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of credible information for ophthalmologists. EyeNet 

delivers practical clinical information that  

can be applied immediately in patient care, plus  

coverage of a broad range of subjects of interest to 

ophthalmologists, including business and news  

—all in a concise, highly readable format.
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News in Review
commentary and perspectives

W
hen it comes to severe intraoperative  

f loppy iris syndrome (IFIS), does the  

type of alpha blocker make a difference? 

According to a newly published study, 

the answer is yes: Severe 
IFIS is more likely to occur 
with tamsulosin (Flomax), 
which is selective for the al-
pha

1A
 receptor subtype, than 

it is with alfuzosin (Uroxa-
tral), a nonselective alpha

1
 

antagonist.1 In addition, 
the study reports the new 
finding that moderate to 
severe IFIS can occur even 
in patients who have never 
taken an alpha blocker when 
epinephrine is omitted from 
the irrigating solution dur-
ing phacoemulsification.

Part of what has made 
tamsulosin the most-pre-
scribed alpha blocker for 
benign prostatic hyperplasia 
(BPH) is its receptor selec-

tivity, which reduces the 
risk of postural hypotension 
compared with nonselective 
alpha blockers such as tera-
zosin (Hytrin) and doxa-
zosin (Cardura). However, 
alfuzosin, the newest nonse-
lective alpha blocker, is con-
sidered clinically uroselec-
tive in that it rarely causes 
postural hypotension. 

The study. For this 
multicenter prospective, 
masked, controlled com-
parison of the two clinically 
uroselective drugs, David 
F. Chang, MD, Cedric 
Schweitzer MD, and col-
leagues evaluated 226 eyes. 
The study was conducted in 
France, where alfuzosin is 

more commonly prescribed 
than in the United States. In 
an effort to avoid masking 
or preventing IFIS, intra-
cameral use of epinephrine 
or phenylephrine was not 
permitted (including in the 
irrigation bottle).

Severe IFIS—iris billow-
ing and prolapse with 2 mm 
or more of pupil constric-
tion—was noted in 24 of 70 
tamsulosin eyes (34.3 per-
cent), 7 of 43 alfuzosin eyes 
(16.3 percent), and 5 of 113 
control eyes (4.4 percent). 

In both a secondary 
analysis of the control group 

and a separate substudy of 
127 additional eyes in which 
epinephrine was not added 
to the irrigation bottle, 14 of 
113 control eyes (12.4 per-
cent) and 17 of 127 substudy 
eyes (13.4 percent) experi-
enced moderate to severe 
IFIS, which the investigators 
attributed to the absence of 
epinephrine. 

Mechanism of action. 
Why does tamsulosin have 
a greater effect on the iris 
than nonselective alpha 
blockers do? Moreover, why 
does IFIS persist despite 
discontinuation of the drug? 

IFIS Severity Varies by 
Type of Alpha Blocker 

IFIS. Severe intraoperative floppy iris syndrome was signifi-
cantly less likely to occur in patients taking alfuzosin than 
tamsulosin. Both are clinically uroselective agents.
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Clinical Update

Telemedicine for ROP Screening, Part 2:
Guidance From Early Adopters

by annie stuart, contributing writer 
interviewing michael f. chiang, md, darius m. moshfeghi, md,  

graham e. quinn, md, msce, and daniel t. weaver, md

I
n last month’s Clinical Update, 
four experts described the rea-
sons for and role of digital reti-
nal photography in screening 
for retinopathy of prematurity 

(ROP). In Part 2, these early adopt-
ers share the practical lessons they’ve 
learned in setting up successful ROP 
telemedicine programs.

Program Planning and Adoption
There is no off-the-shelf model for 
an effective ROP screening program. 
However, there are common elements 
in starting the process: identifying 
needs and benefits and obtaining buy-
in from all stakeholders. 

Needs: Overcoming workforce and 
training challenges. Adding tele-
medicine to an institution’s screen-
ing protocols might help overcome 
workforce and training difficulties, 
according to Michael F. Chiang, MD, 
at Oregon Health & Science University 
in Portland. A recent Web-based sur-
vey he and his colleagues conducted 
of pediatric ophthalmology and retina 
fellows’ training for ROP care raised 
some concerns.1 

“In a lot of cases, our trainees are 
not learning this very well and are 
sometimes missing critical diagnoses,” 
he said. “And in many major institu-
tions, fellows are the only ones doing 
the ROP exams—no attendings are 
seeing these babies.” One-third of 
survey respondents said they were the 
only ones examining babies in up to 
two-thirds of cases.

“This gets to the fact that it’s hard 

to examine babies, tough to get to the 
newborn intensive care unit [NICU], 
and challenging to get two people there 
at the same time,” he said. “Sometimes 
the ophthalmologists doing the exams 
may not want to do them and may 
not be the most experienced at doing 
them.”

Benefits: Improving efficiencies. 
When you’re considering a telemedi-
cine program, try to quantify how it 
might facilitate your practice, advised 
Graham E. Quinn, MD, MSCE, at the 
Children’s Hospital of Philadelphia. 
Dr. Quinn is the lead investigator for 
the multicenter e-ROP trial.  

Are you going to the nursery every 
week to perform binocular indirect 
ophthalmoscopy (BIO) on babies? 
Could screening via telemedicine, even 
in your own hospital, help you extend 
that period to every two, or even four 
weeks—only when babies must be 
examined to consider treatment? Dr. 
Quinn said that it could be a real time-
saver if telemedicine could reduce by 
20 to 50 percent the number of babies 
who need in-person ROP screening. 
These potential efficiencies might 
serve as an opening to conversations 
with hospital administrators about 
support for a telemedicine program.

Getting broad buy-in. Darius M. 
Moshfeghi, MD, is director of tele-
medicine at Byers Eye Institute at 
Stanford University Medical Center 
in Palo Alto. He founded and directs 
the Stanford University Network for 
Diagnosis of Retinopathy of Prematu-
rity (SUNDROP) telemedicine screen-

RO P  P r og r e s s i on

(1) Fundus of infant born at 24 
weeks, weighing 700 g. (A) Normal 
exam at 31 weeks gestational age. 
(B) Exam at 34 weeks shows border-
line pre-plus disease. (C) Exam at 
37 weeks shows progression to plus 
disease.  
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BEAT THE CLOCK

�  Register Now—Many Fees 
Increase After Aug. 6
Since June 25, Academy and AAOE 
members have been able to register for 
AAO 2014 (Oct. 18-21) and Subspe-
cialty Day (Oct. 17-18). Starting July 9, 
registration for nonmembers is open. 
When you register, be sure to purchase 
the Academy Plus course pass and any 
tickets that you need. 

After Aug. 6, there will be an in-
crease in many fees, including for 
Subspecialty Day registration, the 
Academy Plus course pass, and non-
member AAO 2014 registration. Regis-
ter by Aug. 6, and you will save money, 
and your badge and materials will be 
mailed to you. 

AAO 2014 registration includes ac-
cess to the following:
· Exhibition 
· Academy Café panels 
· Learning Lounge discussions 
· Opening Session 
· Original paper sessions 
· Scientific posters and poster tours 
· Spotlight Sessions 
· Symposia 
· Technology Pavilion presentations 
· Videos on Demand  
 Purchase the Academy Plus course 
pass to attend any Academy or AAOE 
instruction course. Details can be 
found at www.aao.org/pass.

Purchase individual tickets for 
Skills Transfer labs, Subspecialty Day 
meetings, Breakfasts With the Experts, 
and specific AAOE sessions.

Register now at www.aao.org/regis 
tration.

�  Reserve a Room
As of July 9, nonmembers can reserve 
hotel rooms online at www.aao.org/
hotels. Or call Expovision, the Acad-

emy’s official housing company, at 
866-774-0487 (toll-free from the U.S. 
and Canada) or 1-703-770-3908 (inter-
national).

For more hotel and travel informa-
tion, including international group 
housing, visit www.aao.org/hotels. 
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�   DON’T MISS THESE SESSIONS. AAO 2014 offers programs in various formats 
to meet your educational objectives. Highlights include the following:

Opening Session. Be sure to attend the Opening Session on Sunday, Oct. 19, 
to kick off AAO 2014. The Laureate Recognition awardee is Jerry A. Shields, MD, 
and the Jackson Memorial Lecture will be given by Hans Grossniklaus, MD, MBA.

Joint SOE sessions. How does the practice of ophthalmology differ between 
the United States and Europe? Find out during three joint “View Across the 
Pond” sessions about cataract and IOL, cornea, and retina. Additional joint ses-
sions include Ethics & Professionalism: Why Should I Care? and Conference for 
Ophthalmic Educators: Improving Teaching Effectiveness.

Breakfast With the Experts roundtables. Enjoy a buffet-style breakfast while 
experts lead informal discussions on the latest trends—there are more than 102 
roundtables to choose from. The breakfasts take place Sunday, Oct. 19, through 
Tuesday, Oct. 21, 7:30-8:30 a.m. Seating is limited, so buy your tickets when 
you register. Tickets can be purchased in advance for $25, or onsite for $35.


