. They had poor OSDI 
and poor noninvasive tear 
breakup time. We found 
a statistically signifi cant 
relationship between non-
invasive tear breakup time 
and remakes. If a patient 
needs a remake, we need to 
consider if dry eye could be 
the cause.

Dr. Robben: The same 
concept applies to contact lens dropouts. 
The contact lens dropout rate has not 
changed in the last 15 years, and people 
still tend to drop out at around 45 to 50 
years old. That aff ects revenue. It cor-
relates to the infl ammatory response. 
Patients aren’t doing well in their contact 
lenses because their eyes are getting 

infl amed and dry, and doctors are just 
waiting for this to happen. 
 Dr. Hauser: If you ask most optometrists 
how many of their patients are dropping 
out of contact lenses, they think the answer 
is none. Contact-lens-intolerant patients 
don’t come to the front desk, slam their 
fi st down, and say, “I’m angry! I’m unhap-
py! I’m struggling!” They just fade away. 
 Dr. Schachter: I think patients are ask-
ing more of their eyes than ever. They 
want to wear contact lenses comfortably 
all day and sit in front of a computer and 
not blink. I want them to see clearly and 
feel comfortable, and for that they need a 
healthy ocular surface. 

WORKING DRY EYE INTO THE 
PRACTICE FLOW

Dr. Hauser: Some of the biggest 
obstacles to treating more dry 
eye disease in optometric prac-

tices are time, insufficient staff, and the 
perceived difficulty of integrating it into 
the existing patient flow. We’ve touched 
on efficiency a few times. Let’s get into 
exactly how we make dry eye treatment 
efficient in our practices.

 Ms. Barkey: On the staff  side, depending 
on the size of your practice and the vol-
ume of patients you’re seeing, you could 
probably have one staff  member dedicat-
ed to dry eye. If you train that person the 
right way, the return on that investment 
will be huge. 
 Dr. Bloomenstein: To me, this is the 

same thing that you’re already doing in 
your practice. When patients come back 
in for a contact lens follow-up, you know 
that it’s going to be a quick exam. 

The same is true for dry eye follow-up. 
If your staff  can educate patients about 
your recommendations, you save a lot of 
time. If someone can assist you with pro-
cedures like LipiFlow (Johnson & Johnson
Vision) or TearCare or iLux (Tear Film 
Innovations), then treatment fi ts comfort-
ably into your workfl ow. 
 Ms. Barkey: If you look at the revenue 
for doing one of those procedures in your 
offi  ce, your profi t margin for treatment is 
so much higher than the margin for a 
contact lens patient or vision care patient. 
Make the time for these people, because 
that’s where the profi t and patient satis-
faction lies.   
 Dr. Schachter: Revenues from medical
visits are signifi cant. If you bring the 
patient back for a medical visit, the patient 
will be in your practice for 10 minutes. 
Your staff  learns more about symptoms, 
puts in the dye for you, and looks at tear 
quality and quantity. You examine patient 
and make a quick assessment (we use a 
checklist in my practice). You explain the 
diagnosis and fi rst-line treatment to the 
patient, put the recommendations in a 
folder, and hand off  the patient to a staff  
member who discusses those recommen-
dations. You move on to the next patient. 

A comprehensive examination takes 
about 8 or 9 minutes, and it drives follow-
up medical visits that take only about 3 or 
4 minutes. In my state, the medical insur-
ance reimbursement for the follow-up is 
about four times the reimbursement for 
a comprehensive exam. Yes, dry eye takes 
time, but you’re paid for your time.
 Ms. Barkey: You’re eff ectively delegating 
certain aspects of diagnostics and educa-
tion. I’ve seen some doctors delegating 
treatments to staff , but I’d caution that 
patients want to be treated by a doctor, par-
ticularly when they’re paying out of pocket. 
 Dr. Robben: It’s effi  cient to do treat-
ments ourselves, too. We can often 
leave patients while TearCare is heat-
ing, for example, because it’s a wearable 
device, and then come back and do the 

MY GOAL IS FOR
PATIENTS TO SEE AND FEEL 
BETTER THAN THEY COULD 
IF THEY SAW THE DOCTOR 
UP THE STREET. AND IT IS 

NOT THAT HARD TO DO, 
BECAUSE UNFORTUNATELY 

OTHER DOCTORS ARE NOT 
TREATING DRY EYE.”

—Scott E. Schachter, O.D.
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manual expression after it’s done. And if 
you’re effi  cient, you can do another dry eye 
evaluation while that patient is heating.
 Dr. Schachter: I would absolutely dele-
gate the SPEED survey, tear osmolarity, 
MMP-9, the Schirmer’s score, and meibi-
ography. If you think dry patients take too 
much time, that is a way for them to take 
less of your time. 
 Ms. Barkey: You can set triggers in that 
workup that will help your staff  make 
decisions. For instance, when they’re 
doing the case history and SPEED survey,
if the SPEED score is over a certain num-
ber, that can trigger the staff  to gauge 
osmolarity. You can set the triggers for 
MMP-9 testing and meibiography. The 
results of one test direct staff  to the 
next step. When the patient gets to you, 
you have the data you need. There’s no 
reason to order more tests. 
 Dr. Schachter: We do that very thing. 
If a patient has a positive SPEED score, 
staff  tests tear volume, osmolarity, MMP-9 
and meibiography. 
 Ms. Barkey: It’s frustrating if you’re going 
along smoothly and realize a patient has 
dry eye disease, but you have no testing. 
If the staff  hasn’t collected it, you know 
you need to change your system. Keep in 
mind that there are those asymptomatic 
patients that your technicians won’t be 
able to weed out for you. 

A DRY EYE STARTER KIT
Dr. Hauser: To be successful, 
you have to have the right tools 
to take care of dry eye patients. 

It’s not a guessing game. We’ve talked 
about several diagnostic and treatment 
technologies. When doctors are getting 
started, do they need to have thermal 
devices like TearCare and point-of-care 
tests like an MMP-9 device? What does 
the “starter kit” look like?
 Dr. Schachter: Start without that stuff . 
The ODDISEY European Consensus
Group reported that moderate to severe 
dry eye can be managed with the symp-
tom questionnaire and a fl uorescein 
strip.4 That’s the beauty of ocular sur-
face disease. You do not need to feel pres-
sured to spend a bunch of money and use 

every available technology. Start asking 
the questions. Use some fl uorescein. 
Push on the meibomian glands. Make 
recommendations. Build the medical 
side of your practice.
 Get new devices as you need them. For 
example, once you see how many of your 
patients have MGD, you might consider 

buying a heated device that helps ex-
press the meibomian glands. Just build 
slowly and naturally, only making a pur-
chase when there is a clear, demonstrat-
ed need and you know you’ll use it. I’d 
also recommend avoiding diagnostics that 
take a lot of time to use. I fi nd out what 
I need to know very quickly and make 
evidence-based decisions very quickly. 
 Dr. Hauser: The device isn’t going to 
make your practice. You make your prac-
tice, and the device serves your needs. 
The technologies are important, but it’s 
better to work up to them, rather than 
make a major investment up front. You
have to start somewhere, so start by being 
consistent with your evaluations, and then 
earn the right to buy a new device. 
 Dr. Bloomenstein: We’ve built up our 
tools that way. For example, we were very 
reluctant to get a meibiographer in our 
practice. We just got one late last year. 
Now I see it as a simple, ground-level 
technology. I can show patients the prob-

lem and say, “This isn’t good for anybody. 
Let’s do something to change it.”
 Dr. Schachter: If someone doesn’t have 
a meibiographer, it’s very easy to trans-
illuminate the lower lid behind a slit 
lamp with the light turned off . Once you 
start looking, you see that there’s a lot of 
atrophy in your patients, and you know 

you need to treat MGD. 
 Ms. Barkey: There’s 
so much to learn about 
dry eye, and we are learn-
ing constantly as the in-
dustry brings us more 
products and more tech-
nologies to help diagnose 
and treat this segment 
of patients. 

Our industry some-
times presents a new 
technology as a silver bul-
let—but dry eye requires 
a varied toolbox. It’s sen-
sible for practices to build 
that toolbox over time 
but, keep in mind that to 
be successful you must 
be careful at delaying 
care while you wait on an 

acquisition to take place. The patient’s 
condition isn’t going to improve without 
your help. 

Dr. Robben always reminds the attend-
ees at Dry Eye University that the patient 
with sever eye disease didn’t start out at 
that level:  He was allowed to progress. 
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SET YOUR PRICES AND 
CHARGE THOSE PRICES, 
BECAUSE THE PATIENTS 

WILL PAY. IF SOMEONE HAS 
A BROKEN ARM, THEY NEED 

AN X-RAY AND A CAST. 
THOSE THINGS AREN’T 

OPTIONAL. PATIENTS WITH 
DRY EYE HAVE AN ONGOING 

DISEASE PROCESS, 
AND TREATMENT ISN’T 

OPTIONAL.”
—Patti Barkey, COE, OCS




